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Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 

reduced.  Periodic  examination  of  the  blood  is  advisable.  


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.’’^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”*  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,^  moder- 
ate,or  severe  hypertension.**’^ 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  capsule-shaped  tablets  providing 

50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6i:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  ^ 

Res.  4:610  (Dec.)  1962.  oQUIBB 

(5)  Feldman,  L.  H.:  North  Squibb  Quality  ( 

Carolina  M.  J.:  23:248  —the  Priceless  Ingredient 
(June)  1962. 
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For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

Hew 

Greamalin' 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period''* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor  — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 

*Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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PROFESSIONAL  LIABILITY  INSURANCE 

l6  a lii<^L  marL  clidtinction 


Professional  Protection  Exclusively  since  1899 


OMAHA  OFFICE:  Robert  C.  Schmitz,  Representative 
9132  Dorcas  Street  Telephone  393-5797 

Mailing  Address;  Elmwood  Station,  Box  64,  Omaha 


Current  Comment 

Insurance  and  Psychiatry — 

The  length  of  stay  in  mental  hospitals  is 
being  reduced.  This  reduction  reflects  prog- 
ress in  the  care  of  mental  illness.  New  thera- 
pies are  producing  dramatic  results.  Volun- 
tary health  insurance  plans,  according  to  an 
editorial  in  the  Texas  State  Joiumal  of  Medi- 
cine, must  determine  their  proper  role  in  rela- 
tion to  these  developments. 

There  is  increasing  pressure  for  more 
realistic  coverage  of  mental  illness.  This  is 
part  of  the  pattern  of  increased  coverage  of 
the  cost  of  illness  by  the  use  of  voluntary 
health  insurance.  Studies  are  undei-way  to 
determine  the  insurability  of  both  inpa- 
tient and  outpatient  psychiatric  treatment. 
Coverage  for  inpatient  treatment  has  def- 
initely improved  in  recent  years.  With  the 
current  trend  toward  shorter  hospital  stay, 
insurers  are  experimenting  with  outpatient 
therapy.  Outpatient  therapy  could  provide 
for  better  controlled  utilization  and  lead  to 


improved  coverage.  There  is  increasing  pub- 
lic demand  for  “comprehensive”  coverage 
and  there  is  a trend  toward  home  and  out- 
patient payments,  on  the  part  of  insuring 
agents.  One  psychiatric  hospital  finds  that 
80  per  cent  of  its  patients  have  insurance 
which  covers  psychiatric  in-hospital  care. 
The  average  coverage  is  75  per  cent  of  the 
total  cost.  Of  783  policies  evaluated  for 
psychiatric  coverage,  in  another  study,  it 
was  found  that  433  provided  equal  coverage 
for  mental  and  physical  illness,  130  limited 
psychiatric  care  in  terms  of  time,  services, 
or  money,  and  102  excluded  all  psychiatric 
illness. 

An  evaluation  of  118  policies  covering  per- 
sons 65  and  over  show  that  50  provided  no 
coverage  for  psychiatric  illness,  50  provided 
equal  coverage  as  for  non-psychiatric  illness 
and  18  provided  partial  coverage.  Many 
policies  exclude  treatment  in  psychiatric 
hospitals  by  their  definition  of  a hospital, 
thereby  excluding  from  coverage  many  of 
the  77,000  annual  admissions  to  private  psy- 
chiatric hospitals. 
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“Upon  arising,  nose  was  open”  ...  or  how  another  happy 
patient  describes  the  nasal  decongestant  action  of  Dime- 
tapp  Extentabs*— how  would  your  patients  describe  it?/ In 
Sinusitis,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing 
on  one  tablet/ Also  available:  Dimetapp  Elixir,  for  t.i.d.  or 
q.i.d.  dosage.. 

Dimetapp  Extentabs 

[Dimetane®  (brompheniramine  maleate),  12.0  mg.; 
phenylpropanolamine  hydrochloride,  15  mg.; 
phenylephrine  hydrochloride,  15  mg.] 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


BRIEF  SUMMARY:  Indications: 
Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal 
drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhi- 
nitis. Side  Effects:  In  high  dos- 
ages, occasional  drowsiness 
due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sym- 
pathomimetics  may  be  ob- 
served. Precautions:  Administer 
with  caution  in  cardiac  or  pe- 
ripheral vascular  diseases  and 
hypertension.  Contraindica- 
tions: Antihistamine  sensitivity. 
Not  recommended  for  use  dur- 
ing pregnancy. 


release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESK  AT  HO  JL^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


SomafCompound  & 

carisoprodol  200  mg.,  acetophenetidin  150  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenefidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\\^/®  WALLACE  LABORATORIES  j Cranbury,  N.J. 
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r 1 

who  were  the 
'‘untreatables”? 


From  their  inception  with  cortisone,  to  the  present- 
day  variants  of  the  steroid  molecule,  the  corticoster- 
oids have  presented  a therapeutic  paradox.  The 
beneficial  action  against  infia,mmation  and  allergy  as 
well  as  several  undesirable  metabolic  effects  are  all, 
apparently,  the  results  of  the  same  basic  physiologic 
action.^ 

Some  of  these  associated  metabolic  reactions  made  it 
risky  or  otherwise  undesirable  to  treat  with  steroids 
large  numbers  of  patients  in  various  categories  who 
would  otherwise  have  benefited  from  such  manage- 
ment. These  “untreatables”  were  overweight,  had 
cardiac  disease,  hypertension,  or  pulmonary  fibrosis 
associated  with  congestive  heart  failure.  Also  in 
this  category  were  those  patients  whose  emotional 
symptoms  were  aggravated  by  earlier  steroids. 

But  the  advent  of  ARISTOCORT®  Triamcinolone  in 
1958  — the  result  of  biochemical  and  pharmacologic 
research  which  successfully  stripped  away  many 
important  undesirable  hormonal  effects  from  the 
primary  anti-inflammatory  action  — dramatically 
changed  this  picture.  This  steroid  did  not  overstimu- 
late the  appetite,  or  cause  the  excessive  weight  gain 
induced  by  other  steroids  ;2-'^  it  proved  to  have  one  of 
the  best  records  of  any  steroid  for  not  causing  edema, 
or  salt-and-water  retention  ;^.3. 7-10  ^nd  the  incidence 
of  undesirable  euphoria  with  this  agent  was  remark- 
ably low.2’  ‘i-  5, 9, 10  What  is  most  significant  is  that  these 
benefits  have  stood  the  test  of  more  than  5 years  of 
widespread  use.  And,  of  course,  the  avoidance  of 
these  distressing  hormonal  effects  benefited  all  pa- 
tients requiring  steroids,  not  just  those  in  the  special 
categories,  as  demonstrated  by  wide  clinical  use. 


Side  Effects.  Since  it  may,  under  some  circumstances, 
produce  any  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triam- 
cinolone. Any  of  the  Cushingoid  effects  are  possible, 
as  are  purpura,  G. I.  ulceration,  increased  intracranial 
pressure  and  subcapsular  cataract.  Corticosteroids 
generally  may  mask  outward  signs  of  bacterial  or 
viral  infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 

Contraindications.  While  the  only  absolute  contra- 
indications are  tuberculosis  and  herpes  simplex,  there 
are  some  relative  contraindications  (peptic  ulcer, 
glomerulonephritis,  myasthenia  gravis,  osteoporosis, 
fresh  intestinal  anastomoses,  diverticulitis,  throm- 
bophlebitis, psychic  disturbance,  pregnancy,  infec- 
tion) to  weigh  against  expected  benefits. 

While  no  steroid  can  cure  a susceptible  disorder, 
many  patients  who  would  otherwise  be  confined  in  a 
state  of  invalidism  have,  on  ARISTOCORT®  Triam- 
cinolone, been  able  to  pursue  active,  useful  lives. 

References:  1.  Levine,  R. : Rationale  for  the  Use  of  Adrenal  Steroids. 
Paper  presented  at  Annual  Convention.  Medical  Society  of  the  State 
of  New  York,  New  York,  May  13-17,  1963.  2.  Hollander,  J.  L.:  Clinical 
Use  of  Dexamethasone.  JAMA  17;9:306  (Jan.  23)  1960.  3.  Boland, 
E.  W.:  Chemically  Modified  Adrenocortical  Steroids.  JAMA  174:835 
(Oct.  15)  1960.  4.  McGavack,  T.  H.:  The  Newer  Synthetic  Adreno- 
cortical Steroids  in  Therapy.  Nebraska  Med.  J.  44:377  (Aug.)  1959.  5. 
Freyberg,  R.  H.:  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Further  Ex- 
periences with  Al,  9 Alpha  Fluoro,  16  Alpha  Hydroxyhydrocortisone 
(Triamcinolone)  in  Treatment  of  Patients  with  Rheumatoid  Arthritis. 
Arthritis  Rheum.  i:215  (June)  1958.  6.  Cahn,  M.  M.  and  Levy,  E.  J.: 
Triamcinolone  in  the  Treatment  of  Dermatoses.  Amer.  Practit.  10:993 
(June)  1959.  7.  AMA  Council  on  Drugs:  New  and  Nonofficial  Drugs. 
JAMA  169:255  (Jan.  17)  1959.  8.  McGavack,  T.  H.;  Kao.  K.-Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G..  and  Berger,  H.  E.:  Clinical  Experiences 
with  Triamcinolone  in  Elderly  Men.  Amer.  J.  Med.  Sci.  256:720  (Dec.) 
1958.  9.  Fernandez-Herlihy,  L.:  III.  Use  and  Abuse  of  Corticosteroid 
Therapy— The  Structure  and  Biologic  Activity  of  the  Corticosteroid 
Hormones  and  ACTH,  Med.  Clin.  N.  Amer.  44:509  (Mar.)  1960.  10. 
McGavack,  T.  H.:  Triamcinolone:  A Potent  Anti-infiammatory  Sodium 
Excreting  Adrenosteroid.  Clin.  Med.  6:997  (June)  1959. 


maximum  steroid  benefit-minimum  steroid  penalty 


Triamcinolone 


1 mg.,  2 mg.  or  4 mg.  tablets 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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too,  is 
compatible  with  a well- 
balanced  menu.  As  a 
pure,  wholesome  drink, 
it  provides  abitofquick 
energy.. brings  you  back 
refreshed  after  work  or 
play.  It  contributes  to 
good  health  by  provid- 
ing a pleasurable  mo- 
ment’s pause  from  the 
pace  of  a busy  day. 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley  medico 

SLPPLY  COMPANY 
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Stop  living  up  to  your  name  and  act  like  a 
doctor. 
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When  your  patient  says: 


BRAND  OF  LOBELINE  SULFATE,  MRT 

help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to  ■ 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille  ■ 
for  tobacco. 


Utilize  the  anorexic  effect  of  lobcline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  I pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  1th  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman,  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan,  1960.  Ed.  2.  pp.  620*622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey.  J.  L.:  Ann.  Int.  Med.,  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr.,  103:618.  1961;  8. 
Jost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc..  Medical  Department-  BB 
711  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  j 


ESTABLISHED  1884. ..BOOKLET  ON  REQUEST 

rt  Fu//y  Accredited 


Current  Comment 

Illness  in  Children — 

The  average  American  boy  or  girl  has 
three  episodes  of  acute  illness  a year,  and 
one  out  of  five  has  at  least  one  chronic  con- 
dition. This  conclusion  results  from  the 
first  national  survey  in  the  child  health  field 
since  1946.  These  figures  result  from  na- 
tional health  data  relating  specifically  to 
children  culled  fi*om  information  gathered 
by  the  national  health  survey.  This  survey 
was  conducted  by  household  interviews  large- 
ly in  the  1959-1961  period. 

Other  findings  indicated  that  dental 
caries  are  the  most  common  physical  defects 
among  school  children.  One  half  of  the 
children  under  15  have  never  been  to  the 
dentist.  More  than  half  of  the  school  days 
lost  because  of  chronic  conditions  by  these 
children  resulted  from  allergies  and  respir- 
atory ailments.  More  than  74  out  of  every 
1000  children  have  symptoms  resulting  from 
allergy  and  more  than  34  out  of  every  1000 
are  afflicted  with  a chronic  respiratory  ail- 


ment. The  complete  report,  illness  among 
children,  is  available  from  the  Superinten- 
dent of  Documents,  Government  Printing 
Office,  Washington,  D.C.,  at  35c  a copy. 

To  stop  Smoking — 

While  fear  of  cigarette  smoking  is  alarni- 
ing  the  tobacco  industry,  a vast  opportunity 
has  been  created  for  products  that  promise 
to  help  people  stop  smoking,  according  to  the 
Wall  Street  Journal. 

Anti-smoking  pills  have  been  available  for 
years  but  their  sales  are  spurting.  New  to- 
bacco substitutes  ranging  from  lozenges  to 
cigarettes  made  from  lettuce  are  coming  on 
the  market.  Book  publishers  are  also  tak- 
ing advantage  of  an  opportunity  to  sell  books 
which  give  advice  to  worried  smokers. 

It  is  estimated  that  20  million  of  the  62 
million  cigarette  smokers  in  this  country 
are  willing  to  consider  quitting  their  habit. 
IMany  of  the  products  contain  lobeline  sulfate 
as  a substitute  for  the  nicotine  cigarettes, 
(Continued  on  page  20-A) 


14-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing;  its  advertisers 


cut  Rx  writing  by  2/3 
in  Goids,fiu  or  grippe 

No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound... to  specify 


ANTITUSSIVE/DECONGESTANT/ANALGESIC 


Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 
‘Perazir®  brand  Chlorcyclizine  Hydrochloride. . .*. . 15  mg. 

Phenacetin 150  mg. 

,spirin 200  mg. 

Caffeine 30  mg. 


‘Warning  — may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets— 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet— 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

JS'bURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


Special  cough  formula  for  children 


Pediacof 


® 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg,, 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 


Pediacof  is  different.  It  is  designed  espe 
cially  for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage;  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  1 6 fl.  oz. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


Available  on  prescription  only. 
Exempt  Narcotic. 


1/i^/nfhrop 
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How  can  JOHNSON'S  Baby  Lotion  help 
the  doctor,  the  mother  and  the  baby? 


The  doctor  knows  the  young  mother  wants 
to  do  everything  in  her  power  to  keep  her 
baby  clean  and  happy  and  in  good  health. 

And  more  and  more  evidence  points  to  the 
fact  that  the  physical  expression  of  her  love 
for  her  baby  is  not  only  a delight  to  the 
mother  and  pleasant  for  her  child,  but  an 
essential  element  in  the  development  of  a mature, 
self-reliant  adult.*  A father  as  well  as  a physician, 
he  knows  that  Johnson's  Baby  Lotion  not  only  makes 
changing  diapers  easier  and  more  pleasant  for  all 
concerned,  but  that  the  antibacterial  effect  of  its 


hexachlorophene  content  (0.5%)  persists  for 
days,  to  protect  the  baby's  delicate  skin  from 
rashes  and  infections.  With  Johnson's  Baby 
Lotion  normal  skin  functions  are  unaltered 
because  the  protective  film  is  aqueous  rather 
than  occlusively  oily.  These  are  some  of  the 
reasons  so  many  physicians  recommend 
Johnson's  Baby  Lotion  for  routine  use  to  protect  deli- 
cate skin.  May  we  send  you  samples  of  this  superior 
antibacterial  emollient  in  the  convenient  new  plastic 
bottle? 

*Oonnelly,  ).:  A.M.A.  Arch.  Environmental  Health  6:ft97,  June,  1%3 


New  Brunswick,  N.  J. 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINEO  RELEASE) 


Simplified,  convenient  dosage  for  emotioyial  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


Gilmour- Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  800  South  i3th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 


PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfablisbed  1927 


To  Stop  Smoking — 

(Continued  from  page  14-A) 

because  of  its  similarity  and  chemical  make- 
up. Some  products,  in  addition  to  lobeline, 
contain  benzocaine,  which  is  said  to  cut  down 
the  bad  taste  of  lobeline  and  make  the  smok- 
ing of  cigarettes  less  effective.  Most  prod- 
ucts are  flavored  and  some  are  candy  coated. 

Probably  the  best  seller  among  smoking 
deterrents,  is  bantron,  which  is  a tablet 
containing  lobeline  sulfate  and  two  anti- 
acids which  are  supposed  to  counteract 
lobeline’s  tendency  to  produce  nausea.  This 
product  has  been  on  the  market  since  1952, 
and  its  sales  have  increased  20  per  cent  last 
year  and  a similar  increase  is  expected  for 
1963. 

Package  plans  to  assist  people  to  stop 
smoking  are  available  and  include  tablets 
containing  flavoring  agents  which  are  said 
to  reduce  the  desire  to  smoke,  together  with 
a booklet  on  the  problems  of  breaking  the 
habit.  Those  who  sign  up  for  the  plan  re- 
ceive letters  of  encouragement  every  other 
day  and  are  urged  to  mail  cards  to  the  spon- 


soring firm  indicating  their  response  to  the 
program. 

The  Quality  of  Food — 

The  safety  and  high  nutritional  value  of 
the  American  food  supply  has  been  con- 
firmed by  the  latest  results  of  the  Food  and 
Drug  Administration’s  continuing  “total 
diet”  studies.  An  editorial  in  the  Pennsyl- 
vania Medical  Journal  notes  that  with  this 
activity,  the  Food  and  Drug  Administration 
makes  market  basket  samples  collected  from 
grocery  stores  in  five  major  United  States 
cities,  available  for  analysis.  The  groceries 
selected  are  representative  of  those  that 
would  be  in  a nutritionally  satisfactory  diet 
of  the  average  16  to  19-year-old  boy.  This 
hypothetical  person  is  considered  the  biggest 
eater  in  the  population. 

The  results  of  the  analysis  indicate  that  the 
strontium-90  content  is  still  well  within  guide 
lines  established  by  the  Federal  Radiation 
Council  as  acceptable  for  lifetime  consump- 
tion under  normal  peacetime  conditions. 

(Continued  on  page  23- A) 
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fop  fast  and  long- lasting  cough  control 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  > 6.5  mg. 
Homatropine  methylbromide  1.5  mg.  ; 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  V2  teaspoonful;  3 to  6 years,  Vn  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION;  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


Regardless 
of  the  antibiotic 
or  sulfonamide 
you  prescribe... 


remember 
‘Empirin’ 
Compound 
to  relieve 
pain  and 
lower  fever 


100  ■ 


‘EMPIRIN’* 

Compound 
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Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vh  -No.  1/gr.  Va  -No.  2/gr.  1/2-No.  3/gr.  I -No.  4 
•Warning-may  be  habit  forming 
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The  Quality  of  Food — 

(Continued  from  page  20- A) 

It  was  also  noted  that  pesticide  residues 
are  well  within  the  amounts  to  be  expected 
from  compliance  with  safe  limits  established 
for  individual  crops.  It  was  also  determined 
that  food  readily  available  at  ordinary  gro- 
ceries and  supermarkets  contain  ample  quan- 
tities of  vitamins. 

The  editorial  continues  to  indicate  that 
this  is  encouraging  information  at  a time 
when  many  are  willing  to  listen  to  mis- 
guided and  uninformed  crusaders  who  speak 
of  impending  doom.  Their  glibly  expressed 
fears  are  directed  against  atom  bomb  test- 
ing, the  use  of  insecticides  on  food,  and 
supermarkets.  There  is  need  to  publicize 
the  results  of  this  survey  to  protect  the  pub- 
lic from  its  enthusiastic  susceptibility  to  the 
fears  voiced  by  the  anti-bomb  element,  pro- 
fessional alarmists,  and  food  fadists. 

Fair  Trade  Laws — 

Congress  is  again  subjected  to  pressure 
for  the  passage  of  legislation  permitting 
manufacturers  to  set  minimum  retail  prices 
on  brand-name  products,  including  drugs 
and  to  take  legal  action  against  any  retailer 
who  sells  the  merchandise  for  less. 

An  editorial  in  the  Wisconsin  Medical 
Journal  observes  that  the  last  time  the  re- 
tailer-trade groups  went  to  Washington  with 
this  kind  of  price  fixing  legislation,  in  1959, 
they  were  rebuffed  by  Congress.  This  time 
the  advocates  of  this  kind  of  legislation  are 
calling  it  “quality  stabilization,”  but  it’s  price 
fixing  and  consequently  price  increasing  in- 
tention is  still  present. 

Retailers  claim  the  purpose  of  the  bill  is  to 
allow  the  smaller  storekeepers  to  compete 
with  the  large  chains  and  discount  houses 
who  find  it  possible  to  sell  merchandise  with 
a lower  margin  of  profit.  Advocates  of  fair 
trade  legislation  believe  in  the  “social  bene- 
fit” of  maintaining  small  stores  in  business 
and  that  this  advantage  is  worth  the  in- 
crease in  price  that  may  follow  from  the 
passage  of  such  legislation. 

In  states  that  have  Fair  Trade  Laws, 
name-brand  items  cost  between  19  and  27 
(Continued  on  page  24- A) 
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Fair  Trade  Laws — 

(Continued  from  page  23-A) 
per  cent  more  than  in  areas  where  prices 
are  subject  to  free  competition,  according 
to  the  Justice  Department.  The  editorial 
states  that  this  price  differential  is  a dis- 
advantage to  the  lower  income  family  that 
cannot  order  by  mail  from  out  of  state. 


It  seems  inconsistent  to  have  one  group 
seeking  price  fixing  legislation  at  a time 
when  the  Federal  Trade  Commission,  estab- 
lished to  act  as  a guardian  of  the  consumers’ 
interests,  is  fighting  to  eradicate  the  price 
fixing  practice.  It  also  seems  inconsistent 
that  price  fixing  legislation  should  be  urged 
by  groups  that  have  been  critical  of  the 
trend  toward  socialism  evidenced  in  Wash- 
ington. Is  it  any  more  reasonable  to  put 
a floor  under  prices  than  to  put  a ceiling 
on  them  as  was  done  during  and  after  World 
War  II?  It  is  difficult  to  find  a valid  reason 
why  the  goveniment  should  eliminate  price 
competition  in  normal  times. 


Once  established,  this  principle  of  using 
the  authority  of  the  Federal  Government  to 
enforce  the  rules  of  private  competition 
would  lessen  any  future  resistence  to  the 
extension  of  federal  management  into  other 
areas  of  our  lives.  If  freedom  of  enterprise 
is  surrendered,  it  is  difficult  to  again  regain 
that  freedom.  It  is  hoped  that  the  pharma- 
cists will  reconsider  their  stand  and  with- 
draw the  invitation  which  urges  the  Federal 
Government  to  intervene  in  private  enter- 
prises. 

The  Time  of  Leadership — 

The  time  required  for  leadership  of  organ- 
ized medicine  is  indicated  in  the  address  of 
the  President  of  the  Pennsylvania  Medical 
Society,  published  in  that  Society’s  Journal. 
As  president,  this  officer  traveled  47,720 
miles  and  spent  part  or  all  of  167  days  in  the 
affairs  of  organized  medicine.  As  president- 
elect, this  officer  traveled  38,017  miles  and 
was  away  from  home  on  medical  society  af- 
fairs all  or  part  of  116  days.  The  president 
adds,  “I  mention  these  facts  only  because  it 
seems  probable  that  future  presidents  of 
Pennsylvania  Medical  Society  will  be  kept 
equally  busy.” 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


THE  CONTENT  OF  MEDICAL 
EDUCATION 

Opinions  regarding  the  content  of  medical 
education  are  in  good  supply  and  may  be 
found  in  assorted  dimensions.  Some  favor  a 
lengthening  of  preparation  for  medical  prac- 
tice. Others  advise  a shortening  of  the  cur- 
riculum and,  to  this  end,  experimental  pro- 
grams of  shortened  undergraduate  education 
are  in  operation. 

Other  opinions  favor  greater  emphasis  on 
the  scientific  basis  of  medicine  in  recogni- 
tion of  the  expansion  of  our  scientific  knowl- 
edge. Quite  properly  there  is  support  for 
the  retention  of  medicine  as  a clinical  dis- 
cipline. The  teacher  of  medicine  is  urged 
to  emphasize  concern  with  the  patient  as  a 
person  rather  than  a vehicle  of  disease.  Pre- 
ventive medicine,  public  health,  and  social 
medicine  are  proposed  for  greater  emphasis. 

Special  programs  provide  funds  neces- 
sary for  medical  education  but  by  means  of 
insuring  that  the  medical  student  is  familiar 
with  heart  disease,  cancer,  or  mental  illness. 
Students  sometimes  voice  their  ignorance  of 
the  business  side  of  medical  practice  and  re- 
quest instruction  in  the  planning  of  both 
their  future  office  and  their  future  system 
of  bookkeeping.  Representatives  of  each 
of  the  several  specialties  as  well  as  those 
who  speak  for  the  generalist  seek  their 
share  of  time  in  the  education  of  the  future 
physician. 

Another  topic  for  discussion  concerns  the 
role  of  the  medical  curriculum  in  the  pro- 
duction of  generalists  or  specialists,  of  prac- 
titioners or  of  investigators,  and  of  practical 
or  theoretical  graduates.  Peristent  support- 
ers can  be  found  for  either  side  of  these. 

Another  concern  and  perhaps  a first  con- 
cern should  be  to  define  the  objectives  of 
medical  education.  If  history  is  a guide  to 
the  future,  the  problems  facing  the  physi- 
cian in  the  next  half  century  will  be  new 
and  different  from  the  problems  of  the  pres- 
ent or  past.  We  should  not  make  the  mis- 
take attributed  to  those  who  plan  for  the 
conduct  of  future  wars.  It  is  doubtful  if  the 


curriculum  can  provide  the  student’s  mem- 
ory with  a simple  answer  to  even  a fraction 
of  the  as  yet  unknown  problems  of  the  future. 

Those  responsible  for  planning  the  cur- 
riculum of  the  medical  student  cannot  comply 
with  all  of  the  suggestions  which  are  sin- 
cerely offered  for  their  consideration.  Even 
excluding  the  opposing  pairs  of  opinion,  to 
include  all  that  is  suggested  in  the  under- 
graduate curriculum  would  prolong  the  un- 
dergraduate curriculum  and  make  it  several 
times  longer  than  at  present. 

Actually  the  education  of  the  physician, 
as  is  currently  being  noted  with  increasing 
frequency  is  a lifelong  process.  It  includes 
the  opportunity  for  a liberal  education  in  the 
college  and  it  includes  all  that  the  physician 
learns  after  graduation. 

The  choice  is  not  to  include  or  to  exclude 
from  the  curriculum  particular  subjects  but 
rather  the  sequence  of  subject  matter.  The 
choice  must  be  made  with  regard  to  inclusion 
in  the  undergraduate  curriculum,  and  the 
limitation  of  that  choice  is  one  of  time. 
What  cannot  or  should  not  be  contained  in 
the  undergraduate  curriculum  may  be  con- 
sidered for  inclusion  in  the  internship  or 
residency  or  in  continuing  education. 

Undergraduate  education  must  be  con- 
cerned with  biological  science  because  science 
is  the  foundation  of  our  knowledge  of  medi- 
cine. It  must  provide  the  student  the  oppor- 
tunity to  learn  the  scientific  method,  because 
the  opposite  is  to  learn  empiricism  as  applied 
to  the  past  without  regard  to  the  future  of 
medical  science.  The  student  must  learn 
the  fundamental  techniques  the  physician 
uses  in  the  study  of  the  patient.  Finally  he 
must  begin  the  study  of  patients  and  their 
diseases,  that  is,  clinical  medicine.  In  short 
he  must  complete  an  academic  prerequisite 
for  the  internship  and  all  other  education 
which  is  to  follow  his  graduation. 

The  resulting  graduate  is  not  a specialist 
or  a generalist.  He  is  an  undifferentiated 
physician  intending  further  education  for  his 
individual  goal.  He  has  completed  another 
portion  of  his  education  and  is  qualified  to 
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begin  the  next  phase  in  which  the  em- 
phasis on  training  will  increase,  but  the  sub- 
ject matter  is  again  open  to  choice. 

The  explosion  of  knowledge,  which  in  our 
time  has  made  the  physician  increasingly  ef- 
fective, has  had  its  influence  in  favor  of 
this  concept  of  the  curriculum.  It  is  axio- 
matic that  the  effectiveness  of  most  physi- 
cians results  from  what  they  have  learned 
since  graduation.  We  may  expect  this  situ- 
ation to  continue.  The  education  of  the 
physician  then  must  be  an  education  for 
medicine  of  the  future.  The  new  gi-aduate 
should  have  a “liberal  education”  in  medi- 
cine so  that  by  further  education,  much  of 
it  by  his  own  initiative,  he  may  apply 
knowledge  not  now  available,  to  the 
benefit  of  the  future  as  well  as  pres- 
ent generations.  This  effort  can  never  be 
completely  satisfactory.  As  a profession 
which  has  always  been  available  to  those 
who  would  learn  the  art,  we  can  only  con- 
tinue to  try. 

— R.  L.  Egan 


“THE  MARCH  OF  DIMES” 

The  National  Foundation-March  of  Dimes 
is  to  be  upon  us  in  January.  The  medical 
profession  has  every  reason  to  be  proud  of 
The  National  Foundation  and  to  give  it  our 
fullest  support.  It  is  an  organization  sup- 
ported, over  the  years,  by  the  people ; not  by 
taxation  but  by  individual  giving.  Nearly  ev- 
ery citizen  has  had  a hand  in  directly  supply- 
ing the  money  by  which  this  institution  has 
accomplished  its  magnificent  results.  Conse- 
quently, The  Foundation  is  responsible  only 
to  the  people  who  have  underwritten  the 
costs  of  its  activities  — the  men,  women,  and 
children  of  our  great  country,  not  to  the  Fed- 
eral Government. 

What  has  The  Foundation  done  since  its 
incorporation  21  years  ago?  It  has  spent 
$70  million  for  medical  scientific  research 
and  polio  prevention ; more  than  $36  million 
for  professional  and  public  education;  and 
over  $315  million  for  polio  patient-aid. 

What  have  been  the  results?  Two  vac- 
cines have  been  developed  to  prevent  polio  — 
the  Salk  and  the  Sabin;  these  have  reduced 


the  incidence  of  polio  from  57,879  in  1952  to 
886  in  1962;  and,  in  Nebraska,  from  2252 
in  1952  to  9 in  1962.  It  has  opened  up  the 
whole  field  of  study  of  viruses  and  trained  a 
large  force  of  devoted  men  and  women  to 
enter  the  investigation  in  this  and  other 
fields  that  came  into  the  vista  of  research 
workers  by  way  of  the  work  on  polio.  No 
doubt  the  vaccine  to  prevent  measles  is  not 
one  of  the  least  of  the  end  products. 

The  areas  into  which  polio  investigation 
pointed  the  way  are  many.  When  study  of 
polio  had  resulted  in  the  production  and  use 
of  the  vaccines.  The  Foundation  entered  into 
other  fields,  notably  those  of  arthritis  and 
congenital  birth  defects.  As  of  June,  1963, 
73  major  grants  totaling  well  over  $4  mil- 
lion in  March-of-Dimes  money  were  at  work 
in  73  university  research  centers  in  23  states 
and  three  foreign  countries.  Included  was 
a grant  of  $29,641  to  Nebraska’s  Agi’icul- 
tural  College  to  support  a study  of  the  ef- 
fects of  virus  infections  during  pregnancy, 
in  swine,  cattle,  and  other  animals. 

To  get  back  to  our  original  thesis,  all  the 
money  for  this  work  came  from  the  people 
as  small,  individual  donations.  These  people 
are  responsible  for  this  work  and  the  end 
results. 

In  contrast,  since  WW  II,  the  Government 
has  progressively  intervened  in  scientific 
research,  chiefly  by  way  of  vast  and  increas- 
ing sums  of  money  to  be  used  as  grants.  As 
Mr.  Basil  O’Connor  said  in  a speech  entitled 
“Science  and  Government:  The  Perilous 
Partnership,”  “This  kind  of  waste  results 
from  the  notion  that  scientific  creativity 
can  be  hurried  by  the  application  of  enough 
additional  money.  One  scientist  has  com- 
pared this  fallacy  to  the  idea  that  if  a woman 
can  produce  a baby  in  nine  months,  nine 
women  should  be  able  to  produces  it  in  one 
month.”  The  amount  of  appropriations  has 
soared  from  $432  million  in  1953-54  to  $1.8 
billion  in  1960-61.  It  has  become  a fiscal 
giant.  This  situation  has  been  accompanied 
by  { 1 ) a steady  decline  in  contributions  from 
private  sources,  and  (2)  constantly  increas- 
ing control  of  scientific  research  by  the  Gov- 
ernment by  way  of  the  National  Science 
Foundation.  The  theory  that  the  Govern- 
( Continued  on  page  43) 
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Comments  From  Your  President 


The  Nebraska  AMPAC  group  was  award- 
ed a plaque  at  the  Portland  sessions  of  the 
AMA,  for  its  outstanding  and  continued 
work.  Congratulations  are  gratefully  of- 
fered to  Dr.  Peyton  Pratt  and  his  committee. 

The  House  of  Delegates  will  meet  in  Feb- 
ruary and  now  is  the  time  to  prepai’e  resolu- 
tions which  will  be  presented  for  their  con- 
sideration. It  is  vital  that  we  strengthen 
and  improve  our  own  organization  to  meet 
the  problems  concerned  with  socio-economic 
problems  now  and  for  the  future. 

It  was  my  privilege  to  be  present  at  the 
hearings  before  the  House  Ways  and  Means 
Committee  when  they  heard  testimony  con- 
cerning the  King-Anderson  Bill  the  week  of 
November  18.  American  Medicine  was  most 
ably  represented  by  our  chief  spokesmen, 
Dr.  E.  R.  Annis  and  President-elect  Dr.  Nor- 
man Welch.  Their  testimony  and  that  of  nu- 
merous state  medical  societies’  representa- 
tives apparently  made  a favorable  impres- 
sion on  all  members  of  the  Committee,  friend 
and  foe  alike.  The  evidence  had  been  so 
carefully  prepared  that  committee  members 
favorable  to  HR  3920  were  unable  to  chal- 
lenge the  data  or  question  the  logic  of  their 
arguments.  The  weight  of  evidence  against 
the  bill  had  been  greatly  fortified  since  the 
last  hearings  in  1961. 

Chairman  Wilbur  Mills  was  able  to  ob- 
tain admission  from  HEW  actuaries  that  the 
cost  of  the  King-Anderson  Bill  would  re- 
quire a tax  rate  twice  as  high  as  they  have 
claimed.  Mr.  Robert  J.  Myers,  the  chief 
actuary  of  HEW,  agreed  that  Congress  would 
be  wise  to  start  the  program  with  a pay  roll 
tax  of  one  per  cent  on  a wage  base  of  $5200, 
rather  than  the  one  half  of  one  per  cent  as 
provided  in  the  bill.  The  health  insurance 
representatives  presented  figures  to  show 
that  a tax  rate  of  one  and  one  half  to  two 
per  cent  on  a wage  base  of  $5200  would  be 


necessary  to  support  the  proposed  program, 
and  might  need  to  be  increased,  depending 
on  increased  hospital  costs  in  the  future. 

The  v/ide-spread  acceptance  and  success  of 
the  Kerr-Mills  bill  is  further  evidence  that 
the  King-Anderson  bill  is  not  needed  for 
adequate  health-care  of  the  aged.  Within 
the  next  seven  months,  40  states  and  terri- 
tories out  of  54  will  have  the  Kerr-Mills  pro- 
gram in  operation.  Nebraska  will  join  the 
other  states  who  have  already  implemented 
the  program  January  1,  1964. 

According  to  Mr.  Frank  M.  Woods,  Direc- 
tor of  the  Nebraska  Welfare  Department,  the 
policies  and  procedures  for  the  Kerr-Mills 
plan  are  similar  to  those  used  for  old-age 
assistance.  The  fee  schedules  for  authorized 
professional  care  are  the  same  as  those  of 
old-age  assistance.  The  law  provides  for 
joint  state-federal  payment  for  hospitaliza- 
tion exceeding  $65  and  other  health  seiwices 
exceeding  $35  for  an  eligible  person  during 
any  six-month  period. 

It  is  necessary  that  we  know  who  will  be 
eligible  to  qualify  for  the  program.  More 
often  than  not,  it  will  be  the  physician  who 
will  be  informing  the  patient  about  his 
eligibility,  namely:  persons  over  65  who  are 
not  receiving  old-age  assistance,  and  whose 
income  does  not  exceed  $1500  for  a single 
person,  or  $2100  for  a couple. 

It  behooves  each  one  of  us  to  become  veiy 
familiar  with  the  Relative  Value  Schedule 
which  has  been  carefully  developed  by  com- 
mittee-effort within  the  Nebraska  State 
Medical  Association 

President  Johnson  has  long  advocated  a 
strong,  all-inclusive  program  for  aged-wel- 
fare assistance,  so  keep  informed  on  new 
bills  which  he  may  have  introduced. 


R.  F.  SIEVERS, 
President. 
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While  in  Washington  to  testify  before  the  House  Ways  and  Means  Committee 
on  the  Administration’s  Medicaie  bill,  Doctor  Rudy'F.  Sievers,  President  of 
the  Nebraska  State  Medical  Association,  conferred  with  Cong^ressman  Ralph 
Reermann,  who  represents  the  First  Congressional  District  in  the  House. 
Doctor  Sievers  expressed  the  opposition  of  the  1400  physician  members  of 
the  Nebraska  State  Medical  Association  to  the  bill. 
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ARTICLES 


Steroid  Hormone  Therapy* 


The  steroid  hormones  constitute 
a large  series  of  chemically  re- 
lated drugs,  characterized  by  a 
structure  which  is  also  shared  by  cholesterol, 
the  bile  salts.  Vitamin  D,  the  digitalis  bodies 
and  many  other  naturally  occurring  com- 
pounds. They  are  derived  from  the  gonads 
and  adrenal  cortex  and  include  the  male 
and  female  sex  hormones  and  the  adrenal 
cortical  hormones.  Because  of  the  small 
amount  of  these  hormones  obtainable  from 
natural  sources,  the  commercially  available 
steroids  are  synthetically  produced  except 
for  some  of  the  female  sex  hormone  prep- 
arations which  are  derived  from  the  urine 
of  pregnant  mares. 

The  original  use  of  the  steroid  hormones 
as  therapeutic  agents  was  as  substitution 
therapy  for  patients  in  whom  the  normal 
production  of  the  hormones  was  deficient. 
However,  this  constitutes  only  a small  field 
for  their  application.  Their  widest  use  is 
based  on  their  pharmacodynamic  action  and 
the  fact  that  there  is  a delicate  balance  be- 
tween the  actions  of  each  endocrine  gland 
and  the  others.  The  latter  action  is  partic- 
ularly striking  in  the  case  of  the  sex  hor- 
mones which  are  intimately  related  and  un- 
der the  control  of  the  pituitary. 

The  present  paper  will  confine  itself  to 
the  use  of  the  adrenal  glucocorticoids,  the 
most  widely  used  of  the  steroid  hormones. 

When  cortisone  first  became  available,  its 
dramatic  effects  in  conditions  previously  not 
amenable  to  therapy  led  to  its  being  applied 
indiscriminately  to  all  disorders  for  which 
no  specific  therapy  had  previously  been 
available.  Claims  were  made  concerning 
the  efficacy  of  this  new  medication  in  a 
variety  of  conditions  which  subsequent  ex- 
perience has  shown  to  have  been  unwarrant- 
ed. 

As  a result  of  the  experience  and  knowl- 
edge gained  during  the  past  decade,  the  in- 
dications as  well  as  the  limitations  of  cort- 
icosteroid therapy  are  now  well  established 
and  these  drugs  need  no  longer  be  used  on 
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a purely  empirical  basis.^  In  view  of  the 
hazards  associated  with  their  use,  they 
should  be  administered  only  where  there  is 
a definite  indication  for  their  use  and  in 
doses  and  for  periods  of  time  dictated  by 
the  nature  and  severity  of  the  disease  under 
treatment.  Patients  receiving  corticoids 
should  be  under  close  observation  for  the 
emergence  of  signs  and  symptoms  of  the 
untoward  effects  which  accompany  their 
use. 

The  glucocorticoids  which  include  corti- 
sone, hydrocortisone  and  their  congeners  are 
used  for  three  general  purposes:  (1)  as 

specific  replacement  therapy  in  patients  de- 
ficient in  adrenal  funtion,  as  in  adrenocort- 
ical insufficiency;  (2)  in  adrenocortical 
hyperplasia  to  suppress  the  abnormal  secre- 
tion of  the  adrenal  responsible  for  the  man- 
ifestation of  the  adrenogenital  syndrome ; 
and  (3)  in  a variety  of  disorders,  for  their 
metabolic,  anti-inflammatory  and  anti-aller- 
gic actions  to  increase  the  capacity  of  the 
organism  to  resist  certain  forms  of  stress 
and  to  modify  its  reaction  to  disease  states. ^ 

The  first  two  of  the  above-mentioned  con- 
ditions represent  what  may  be  considered 
as  a specific  use  of  the  corticosteroids ; the 
third  use  is  based  on  their  pharmacodynamic 
action.  The  corticosteroids  when  used  to 
elicit  the  last-named  effect  are  not  curative 
but  alter  the  body’s  reaction  to  disease  and 
thereby  ameliorate  the  sjanptoms  and  poten- 
tially harmful  effects  of  the  body’s  reaction 
to  the  disease  process.  This  is  the  case  when 
the  corticosteroids  are  used  for  the  collagen- 
vascular  group  of  disorders,  in  sensitization 

•Presented  before  the  Nebraska  State  Medical  Society  at  the 
annual  meeting  in  Omaha,  Nebraska,  May  15,  1963. 
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reactions,  hyperallergenic  responses,  infec- 
tions, and  so  on. 

Thus  in  infections,  in  which  the  gluco- 
corticoids are  often  life-saving,  they  act  to 
inhibit  the  inflammatory  reaction  which 
itself  may  be  lethal ; prevent  vascular  col- 
lapse and  preserve  the  integrity  of  the  blood 
vessels ; modify  the  patient’s  reaction  to 
drugs;  and  prevent  the  exudative  reaction 
which  often  complicates  certain  infections. 

All  the  available  glucocorticoids  admin- 
istered in  sufficiently  large  doses  for  pro- 
longed periods  may  cause  peptic  ulceration, 
decreased  resistance  to  infection,  osteoporosis 
and  pathologic  fractures,  insomnia,  round- 
ing of  the  face,  excitability  ranging  to  out- 
right psychosis,  and  the  exacerbation  of  dia- 
betes. Their  use  is  absolutely  contraindi- 
cated in  herpes  simplex  of  the  eye  and  they 
must  be  used  with  caution  in  the  presence  of 
overt  or  latent  infections,  peptic  ulcer,  osteo- 
porosis, fresh  intestinal  anastomoses,  di- 
verticulitis, thrombophlebitis,  pregnancy,  in 
patients  with  psychotic  tendencies,  etc. 


The  adrenal  steroids  have  been  called  the 
“greatest  contribution  to  medicine  of  the 
twentieth  century.”  Although  this  may  be 
questioned,  their  use  in  many  patients  may 
be  life-saving  and  in  others  alai-ming  symp- 
toms may  be  ameliorated  dramatically. 
Their  introduction  has  added  immensely  to 
our  therapeutic  armamentarium  and  furth- 
ered our  understanding  of  the  human  body 
and  its  reactions  in  disease.  However,  the 
physician  must,  in  every  patient,  weigh  the 
advantages  to  be  derived  from  these  drugs 
against  the  potential  hazard  always  inher- 
ent in  their  use.  They  should  not  be  used 
in  minor  disturbances  amenable  to  less  haz- 
ardous forms  of  therapy  and  used  only  in 
conditions  where  there  is  a rationale  for 
their  administration. ^ He  should  remember 
that  they  are  not  curative  but  serve  only  as 
adjuncts  in  the  overall  management  of  the 
patient. 

Reference 

1.  Grollman,  A.:  Pharmacology  and  Therapeii- 

tics,  5th  edition.  Lea  & Febiger,  Philadelphia,  1962. 


“Many  so-called  or  self-styled  liberals  . . . might  be  wise  to  I'e- 
read  the  history  and  meaning  of  true  libei'alism.  It  might  be  well 
for  them  to  listen  to  the  words  of  a great,  true  American  liberal, 
the  late  Justice  Louis  Brandeis  who  warned:  ‘The  greatest  dangers 
to  liberty  lurk  in  insidious  encroachment  by  men  of  zeal,  well 
meaning,  but  without  understanding’.”  (Fi-om  inaugural  -address. 
Edward  R.  Annis,  President  of  AMA,  June  18,  1963). 
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CERVICOFACIAL 

Actinomycosis  Involving 

a Fractured  Mandible 


Report  of  Case 


Actinomycosis  is  an  infec- 
tious, inflammatory  disease 
which  may  be  either  subacute 
or  chronic.  The  cervicofacial  variety  is  the 
most  common  form  of  this  disease.  In 
more  than  one  half  of  the  cases  seen  the 
cervicofacial  region  is  involved,  rather 
than  the  thoracic  and  gastrointestinal  re- 
gions. 

The  disease  usually  spreads  by  continuity 
into  contiguous  tissues,  although  primary 
cutaneous  lesions  have  been  known  to  meta- 
stasize to  visceral  organs,  including  the 
lungs. 

The  Actinomyces  bovis,  a frequent  inhabi- 
tant of  the  mouth,  is  thought  to  be  the 
etiological  agent  of  this  disease. 

The  characteristic  clinical  picture  of  cer- 
vicofacial actinomycosis  frequently  follows 
the  extraction  of  teeth.  Swelling,  trismus, 
and  nodules  on  the  gingiva  are  the  initial 
findings.  The  gingival  nodules  enlarge 
slowly,  until  eventually  they  break  down  and 
discharge  a yellowish  fluid  which  generally 
contains : sulphur  granules. 

Four  basic  methods  of  treating  actinomy- 
cosis are  employed : surgical,  by  irradia- 

tion, by  vaccines,  and  by  various  drugs.  The 
drugs  include  sulfonamides  and  broad-spec- 
trum antibiotics,  as  well  as  potassium  iodide, 
methylene  blue,  and  copper  sulfate. 

Case  Report 

This  report  concerned  a patient  who 
was  treated  in  this  hospital  from  May 
29,  1961  until  June  15, 1962.  The  patient 
was  a 37-year-old  white  man,  a veter- 
an who  was  a meter-reader  for  a water 
company  in  a southeastern  Nebraska 
community.  Three  days  before  admis- 
sion to  this  hospital,  the  patient  was 
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engaged  in  a fist  fight  as  a result  of 
an  argument  and  suffered  injury  to  his 
jaw.  He  was  referred  to  this  hospital 
by  his  local  physician  for  the  treatment 
of  a fractured  mandible. 

The  patient  stated  he  could  eat  but 
with  some  difficulty.  The  pain  was 
very  slight,  but  he  had  some  swelling 
on  the  right  side  of  his  face.  The  pa- 
tient did  not  wish  to  stay  in  the  hos- 
pital but  consented  to  do  so  because 
the  fracture  was  to  be  reduced  and  im- 
mobilized by  arch  bars  and  wiring  and 
would  have  to  be  done  by  the  dental  sur- 
geons. 

Past  history  and  review  of  systems 
was  not  remarkable. 

Physical  examination  revealed  a blood 
pressure  of  114/82  with  a temperature 
of  100.8°  F (38.2°  C)  orally.  His  pulse 
was  112  and  his  respirations,  20.  The 
physical  examination  was  essentially 
negative  other  than  the  right  side  of 
the  face  and  the  mouth.  There  was 
noted  to  be  a completely  loose  fragment 
of  the  left  mandible  between  the  ramus 
and  the  anterior  body  of  the  right  por- 
tion of  the  mandible.  Also  there  was 
noted  an  open  wound  in  the  mucous 
membrane  at  the  site  of  the  fracture  in 
the  right  anterior  body  and  a loose  man- 
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dibular  right  cuspid  tooth.  The  remain- 
ing teeth  were  involved  with  pocket 
formations  and  suppuration  due  to  a 
far  advanced  periodontal  disease  and  a 
marked  destruction  of  the  alveolar  bone. 
The  deposits  of  calculus  were  very 
heavy.  Abrasions  of  the  skin,  edema 
and  ecchymosis  also  were  noted  over 
the  entire  face.  Thei’e  were  no  other 
pertinent  findings  in  relationship  to 
the  physical  examination. 

Radiographic  and  clinical  examina- 
tions on  admission  to  the  hospital, 
May  29,  1961,  revealed  a complete 
fracture  through  the  anterior  body  of 
the  right  mandible  with  a moderate 
amount  of  diastasis.  The  fracture  ex- 
tended through  the  alveolus  of  the  an- 
terior right  mandibular  cuspid  which 
was  loosened.  There  was  also  a frac- 
ture through  the  mid  ascending  por- 
tion of  the  ramus  of  the  left  mandible 
with  slight  overriding  and  some  lateral 
angulation.  The  remainder  of  the 
mandible  was  not  remarkable. 

Laboratory  examinations  on  admis- 
sion: Leukocytes,  11,000  with  a dif- 
ferential count  of  73  neutrophiles,  and 
27  lymphocytes.  Hematocrit,  47 ; 
hemoglobin,  14.6  gm/100  ml;  sedimen- 
tation rate,  7 ; and  the  urine  was  en- 
tirely nonnal. 

Diagnosis:  Fractures  of  the  anterior 
body  of  the  right  mandible,  and  the 
ascending  ramus  of  the  left  mandible. 

Course  in  the  Hospital 

On  June  1,  1961,  the  patient  was  seen 
in  the  Dental  Clinic.  After  preoperative 
medication  consisting  of  50  milligrams 
promethazine  (Phenergan),  50  milligrams 
meperidine  (Demeral)  and  0.4  milligrams  of 
scopolomine,  he  was  prepared  and  draped. 
Anesthesia  was  obtained  with  a bilateral 
mandilubar  nerve  block  and  maxillary  infil- 
tration using  two  per  cent  lidocaine  (Xylo- 
caine)  with  adrenalin  1/100,000.  The  right 
mandilul)ar  cuspid  was  then  removed.  The 
reduction  and  fixation  were  then  accom- 
plished by  the  use  of  arch  bars  and  inter- 
maxillary wires.  This  fixation  stabilized  the 
fragments  and  a satisfactoiy  occlusion  was 


obtained.  Postoperative  radiographic  evalu- 
ation on  June  2,  1961,  revealed  the  frag- 
ments to  be  in  satisfactory  alignment  (figure 
1). 


Figure  1 


The  patient  received  250  milligrams  of 
erythromycin  (Ilotycin)  every  four  hours 
from  the  time  of  admission  on  May  25,  1961 
until  June  4,  1961.  After  his  temperature 
became  normal,  the  antibiotic  therapy  was 
discontinued  and  the  patient  had  an  unevent- 
ful postoperative  course.  He  was  main- 
tained on  a liquid  high  protein  diet  and 
then  discharged  from  the  hospital  on  June 
26,  1961.  He  was  then  followed  on  an  out- 
patient basis  by  the  Dental  Service.  The 
patient  returned  to  the  Dental  Clinic  on 
July  30,  1961,  and  it  was  noted  that  mo- 
bility of  the  anterior  fracture  site  was  pres- 
ent at  that  time,  denoting  a fibrous  union. 
The  patient  was  readmitted  to  the  hospital 
at  that  time  and  under  a local  anesthetic, 
following  routine  preparation,  a small  intra- 
oral incision  was  made  exposing  the  line 
of  fracture  in  the  right  mandibular  cuspid 
area.  A small  curet  was  emploj^ed  to  re- 
move all  of  the  fibrous  tissue  that  had  de- 
veloped in  the  line  of  fracture.  The  soft 
tissues  were  the  approximated  and  sutured 
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with  000  silk.  Interdental  elastics  were  then 
utilized  to  immobilize  the  mandible.  The 
patient  was  discharged  August  10,  1961,  aft- 
er having  an  uneventful  course  in  the  hos- 
pital. 

The  patient  returned  as  directed  August 
17,  1961,  with  a firm  swelling  under  his 
chin.  Two  cubic  centimeters  of  purulent 
material  was  aspirated  from  this  area  which 
was  clinically  suggestive  of  actinomycosis. 
A culture  and  sensitivity  of  the  exudate  was 
requested. 

The  patient  was  again  seen  on  August  22, 
1961,  and  upon  examination  in  addition  to 
the  swelling,  a draining  fistula  was  noted. 
The  patient  was  readmitted  to  the  hospital 
and  placed  on  penicillin  therapy,  800,000 
units  aqueous  procaine  every  twelve  hours 
and  continued  until  September  8,  1961.  In 
the  interim  the  culture  and  sensitivity  re- 
port was  returned  from  the  laboratory  indi- 
cating the  infecting  agent  to  be  Actinomyces 
bovis.  The  patient  was  discharged  on  Sep- 
tember 8,  1961  with  benzataine  penicillin 
G (Bicillin)  tablets,  200,000  units  each,  to 
be  taken  four  times  a day.  He  returned  at 
weekly  intervals  for  oral  irrigations,  and 
on  September  15,  1961,  he  was  placed  on 
potassium  iodide,  saturated  solution,  ten 
drops  three  times  a day,  to  supplement  his 
Bicillin. 

On  October  6,  1961  the  penicillin  therapy 
was  discontinued,  however,  still  maintaining 
the  potassium  iodide  therapy  although 
clinically  the  wound  appeared  to  be  healed 
normally. 

On  examination  of  the  patient  October  13, 
1961,  a delayed  union  was  found  to  be  pres- 
ent. Clinically,  there  appeared  to  be  some 
stability  of  the  fracture  site  and  it  was 
deemed  advisable  at  that  time  to  remove 
the  fracture  appliances  and  follow  with  oral 
irrigations.  He  returned  October  17,  1961, 
for  further  follow-up  mouth  care,  and  De- 
cember 15,  1961  the  patient  was  progressing 
satisfactorily,  and,  clinically,  the  fracture 
appeared  to  be  improved.  Radiographic 
studies  revealed  an  incomplete  union  of  the 
bone  fragments;  however,  there  was  some 
bony  union  present  appearing  in  the  frac- 
ture site,  and  the  alignment  of  the  frag- 


ments was  good  (fig.  2).  The  patient  was 
continued  on  potassium-iodide-  therapy  and 
on  January  15,  1962,  returned  as  directed 


Figure  2 


for  a further  follow-up  examination.  His 
potassium-iodide  therapy  was  discontinued 
at  that  time.  Radiographs  on  March  14, 
1962,  revealed  good  healing  of  the  fractured 
ascending  ramus  and  left  mandible;  how- 
ever, there  was  an  increased  amount  of  cal- 
lous noted  at  the  fracture  site  of  the  an- 
terior body  of  the  right  mandible.  The 
alignment  was  still  satisfactory.  On  May 
11,  1962,  radiographs  of  the  mandible  re- 
vealed what  appeared  to  be  a satisfactoiy 
healing  of  the  previously  described  frac- 
tures and  there  was  no  demonstrable  bony 
discrepancy  seen  at  that  time. 

On  June  15,  1962,  it  was  noted  that  the 
patient  had  a good  solid  union  of  his  frac- 
tured mandible,  both  radiographically  and 
clinically  (fig.  3).  He  was  discharged  from 
the  hospital  having  received  maximum  hos- 
pital benefits.  The  patient  had  been  cooper- 
ative and  satisfactory  results  of  his  com- 
pound mandibular  fractures  with  complica- 
tions of  actinomycosis  was  noted  to  be  at- 
tained at  that  time  (fig.  4). 
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Diagnoses 

1.  Compound  fracture,  right  anterior 
mandibular  body  associated  with 
simple  fracture  of  the  left  ramus  of 
the  mandible. 

2.  Actinomycosis,  right  mandibular 
body,  secondary  to  diagnosis  No.  1. 

Discussion 

In  the  described  case  report  it  is  noted 
that  actinomycosis  appears  in  two  strains, 
Actinomyces  hovis,  and  Nocardia,  Actino- 
myces hovis  being  the  more  common.  The 
patient’s  occupation  did  not  expose  him  to 
this  microorganism.  The  above  named  pa- 
tient was  a resident  of  a southeastern  Nebras- 
ka city.  Penicillin  is  the  drug  of  choice  in  the 
treatment  of  actinomycosis  as  stated  by 
many  clinicians.  The  fistulous-tract-re- 
sponse  to  penicillin  was  very  negligible  so 
potassium  iodide  was  also  prescribed.  Po- 
tassium iodide  has  been  the  treatment  of 
choice  before  the  era  of  antibiotics.  One 
week  after  the  potassium  iodide  therapy  had 
been  instituted  the  penicillin  was  discontinued 
and  the  potassium  iodide  continued  for  a 
period  of  an  additional  four  months.  There 
was  no  recurrence  of  the  infection  and  the 
healing  progressed  satisfactorily.  However, 
after  the  potassium  iodide  therapy  was  in- 
stituted there  was  a substantial  increase  in 
the  process  of  healing.  Whether  this  is  coin- 
cidental cannot  be  determined  by  this  one 
case ; however,  it  is  considered  by  us  at 
this  time,  that  potassium  iodide  does  have  a 
place  in  the  treatment  of  actinomycosis. 
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Eisenmenger’s  Complex:  A pattern  of  congenital  cardiac  lesions 
consisting  of  an  interventricular  septal  defect,  dextroposition  of  the 
aorta,  and  right  ventricular  hypertrophy. 
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DIAGNOSIS  and  DIFFERENTIAL 
DIAGNOSIS  of 

Regional  Ententis:^: 


Regional  enteritis,  a disease 
process  that  primarily  affects 
the  small  intestine,  was  first 
clearly  described  by  Dr.  B.  B.  Crohn  and  as- 
sociates, in  1932.  The  disease,  at  that  time, 
was  described  as  a nonspecific  granulo- 
matous inflammatory  process  of  undeter- 
mined etiology.  It  is  characterized  by  an 
acute,  subacute,  and  chronic  phase  of  a ne- 
crotizing, ulcerating,  and  cicatrizing  patho- 
logical entity  that  often  involves  the  term- 
inal ileum.  It  was  given  the  name  regional 
ileitis.  The  medical  world  promptly  ac- 
cepted it  as  a rare  clinical  phenomenon  and 
often  referred  to  it  as  terminal  ileitis.  The 
first  fourteen  cases  reported  were  all  re- 
stricted anatomically  to  the  terminal  eight 
to  ten  inches  of  ileum.  During  the  past 
thirty  years  extensive  studies  have  been 
carried  out  that  have  led  to  a vast  accumu- 
lation of  literature  on  this  subject.  Consid- 
erable knowledge  has  been  gained  and 
added  to  the  original  concept  of  terminal 
ileitis.  The  anatomic  and  pathologic  states 
have  been  extended  to  include  a more  diffuse 
enteritis  and  now  may  include  the  duodenum 
and  the  stomach  (rare).  In  1935,  Brown, 
Bargen  and  Weber,  noting  the  more  wide- 
spread distribution  of  this  process  suggest- 
ed the  term  regional  enteritis. 

I have  been  intrigued  and  perplexed  by 
the  many  ramifications  of  this  clinical  path- 
ological condition.  To  briefly  innumerate 
a few : 

1.  It  may  exist  as  an  acute  process,  or 
a subacute  or  chronic  condition. 

2.  The  disease  may  be  restricted  to  just 
one  small  area  of  the  intestine  or  it 
may  involve  a large  segment  along 
with  numerous  skipped  areas. 

3.  The  symptoms  may  be  acute  in  onset, 
subside  temporarily  following  treat- 
ment, only  to  recur  and  smolder  for 
years.  This  course  is  common  and 
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occurs  in  spite  of  adequate  medical 
management  or  even  radical  surgical 
endeavors  at  an  early  date. 

4.  The  onset  of  the  disease  may  be  in- 
sidious and  afford  only  mild  bouts  of 
diarrhea,  along  with  weight  loss  and 
anemia  of  variable  degree  with  pro- 
gressive intestinal  obstruction,  fis- 
tula fonnation,  extreme  debility,  and 
death. 

5.  Although  regional  enteritis  is  thought 
of  as  a disease  of  the  small  intestine, 
we  must  realize  that  the  same 
granulomatous  (pathologically  prov- 
en) process  may  involve  the  cecum 
and,  rarely,  the  more  distal  portions 
of  the  colon.  Such  involvement 
coined  the  term  idio-colitis  as  de- 
scribed by  Erb  and  Farmer,  and  later 
by  Colp. 

Diagnosis  of  Regional  Enteritis 

The  diagnosis  is  primarily  clinical,  and 
the  findings  are  contingent  upon  the  phase 
of  disease  as  well  as  the  extent  of  involve- 
ment when  the  patient  (in  the  younger  age 
group)  presents  himself  for  examination. 
The  examining  physician,  who  is  familiar 
with  what  may  be  referred  to  as  the  cardinal 
facts,  features,  and  findings  in  regional  en- 
teritis, should  arrive  at  the  diagnosis  quite 
easily. 

Diagnostic  measures  employed: 

1.  History:  When  properly  taken,  the 
histoiy  features  a diarrhea  of  va- 
riable severity  and  duration  in  90 
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per  cent  of  the  cases.  This,  com- 
bined with  a relatively  long  history 
of  pain,  fever,  malaise,  anemia, 
and  possible  weight  loss  (may  or 
may  not  be  present)  should  direct 
attention  toward  the  clinical  diag- 
nosis of  regional  enteritis. 

2.  Physical : Physical  examination 

reveals  positive  findings  of  tender- 
derness  in  the  right  lower  quadrant 
and,  in  a relatively  large  number 
of  instances,  a palpable  mass  is 
noted.  There  is  evidence  of  weight 
loss  and  pallor  of  variable  degi’ee. 
The  detection  of  external,  internal, 
or  perirectal  fistulae  may  fre- 
quently be  encountered  — pathogo- 
monic  manifestations  of  this  entity. 

3.  Laboratory : Laboratory  studies 
usually  reveal  a moderate  to  low 
leukocytosis,  negative  urinalysis 
and  stool  studies  that  are  negative 
for  pai-asitic  disease,  along  with 
X-ray  findings  characterized  by  the 
“string  sign”  of  Kantor,  and  a 
negative  proctologic  examination, 
almost  invariably  confirms  the  pre- 
liminary diagnosis.  ^Microscopic 
studies  usually  further  substantiate 
the  diagnosis  of  regional  enteritis. 
Cases  complicated  by  intestinal  ob- 
struction, urological  disorders,  or 
other  complicating  factors,  will,  of 
course,  alter  the  symptomatologj', 
physical  features,  and  laboratory 
data  accordingly.  (This  must  be 
borne  in  mind). 

Differential  Diagnosis 

Appendicitis : This  presents  the  most 
frequent  clinical  diagnostic  problem  en- 
countered. The  erroneous  diagnosis  of 
appendicitis  is  conceivable  when  one 
considers : 

1.  The  high  incidence  of  appendicitis, 
its  various  foiTns,  acute,  acute  re- 
current, and  so  forth. 

2.  Anatomical  location  of  the  patho- 
logic changes  in  either  disease. 

3.  Similar  clinical  manifestations  of 


pain,  usually  in  the  right  lower 
quadrant,  accompanied  by  anor- 
exia, low  gi'ade  fever  and,  often, 
localized  tenderness  known  to  exist 
in  both  diseases. 

4.  The  rare  possibility  of  co-existence 
of  both  disease  process. 

The  Principle  Points  of  Difference; 

1.  The  more  protracted  course  of  dis- 
ease favors  regional  enteritis. 

2.  Presence  of  diarrhea  (90  per  cent) 
features  regional  enteritis,  whereas 
constipation  generally  accompanies 
appendicitis. 

3.  Pain,  usually  more  intense  and  of 
shorter  duration  in  appendicitis. 

4.  Anemia,  if  present,  leans  towards 
regional  enteritis. 

5.  A palpable  mass  and  possible  fis- 
tula-formation occur  and  aid  in  the 
diagnosis  of  regional  enteritis  and 
are  not  present  in  uncomplicated 
appendicitis. 

Abscess  formation  occurring  actually  in 
either  disease  is  extremely  difficult  to  differ- 
entiate at  the  time  of  operation,  let  alone 
clinically. 

Other  Diseases  That  Offer  Differential 
Problems 

Intestinal  lymphosarcoma : This  may 
require  early  microscopic  studies,  be- 
cause its  clinical  manifestations,  and 
X-ray  findings  very  closely  simulate 
those  of  regional  enteritis.  Intestinal 
lymphosarcoma  runs  a rapidly  fatal 
course  in  contrast  to  the  more  mild  and 
low  grade  continuous  course  of  regional 
enteritis. 

Primary  tuberculous  granuloma  of 
the  intestinal  tract  can  occur  and  offer 
a difficult  diagnostic  challenge,  but  is 
extremely  rare.  It  necessitates  exclu- 
sion of  tuberculous  gi-anuloma,  occur- 
ring secondary  to  primary  foci  in  the 
pulmonary  system.  Positive  chest 
X-ray  findings,  positive  sputums,  and 
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skin  tests  will  readily  eliminate  regional 
enteritis. 

Certain  varieties  of  carcinoid  tumors 
invading  the  mucosa  of  the  terminal 
ileum  present  the  same  clinical  picture 
as  regional  enteritis,  string  sign  and 
all.  The  gross  specimens  appear  iden- 
tical and  only  careful  histological 
studies  reveal  the  basic  difference. 

Ulcerative  colitis  may  enter  the  pic- 
ture, but  is  eliminated  by  careful  proc- 
toscopic examination  and  adequate 
X-ray  studies. 

Actinomycosis  can  be  differentiated 
by  detection  of  the  sulfur  granules  or 
ray  fungus  in  the  discharge  from  the 
usual  fistula  encountered  in  this  dis- 
ease. 

One  must  recognize  possible  abnormal 
findings  brought  about  by  complications  of 
regional  enteritis.  We  must  be  aware  of 
changes  in  organs  unrelated  to,  but  brought 


about  by,  complications  of  regional  enter- 
itis. Encroachment  upon  a ureter  by  the 
granulation-process  may  account  for  partial 
occlusion  of  the  ureter  in  such  a manner  as 
to  lead  one  to  a primary  urological  diag- 
nosis when  the  underlying  cause  is  in 
reality  a complicated  case  of  regional  enter- 
itis. 
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The  influenza  virus  apparently  spreads  from  person  to  person 
via  the  air.  Although  man  can  be  experimentally  infected  by 
exposing  his  upper  or  lower  respiratory  tract  to  large  or  small, 
wet  or  dry,  virus  containing  particles,  it  is  not  known  precisely 
how  man  is  usually  infected,  in  which  part  of  his  i-espiratory  tree 
infection  first  occurs,  or  the  state  of  the  virus  when  it  initiates 
infection  . . . (From  Modern  Concepts  of  Cardiovascular  Disease, 
August,  1963). 
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The  ROLE  of 

Cecostomy  in  Colon  Surgery"^ 


Because  cecostomies  can  be  of 
great  value  when  properly  con- 
ceived and  executed,  I am 
pleased  to  speak  concerning  their  place  in 
surgery.  It  is  my  purpose  to  present  indi- 
cations and  limitations  of  the  procedure 
and,  finally,  the  technique  we  employ. 

The  first  indication  is  in  obstructions  of 
the  colon.  These  obstructions  are  general- 
ly secondary  to  carcinoma  and,  less  frequent- 
ly, diverticulitis.  It  should  be  stressed  that 
colon  obstructions  tend  to  be  of  the  closed 
loop  type  due  to  the  ileocecal  valve.  In  this 
group  one  should  not  depend  on  nasointest- 
inal  suction  to  relieve  the  emergency  prob- 
lem. Progressive  bowel  dilatation  can  pro- 
ceed to  cecal  perforation  and  catastrophe. 
It  is  essential  in  obstructions  of  the  colon 
to  secure  early  X-ray  evidence.  It  reveals 
the  degree  of  distention,  the  apparent  fecal 
residue,  and  whether  or  not  an  ileal  leak  is 
present. 

It  is  that  group  of  patients  with  consid- 
erable distention  that  become  emergency 
problems.  The  type  of  surgical  procedure 
utilized  will  depend  on  the  location  of  the 
obstruction  and  the  apparent  type  of  fecal 
residue  shown  by  the  X rays.  Accordingly, 
one  may  use  a tube  cecostomy,  a transverse 
colostomy  or  a sigmoid  colostomy. 

The  first  requirement  to  be  met,  regard- 
less of  which  operation  is  used,  is  that  one 
must  be  proximal  to  the  area  of  obstruction. 
If  one  notes  a large  amount  of  hard,  inspis- 
sated stool,  it  is  best  to  avoid  cecostomy. 
Those  colons  which  show  primarily  liquid  or 
soft  stool  or  massive  gaseous  distention  re- 
spond well  to  large-tube  cecostomy. 

The  apparent  etiology'  of  the  obstruction 
need  be  made  at  the  time  of  surgery  to  avoid 
a potentially  serious  technical  error.  This 
is  demonstrated  by  a sigmoid  volvulus.  In 
this  situation  either  a cecostomy  or  trans- 
verse colostomy  would  be  a totally  inadequate 
approach  to  the  problem. 

The  basic  advantage  of  either  a trans- 
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verse  colostomy  or  sigmoid  colostomy  in 
comparison  to  tube  cecostomy  is  that  one 
obtains  complete  fecal  diversion.  If  the 
colon  is  filled  with  large  lumps  of  stool  at 
the  emergency  procedure,  this  type  of  opera- 
tion is  preferable.  In  general,  it  may  add 
a third  operation,  that  is  colostomy  closure, 
to  complete  the  case.  In  addition  to  the  dis- 
advantage of  an  “extra”  operation,  these 
procedures  may  compromise  the  scope  of  an 
en  bloc  dissection  at  the  time  of  the  defini- 
tive operation  for  cancer. 

In  the  group  with  obstruction  that  lend 
themselves  to  large-tube  cecostomies,  one 
obtains  rather  immediate  relief  of  disten- 
tion. Every  bowel  preparation  for  definitive 
surgery  can  be  carried  out.  This  entails  irri- 
gations and  antibiotic  instillations  into  the 
bowel.  Ordinarily  the  definitive  and  final 
operation  can  be  done  in  seven  to  eight  days. 
The  tube,  of  course,  is  left  in  place  undis- 
turbed to  facilitate  anastomotic  healing. 

The  second  indication  for  a tube  cecostomy 
is  as  a complementary  procedure  done  at  the 
time  of  a primary  colonic  resection  with 
anastomosis.  Colonic  anastomoses  are  not  as 
secure  as  are  the  gastric  or  small  bowel 
types.  By  the  presence  of  the  proximal  cecal 
tube  there  is  a minimum  of  distention  and  a 
reduction  of  fecal  volume.  This  increases 
the  probabilities  of  a safe  and  secure  anasto- 
motic healing. 

The  complementary  cecostomy  also  re- 
moves the  need  for  prolonged  nasogastric 
intubation.  In  almost  every  case  the  naso- 
gastric tube  can  be  removed  within  24 
hours.  This  promotes  the  patient’s  com- 
fort and  reduces  postoperative  respiratoiy 
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problems.  The  patient  can  be  started  on 
oral  fluids  very  early.  The  problems  of 
fluid  and  electrolyte  imbalance  are  reduced. 
In  the  older  age  groups  these  differences  de- 
termine the  over  all  outcome  of  the  entire 
case. 

The  technique  which  we  employ  demands 
that  the  following  points  be  met : First,  the 
tube  must  be  large.  We  usually  use  a No. 
40  mushroom  catheter.  Smaller  tubes  do  not 
fulfill  the  demands  of  adequate  decompres- 
sion and  subsequent  bowel  preparation. 
Secondly,  a serosal  lining  should  be  created 
about  the  tube.  If  this  is  not  obtained,  a 
persistent  fecal  fistula  may  result  after  the 
tube  is  withdrawn.  Thirdly,  the  cecum 
must  be  sutured  to  the  parietal  peritoneum 
about  the  tube.  This  makes  the  tube-remov- 
al much  less  apt  to  terminate  in  peritonitis  or 
abscess  foimiation. 

As  a primary  procedure  we  open  the  ab- 
domen through  a transverse  incision.  The 
exposure  obtained  is  always  sufficient  to 
secure  a basic  idea  as  to  the  cause  of  the  ob- 
struction. The  No.  40  mushroom  catheter 
is  inserted  through  a lateral,  separate  stab 
wound.  If  the  tube  is  permitted  to  leave 
through  the  incision,  one  almost  invariably 
has  a slow  closure  of  the  cecostomy  wound 
with  prolonged  fecal  drainage  and  wound  in- 
fection. 

The  tube  is  inserted  into  the  cecum  only 
after  the  operative  field  is  walled  off  with 
packs.  If  distention  is  too  severe  to  apply 
a soft  bladed  clamp,  gas  is  aspirated  via  a 
No.  13  needle  until  this  can  be  done.  One 
pursestring  suture  of  intestinal  chromic  is 
securely  tied  about  the  tube.  Plication  of 


the  cecum  to  obtain  a completely  serosa- 
lined  tube  is  next  done.  The  cecal  wall 
about  the  tube  is  then  transfixed  to  the 
parietal  peritoneum.  The  mushroom  por- 
tion of  the  tube  thus  comes  to  be  immedi- 
ately beneath  the  peritoneal  surface. 

The  tube  is  connected  to  a bedside  bottle. 
Beginning  the  first  postoperative  day,  one 
ounce  of  water  is  instilled  through  the  tube 
two  or  three  times  daily.  This  insures  its 
remaining  functional.  After  three  or  four 
days,  back  and  forth  irrigations  of  the  tube, 
using  an  Asepto  can  expedite  colonic  cleans- 
ing. Several  ounces  of  water  can  be  left 
with  the  tube  clamped  and  act  as  an  enema 
from  above  after  the  patient  has  begun  to 
pass  gas. 

We  do  not  pull  the  tube  from  the  cecum 
until  after  the  patient  has  had  good  bowel 
action  and  after  a minimum  of  eight  days 
of  tube  implantation. 

Considerable  care  to  protect  against  pre- 
mature tube-removal  is  warranted.  The 
previously  outlined  advantages  are  lost;  and 
if  it  is  inadvertently  pulled  the  first  day  or 
two,  serious  peritonitis  can  follow.  We  have 
had  one  fatality  from  the  procedure  in  over 
100  consecutive  cases.  This  was  a man  with 
a senile  psychosis.  He  pulled  his  own  cecos- 
tomy tube  on  the  second  postoperative  day 
and  ultimately  died  of  peritonitis  and  lower 
nephron  nephrosis. 

The  cecostomy  is  a necessary  procedure 
to  know.  If  care  in  case  selection  and  oper- 
ative construction  are  maintained,  it  can  be 
a most  useful  tool  in  any  surgeon’s  armamen- 
tarium. 


“Our  profession,  medicine,  is  — and  always  has  been  — a pro- 
fession of  individualists,  and  I hope  that  it  will  always  remain  so 
because  medicine  is  both  a science  and  an  art.”  (From  inaugural 
address  by  Dr.  Edward  R.  Annis,  President  of  AMA,  June  18,  1963). 
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Urologic  Problems 


in 

GENERAL  PRACTICE 

A patient  of  any  age  may  suf- 
fer from  any  disease  of  the 
genitourinary  system  with  the 
exception  of  those  peculiar  to  sex.  However, 
some  diseases  are  more  common  in  certain 
age  groups  and  the  problems  associated 
with  some  of  these  will  be  discussed  briefly. 

BIRTH  TO  TEN  YEARS 
Congenital  Anomalies 

Stenosis  of  the  meatus  is  very  common  in 
the  newborn.  The  impoidant  thing  when 
doing  a meatotomy  is  to  pass  a catheter 
into  the  bladder  to  rule  out  a urethral  stric- 
ture; and  a cystogram  should  be  made  at 
the  same  time.  When  a meatal  stenosis 
is  associated  with  urethral  strictures,  a cys- 
togram will  often  show  reflux  of  the  ureters. 

Cnjptorchism  — IM  o s t undescended  tes- 
ticles are  operated  upon  sometime  before 
puberty.  Some  will  descend  spontaneously 
before  that  time,  if  they  are  palpable  at 
birth  but  are  not  in  the  scrotum.  It  is  best 
to  oi)erate  on  cases  that  are  associated  with 
a hernia.  Bilateral  undescended  testicles 
may  be  treated  with  gonadotropins  at  about 
the  age  of  eight,  and  if  no  results  are  ob- 
tained, orchiopexy  may  be  done  two  years 
later  after  another  treatment  with  gona- 
dotropin. An  intra-abdominal  testis  should 
be  removed  sometime  after  puberty  because, 
if  malignancy  should  occur,  it  could  not  be 
detected  early. 

niadder  neck  ohstniction  — This  is  a com- 
mon cause  of  acute  and  chronic  cystitis  and 
pyelitis  in  children.  It  is  more  common  in 
the  female.  A cystogram  will  often  show  re- 
flux, and  a voiding  cystogram  will  also 
show  reflux  and,  possibly,  a bilateral  hydro- 
nephrosis. Operative  procedures  are  neces- 
sary to  correct  this  condition. 

Hypospadias  — If  the  meatus  is  near  the 
normal  location,  nothing  need  be  done.  If 
the  hypospadias  is  penile,  scrotal,  or  per- 
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ineal,  correction  is  usually  made  after  the 
patient  has  urinary  control.  As  associated 
chordee  should  be  corrected  at  an  early  age 
(three  to  four  years)  to  give  the  corpora  a 
chance  to  develop. 

Hydrocele  (Hernia) 

Most  small  hydroceles  will  disappear  spon- 
taneously or  after  a single  aspiration.  How- 
ever, if  a hydrocele  is  tense,  and  does  not 
recede  within  a month,  operation  should  be 
done  in  order  to  prevent  an  atrophy  of  the 
testicle.  If  it  associated  with  a hernia, 
it  is  well  to  consider  surgical  operation. 

Enuresis 

Enuresis  may  be  defined  as  bedwetting 
after  the  child  is  old  enough  to  have  devel- 
oped urinary  control.  The  dozens  of  so- 
called  “cures”  will  not  be  discussed,  but  two 
points  will  be  made: 

1.  Rule  out  pathologic  conditions. 
There  might  be  an  ectopic  ureter. 
In  this  condition  there  is  a constant 
dribbling  of  urine  day  and  night 
with  periods  of  normal  urination. 

2.  When  children  are  old  enough  to  re- 
call dreams,  the  mothers  should  re- 
ward them'  ever  y morning  when 
they  can  recall  dreams  had  during 
the  night.  IMany  cases  have  been 
cured  when  the  children  would  re- 
call that  they  had  di’eamed  they 
were  urinating  during  sleep. 

It  is  my  opinion  that  in  most  cases  the 
children  dream  they  are  urinating,  and  ac- 
tually are  urinating  in  bed.  These  children 
can  then  be  trained  to  awaken  when  they 
dream  they  are  urinating. 
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TEN  YEARS  TO  TWENTY  YEARS 
Infections,  Including  Venereal  Disease 

This  is  an  age  when  veneral  disease  is 
rather  common.  Further  comments  on  in- 
fections will  be  made  later. 

Torsion  of  the  Cord  or  Testicle 
(Hydatid  of  Morgagni) 

Sudden  pain  in  the  scrotum,  especially 
after  exercise  such  as  playing  football,  may 
be  caused  by  a torsion  of  the  cord.  If  a 
diagnosis  is  not  made  within  two  or  three 
hours,  the  testicle  may  become  gangrenous 
and  require  removal.  A diagnosis  is  very 
difficult  at  times.  With  an  epididymitis, 
the  pain  usually  becomes  less  if  the  scrotum 
is  elevated,  but  with  a torsion  of  the  cord 
the  pain  remains  the  same.  The  swelling  is 
usually  not  as  acute  as  in  an  epididymitis, 
and  the  leucocyte  count  may  be  elevated.  A 
torsion  of  the  cord  on  the  right  side  is  often 
mistaken  for  appendicitis.  Recently,  an 
eight-day-old  baby  was  operated  for  torsion 
of  the  cord  at  which  time  it  was  necessary 
to  remove  a gangrenous  testicle.  There  is  a 
small  appendix  on  the  testicle  that  is  called 
the  hydatid  of  Morgagni,  and  torsion  may 
occur.  The  scrotum  does  not  swell  as  much 
as  in  torsion  of  the  cord,  but  there  is  a ten- 
der spot  on  the  upper  pole  of  the  testicle. 
Operation  reveals  this  gangrenous  small 
pedicle,  and  the  operation  consists  of  cutting 
it  off.  If  a testis  is  removed,  the  remaining 
testicle  should  be  anchored. 

Trauma  to  the  Genitourinary  System 

This  is  an  age  in  which  injury  to  the  geni- 
tourinary system  is  quite  common  due  to 
automobile  accidents  and  to  athletic  injuries. 
Whenever  there  is  blood  in  the  urine  after 
an  accident,  intravenous  pyelograms  should 
be  made  immediately.  They  will  show 
whether  the  patient  has  two  kidneys,  and 
indicate  if  they  are  functioning.  They  may 
show  the  absence  of  a psoas  muscle  shadow 
on  the  affected  side,  and  they  will  give  a 
good  lead  if  there  is  any  injury  to  the  kid- 
neys, whether  it  is  intracapsular  or  extra- 
capsular.  If  there  is  any  question  about  the 
interpretation  of  the  excretory  pyelograms, 
cystoscopy  should  be  done.  A fracture  of 
the  pelvis  is  often  associated  with  a rupture 


of  the  bladder  or  the  urethra,  and  a catheter 
should  be  inserted  into  the  bladder  to  be 
sure  that  the  urethra  is  not  ruptured.  A 
cystogram  will  show  whether  or  not  the 
bladder  is  intact. 

TWENTY  YEARS  TO  FORTY  YEARS 
Sterility  Problems 

At  this  age,  sterility-problems  are  quite 
common.  These  cases  are  usually  hopeless 
if  no  sperms  exist,  but  if  sperms  are  pres- 
ent, a testicular  biopsy  may  be  done.  There 
are  various  medications  that  may  be  used. 
It  might  be  well  to  do  a basal  metabolism 
test,  and  if  the  patient  is  hypothyroid,  thy- 
roid may  be  indicated. 

Infections  (Pregnancy) 

A later  statement  will  be  made  regarding 
infections,  but  in  this  age  group  we  often 
have  to  deal  with  pyelitis  of  pregnancy.  The 
fetus  may  cause  an  obstruction  of  the 
ureters.  Many  of  these  patients  will  give  a 
history  of  having  had  “kidney  trouble”  in 
childhood. 

Urethral  Strictures  (Male  and  Female) 

There  is  an  old  saying  that  “once  a stric- 
ture, always  a stricture.”  Strictures  in  the 
male  require  periodic  dilatations.  Females 
also  suffer  various  symptoms  due  to  a ste- 
nosis or  a stricture  of  the  urethra,  and  pe- 
riodic dilatations  give  relief. 

Testicular  Tumors 

At  this  age  tumors  are  most  common.  The 
patient  may  discover  the  enlarged  testicle 
accidently.  There  is  no  particular  pain  as- 
sociated with  the  tumor,  but  the  patient 
may  complain  of  a heaviness  of  the  testicle. 

Epididymitis 

In  recent  years  the  incidence  of  non- 
specific epididymitis  has  been  on  the  in- 
crease. Epididymitis  usually  responds  to 
palliative  treatment,  antibiotics,  and  sup- 
port. If  recurrences  are  frequent,  it  is  well 
to  consider  surgical  intervention. 
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FORTY  YEARS  TO  SIXTY  YEARS 
Bladder  and  Renal  Tumors 

Every  case  of  hematuria  should  have  a 
complete  urological  examination.  Hema- 
turia, associated  with  frequency,  pain,  and 
dysuria,  is  usually  due  to  cystitis.  Hema- 
turia is  often  a late  symptom  of  renal  and 
bladder  tumors. 

Renal  Calculi-Gout 

Patients  who  have  renal  calculi  should 
have  a complete  blood-chemistry  study  to 
rule  out  the  possibility  of  a parathyroid  tu- 
mor. Blood  uric  acid  should  be  ascertained 
to  rule  out  an  elevated  uric  acid.  Renal  cal- 
culi are  a frequent  complication  of  gout. 
Any  stone  that  is  obtained  should  be  anal- 
yzed, and  the  patient  should  be  put  on  a 
regimen  with  the  hopes  of  preventing  future 
calculi.  In  all  stone  cases,  the  patient  should 
be  encouraged  to  drink  copious  amounts  of 
water. 

Prostatitis 

Prostatic  massages  are  not  done  as  fre- 
quently as  they  were  in  former  years.  Occa- 
sional massages  of  the  edematous  gland  may 
make  the  patient  feel  better,  but  the  main 
value  of  a prostatic  massage  is  to  obtain 
secretion  for  culture  and  sensitivity  tests. 
These  patients  will  often  respond  to  medica- 
tion and  hot  baths,  but  the  medication  must 
be  given  over  a long  period  of  time.  Look 
for  foci  of  infection. 


SIXTY  YEARS  AND  OVER 

Pro.static  Hypertrophy  (Benign 
and  Malignant) 

This  is  the  age  when  prostatic  hyper- 
trophy is  the  most  common.  Any  nodule  in 
the  prostate  gland  should  be  evaluated,  and 
biopsy  should  be  performed  to  rule  out  mal- 
ignancy. Prostatic  calculi  also  cause  hard 
areas  in  the  prostate  gland  and  they  usually 
show  on  X ray. 

Cystocele 

At  this  age,  women  are  bothered  consider- 
ably with  cystoceles.  They  are  sometimes 


associated  with  acute  and  chronic  cystitis 
and  they  may  have  vesical  calculi  due  to  re- 
tention of  urine.  The  cystocele  is  often  as- 
sociated with  rectocele,  and  surgical  proce- 
dure should  be  considered  in  these  cases  aft- 
er the  child-bearing  age. 

Caruncle 

Caruncle  is  usually  associated  with  the 
cystocele  and  if  the  cause  is  not  removed,  the 
caruncle  may  recur.  Dilitations  of  the 
urethra  will  often  prevent  recurrence. 


INFECTIONS  IN  ALL  AGES 

Predisposing  causes  are  lowered  resist- 
ance, stasis  of  urine  due  to  any  obstruction, 
trauma,  and  malfoi-mations.  The  direct 
cause  of  infection  is  bacterial  invasion,  and 
it  may  be  hematogenous  from  focal  or  cu- 
taneous infection,  through  the  Ij^mphatics,  or 
directly  through  an  abnormal  opening  as  a 
fistula,  or  from  trauma. 

Recurrence  of  urinary  infections  may  be 
due  to  discontinuation  of  medication  too  soon, 
or  because  the  etiological  factor  has  not  been 
eliminated. 

It  should  be  remembered  that  cystitis  may 
mirror  an  infection  in  the  upper  urinary 
tract.  In  girls,  recurrent  cystitis  is  often 
due  to  urethral  stenosis  and  vaginitis,  and 
dilatation  of  the  urethra  will  often  produce  a 
cure;  future  dilatations  may  be  necessaiy. 
Cultures  and  sensitivity  tests  are  very  valu- 
able. 

In  conclusion,  do  not  hesitate  to  have  ex- 
cretory pyelograms  made  in  recurrent  or  re- 
sistant cases  of  urinary  tract  infections,  or 
when  other  pathologic  condition  is  suspected. 

If  the  pyelograms  are  not  satisfactory, 
cystoscopy  should  be  done.  A cystoscopy 
should  be  done  in  every  case  of  hematoria. 

Listen  to  the  complaints  of  your  patients 
and  look  for  diagnostic  clues,  but  above  all, 
feel  — palpate  the  scrotum  of  the  newboni 
— and  the  prostate  of  the  aged. 
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The  Distribution  of 


A recent  s u rv  e y of  physician- 
distribution  in  the  State  of  Ne- 
braska, indicates  the  general 
situation  is  good,  but  that  some  problem- 
areas  do  exist. 

The  survey,  which  took  some  three  months 
to  complete,  provides  the  Association  for  the 
first  time,  an  accurate  up-to-date  analysis 
of  the  physician-distribution-picture  in  Ne- 
braska. It  was  felt  that  the  results  of  this 
study  would  be  of  interest  and  serve  to  in- 
form the  members,  hence  this  article  was 
prepared. 

There  are,  today,  1552  physicians  in  Ne- 
braska. Of  this  number,  1325  are  members 
of  the  Nebraska  State  Medical  Association. 
In  addition  to  this,  there  are  150  residents 
and  interns.  A total  of  1184  or  76.3  per 
cent  are  in  private  practice.  Those  in  full- 
time faculty  positions  at  the  medical  schools, 
administrative  medicine,  laboratory  medi- 
cine, preventive  medicine,  and  research  total 
268,  or  17.3  per  cent,  eighty-eight,  or  5.6 
per  cent  are  retired  and  12,  or  0.8  per  cent 
are  not  in  practice.  These  figures  compare 
quite  favorable  with  the  national  averages 
which  show  64.1  per  cent  in  private  practice; 
30.7  per  cent  in  full-time  teaching,  academic, 
and  research  activities ; 3.9  per  cent  retired ; 
and  1.3  per  cent  not  in  practice. 

Of  the  1475  practicing  physicians  in  the 
state,  584  are  in  the  metropolitan  area  of 
Omaha-Douglas  County;  223  are  located  in 
the  metropolitan  area  of  Lincoln-Lancaster 
County;  and  668  are  located  in  the  remain- 
ing portion  of  the  state. 

Physician-patient  ratios  for  these  areas 
are  as  follows : 


Omaha 1 physician  to  707  persons 

Lincoln.. 1 physician  to  714  persons 

Remaining 

Area  ... 1 physician  to  1331  persons 

Over-all  ratio 
for  entire 

state 1 physician  to  990  persons 
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The  survey  from  this  point  concerns  itself 
with  infomiation  on  the  state,  exclusive  of 
Lincoln  and  Omaha,  as  it  was  felt  that  both 
cities  were  adequately  staffed  with  medical 
personnel. 

The  survey  further  concerned  itself  with 
the  age  of  the  physician,  type  of  practice,  lo- 
cation of  specialists,  and  listing  of  com- 
munities without  physicians  in  the  500  to 
1,000  population  category.  These  subjects 
will  be  discussed  singly  in  more  detail. 

Age  — The  average  age  of  the  668  physi- 
cians outside  of  Lincoln  and  Omaha  is  51 
years;  the  median  age  is  43. 

There  are  28  communities  which  have  one, 
or,  in  several  instances,  two  doctors,  whose 
age  is  65  years  or  more.  Due  to  the  size  of 
the  communities  where  these  physicians  are 
located,  it  is  doubtful,  with  several  excep- 
tions, that  these  towns  will  be  able  to  at- 
tract new  physicians. 

Another  age-finding  in  the  study  revealed 
103  of  the  total  physician  population  are 
age  65  or  older,  and  70  of  the  103  are  past  age 
70. 

Of  the  same  group,  at  least  140  restrict 
their  practice,  50  as  board  certified  special- 
ists and  90  as  board  eligible. 

A further  finding  shows  214  physicians  in 
group,  associate,  or  partnership-type  of  prac- 
tice. The  remaining  number  are  in  solo  prac- 
tice. As  indicated  previously,  140  are  limit- 
ing their  practice  to  a specialty. 

Communities  Without  a Physician  — One 
of  the  important  pieces  of  infonnation  de- 
rived from  the  survey  was  the  finding  of  38 
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communities  with  populations  between  500 
and  1000  persons  which  had  no  physician. 
Two  of  these  communities  have  a popula- 
tion of  slightly  more  than  1000.  The  mini- 
mum population  of  500  persons  was  selected 
as  representative  of  the  smallest  town  which 
might  attract  a physician. 

A further  study  of  these  38  communities 
indicated  that  eight  were  within  10  minutes 
driving  time  to  medical  and  hospital  care ; 
22  were  within  11-20  minutes  driving  time 
to  medical  and  hospital  care;  and  eight  were 
within  21-30  minutes  driving  time  to  medical 
and  hospital  care. 

It  is  possible  that  each  of  these  commun- 
ities could  support  a physician,  but  it  is  un- 
likely that  all  of  them  will  be  able  to  attract 
a physician.  There  are  six  or  seven  of  these 
communities,  however,  that  appear  to  be  in 
greater  need  of  a physician  at  this  time. 
Their  need  is  based  on  population,  the  un- 
availability of  nearby  medical  care,  and  the 
potential  drawing  territory. 

Additional  information  revealed  by  the 
survey  indicates  11  counties  without  a physi- 
cian. These  counties  are  located  in  the  Sand- 
hill area  and  it  is  unlikely  that  a physician 
will  be  attracted  to  any  of  them.  This  is 
understandably  true  when  one  studies  the 
population  trends  in  these  counties.  Each 
of  them  has  lost  residents  over  the  past  20 
years,  and  some  as  many  as  50  per  cent. 

Some  remedial  steps  that  may  help  rectify 
the  overall  physician-distribution-problem 
have  been  started  by  the  Association.  The 
physician  placement  service  of  the  Associa- 
tion is  being  up-dated  and  also  expanded  to 
obtain  better  results.  Communities  are 
asked  to  give  the  Association  all  of  the  im- 
portant data  that  may  have  some  influence 
on  the  physician  looking  for  a location. 

Correspondence  is  presently  being  carried 
on  with  all  June,  1963,  graduates  of  both 
medical  schools  who  are  now  serving  their 


internships,  to  infoimi  them  of  our  placement 
service. 

The  Rural  Medical  Service  Committee  of 
the  Association  has  an  activity  each  year,  the 
one-day  program  entitled,  “Senior  Medical 
Day.”  This  program  is  given  for  senior  stu- 
dents from  both  medical  schools  to  inform 
them  of  the  value  of  practicing  in  Nebraska 
and  particularly  out-state  in  the  rural  areas. 

In  a recent  newspaper  article,  this  Physi- 
cian-Distribution-Study was  explained  and 
various  remedial  steps  were  suggested. 
Everything  possible  must  be  done  to  reduce 
the  number  of  medical  school  graduates  who 
are  leaving  for  other  areas.  More  encourage- 
ment must  be  given  to  graduates  to  remain 
in  Nebraska  to  serve  their  internships.  We 
must  also  promote  the  concept  of  small  medi- 
cal center  practice  in  hospital-based  com- 
munities. The  preceptorship  program  should 
be  required  in  order  that  the  medical  stu- 
dent is  exposed  to  the  family  practice  of 
medicine  and  also  the  practice  in  rural  areas. 

It  was  pointed  out  earlier  that  the  out- 
state  physician-population  ratio  was  1:1331, 
whereas,  the  metropolitan  ratio  is  1:707  (ap- 
proximately) . If  one  were  to  choose  an  arbi- 
trary ratio  of  one  physician  per  1,000  popu- 
lation, a deficit  of  approximately  220  physi- 
cians exists  out-state  at  the  present  time.  It 
is  conceivable  that  additional  physicians, 
both  generalists  and  those  in  various  spe- 
cialties, could  be  used  in  the  small  medical 
center  practice  of  the  hospital-based  com- 
munities. Such  an  approach  to  this  prob- 
lem might  attract  more  young  physicians  to 
practice  out-state,  relieve  the  pressure  of  ex- 
cessive patient  load  for  many  of  our  doc- 
tors, and,  at  the  same  time,  bring  a wider 
coverage  of  medical  care  to  rural  Nebraska. 

Along  with  all  of  these  programs,  the  local 
physician  can  and  must  play  an  important 
role  in  the  recruitment  of  high  caliber  medi- 
cal students  as  well  as  give  them  continued 
encouragement  to  remain  in  the  state  to  prac- 
tice their  profession. 


Ewing’s  Tumor:  The  American  pathologist,  James  Ewing, 

described  a form  of  sarcoma  involving  the  shaft  of  long  bones  and 
characterized  by  endothelial  cells. 


20 


Nebraska  S.  M.  J. 


I SPECIAL  CONTRIBUTION 


A STUDY  of  Lactobacillus  Acidophilus 

and  Lactobacillus  Bifidus 


Lactobacillus  addophUus, 

an  aerobic  bacillus,  and  its  as- 
sociation with  milk,-, has  been 
studied  since  the  turn  of  this  century  to 
determine  its  effects  on  human  and  animal 
physiology. 

The  classification  of  the  acidophilus  group 
has  not  been  definitely  established.  Lacto- 
bacillus  bifidus  is  considered  by  some  writ- 
ers to  be  a varient  of  L.  acidophilus  that  has 
developed  its  own  characteristics  by  anaero- 
bic culture.  Others  include  Doderlein’s 
bacillus  in  this  group. 

Doderlein  (1892)  discovered  the  lactoba- 
cillus  bearing  his  name.  In  1928  Thomas 
emphasized  the  close  relation  between  vag- 
inal and  colonic  forms  of  L.  acidophilus  or 
acidophilus-like  organisms.  He  stated: 

Doderlein’s  vaginal  bacillus  is  L.  acidophilus. 

Weinstein  (1937)  studied  the  relation- 
ship of  Doderlein’s  bacillus  to  pregnancy  and 
wrote : 

The  Doderlein  bacillus  is  present  more  fre- 
quently in  pregnancy  (particularly  the  later 
months  of  pregnancy)  than  in  non-pregnant  in- 
dividuals. 

In  the  1957  edition  of  Zinsser’s  “Bacteri- 
ology,” the  importance  of  the  Doderlein’s 
bacillus  is  described  at  more  length. 

The  vulva  of  the  newborn  child  is  sterile 
but  after  the  first  24  hours  of  life  it  grad- 
ually acquires  from  the  skin,  vagina  and  in- 
testines a rich  and  varied  flora  of  non-patho- 
genic  organisms.  The  type  of  flora  found  in 
the  vagina  is  dependent  upon  the  pH  reactions 
of  its  secretions  and  their  enzyme  content.  At 
birth  the  vagina  is  sterile  but  in  the  first  24 
hours  it  is  invaded  by  micrococci,  enterococci 
and  diphtheroids.  After  two  or  three  days, 
the  estrin  from  the  maternal  circulation  in- 
duces the  deposition  of  glycogen  in  the  vaginal 
epithelium.  The  glycogen  facilitates  the 
growth  of  a large  gram-positive  bacillus  called 
Doderlein’s  bacillus  which  is  now  recognized 
as  a Lactobacillus.  This  organism  produces 
acid  from  glycogen  and  the  flora  for  a few 
weeks  is  similar  to  that  of  the  adult.  When 
the  passively  transferred  estrin  is  excreted 


E.  L.  MacQUIDDY.  SR.,  MD 
Omaha,  Nebraska 


through  the  urine  the  glycogen  disappears.  The 
Doderlein  bacilli  disappear,  the  reaction  be- 
comes alkaline,  and  the  flora  then  consists  of 
micrococci;  alpha  and  non-hemolytic  strepto- 
cocci, coliform  and  diphtheroid  bacilli.  At  puber- 
ty the  glycogen  reappears  and  the  vaginal  reac- 
tion again  becomes  acid  as  a result  of  the 
metabolic  activity  of  Doderlein’s  bacilli,  E.  coli 
and  yeasts.  In  a study  of  the  normal  flora  of 
100  individuals.  Carter  and  Jones  found  . . . 
Doderlein’s  bacilli  in  30%.  During  pregnancy 
there  is  an  increase  in  the  white  staphylococci, 
Doderlein’s  bacilli  and  yeasts.  After  menopause 
the  flora  resembles  that  found  before  pubprty. 

Harrison  and  others  (1953)  described  L. 
bifidus  as  being  present  in  the  female  va- 
gina. 

. . . At  term  or  beyond,  however,  there  is 
a sudden  highly  significant  increase  in  the 
incidence  of  L.  bifidus. 

Burrow’s  (1959)  concluded: 

Doderlein’s  bacillus  (1892),  a common  con- 
stituent of  the  flora  of  the  vagina  and  be- 
lieved to  aid  in  the  natural  defenses  against 
infection  by  contributing  to  the  acidity  of  the 
vaginal  secretions,  is  said  to  be  identical  with 
L.  acidophilus. 

Tice  (1962)  has  recommended  the  use  of 
Doderlein’s  bacillus  in  the  treatment  of  cer- 
tain vaginal  disorders. 

The  anaerobic  Lactobacillus  bifidus  was 
first  isolated  by  Tissier  in  1900.  Rettger 
and  Cheplin  (1921)  published  a study  of  the 
intestinal  flora  from  which  the  following  is 
quoted : 

According  to  the  substantiated  claims  of 
Tissier,  bis  B.  bifidus  is  tbe  predominant  or- 
ganism in  the  stools  of  breast-fed  infants. 
Tissier’s  extensive  study  of  the  bacteriology  of 
infant’s  stools  marks  a big  step  in  advance. 
He  observed  three  distinct  phases  in  bacterial 
infection  of  the  intestinal  tract  of  infants; 
namely,  the  period  of  sterility,  the  period  of 
mixed  or  pi'omiscuous  infection,  and  the  period 
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of  transition  resulting  in  the  establishment 
of  the  characteristic  nursling’s  flora.  At  birth 
the  alimentary  canal  and  its  contents  are  sterile, 
as  had  been  shown  by  Senator,  Escherich  and 
others.  The  first  indications  of  bacterial  con- 
tamination of  the  meconium  are  discernible 
several  hours  after  birth.  The  early  invaders 
are  adventitious  microbes  in  eveiy  respect  re- 
sembling those  which  are  commonly  met  with 
in  the  baby’s  environment,  and  probably  gain  en- 
trance to  the  intestinal  canal  through  the  mouth 
and  anus. 

As  soon  as  the  digestive  tract  becomes  the 
recipient  of  mother’s  milk  and  its  digestion 
products  a marked  change  is  recognizable  in 
the  intestinal  flora.  The  hetei’ogeneous  aggre- 
gation of  microbes  gives  way  to  a simplified 
flora  dominated  by  B.  bifidus,  which  persists 
as  long  as  the  child’s  diet  is  confined  to  breast 
milk  alone. 

Burrows  (1959)  described  L.  bifidus: 

Lactobacillus  bifidus.  Apparently  closely  re- 
lated to  L.  acidophilus  and  often  difficult  to 
distinguish  from  it,  L.  bifidus  is  a thinner  rod 
with  ends  somewhat  more  tapering  and  usually 
bifurcated  on  isolation.  It  was  isolated  from 
feces  of  breast-fed  infants  by  Tissier  in  1900. 
Although  common  in  the  intestine  of  breast-fed 
infants,  sometimes  comprising  over  90%  of 
the  total  intestinal  flora,  it  is  less  conspicuous 
in  the  intestinal  contents  of  bottle-fed  babies. 

How  L.  bifidus  enters  mother’s  milk  is 
still  not  definitely  established.  As  early  as 
1910  Noguchi  stated: 

I,  therefore,  consider  that  the  one  source 
of  B.  bifidus  communis  in  the  stools  of  breast- 
fed infants  is  the  breast  of  the  lactating 
mother. 

Following  this  work.  Brown  (1922)  stat- 


It  is  our  belief  that  the  bifidus  organisms 
which  are  present  in  or  on  the  mother’s  nipple 
are  an  important  source  of  the  bifidus  organ- 
isms found  in  the  nursling’s  intestines. 

In  1925  Cruickshank  concluded: 

The  predominance  of  B.  bifidus  in  the  in- 
testinal flora  of  breast-fed  infants  appears  to 
be  closely  related  to  the  high  degree  of  acidity 
of  the  faeces  of  these  infants.  It  is  probable 
that  the  predominance  of  B.  bifidus  over  other 
organisms  is  an  impoi-tant  factor  in  preseiwing 
a healthy  condition  of  the  intestinal  tract  in 
the  hreast-fed  infants. 

Stolting  (1940)  was  unable  to  determine 
how  bactei-iuyn  bifidus  reached  the  infant’s 
colon.  In  1950,  Moser  concluded  that  "bac- 
terium bifidus  can  pass  from  the  lactating 


breast  through  the  milk  into  the  colon  of  the 
nursling.” 

Gyorgj'  (1953)  noted  a biological  differ- 
ence between  human  milk  and  cow’s  milk. 

Infants  fed  human  milk  in  sufficient  quan- 
tity distinguish  themselves  from  those  receiv- 
ing cow’s  milk  by  their  generally  higher  re- 
sistance to  infections,  including  not  only  intest- 
inal but  also  respiratory  disorders.  The  ques- 
tion whether  this  beneficial  effect  is  due  to 
breast  feeding  or  to  human  milk  as  such  has 
not  received  intensive  critical  analysis  in  the 
recent  literature. 

The  intestinal  floi'a  of  a normal  breast-fed 
infant  is  characterized  by  the  prevalence  of 
Lactobacillus  bifidus  in  contrast  to  the  mixed 
flora  of  infants  fed  cow’s  milk  fonnulae.  The 
fecal  pH  is  distinctly  acid  in  breast-fed  infants 
and  is  shifted  toward  the  neutral  or  even  alka- 
line range  in  infants  fed  cow’s  milk. 

Stenger  in  his  monograph  “The  Impor- 
tance of  Bacterium  Bifidus  for  the  Nurs- 
ling” published  in  Germany  in  1962, 
reached  these  conclusions: 

1.  The  question  of  the  importance  of  bac- 
terium bifidus  for  the  nursling  had  many 
investigations  in  pediatrics  in  the  past 
decade. 

2.  For  a long  time  a specific  growth  substance 
for  bacterium  bifidus  was  searched  for  and 
there  were  many  attempts  to  find  a way 
in  which  bifidus  could  be  transfen-ed  into 
the  nursling. 

3.  Therapeutic  use  of  bacterium  bifidus  has 
some  importance  for  infection  of  the  colon, 
prevention  of  putrifaction,  production  of 
vitamin,  better  digestion  of  Amino  acids, 
etc. 

The  presence  of  L.  bifidus  in  the  healthy 
breast-fed  infant’s  stool  is  usually  accom- 
panied by  the  enzyme,  lysozyme.  In  1931, 
Rosenthal  and  Lieberman,  in  discussing  L. 
bifidus  in  the  stools  of  breast-fed  infants, 
also  mentioned  the  presence  of  lysozjmie  in 
mother’s  milk.  Dr.  Kem  Shahani  of  the 
Dairy  Husbandry  Department  of  the  Uni- 
versity of  Nebraska  and  I have  confirmed 
the  presence  of  this  enzyme  in  fairly  sub- 
stantial amounts  in  mother’s  milk.  Rosen- 
thal stated : 

We  believe  that  the  rapid  disappearance  of 
the  initial  adventitious  flora  from  the  stool  of 
nurslings  is  due  to  the  action  of  lysozyme. 
The  following  facts  sustain  this  hypothesis; 

Bacteria  of  the  air  are  especially  sensi- 
tive to  the  action  of  lysozyme. 
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Human  milk  in  contradistinction  to  cow’s 
milk  contains  lysozyme. 

The  lysozyme  introduced  with  the  food 
passes  through  the  intestinal  canal  and  ap- 
pears in  the  stool  of  the  nursling. 

The  period  of  rapid  destniction  of  the 
bacteria  of  the  air  coincides  with  the  period 
in  which  lysozyme  begins  to  appear  in  de- 
tectable quantity  in  the  stool  of  the 
nursling. 

Lysozyme  is  not  found  in  the  stools  of 
infants  fed  cow’s  milk  formula,  who  do 
not  get  lysozyme  in  their  food  supply; 
rapid  destruction  of  air-borne  invaders  does 
not  occur  in  these  infants. 

We  may  also  assume  that  lysozyme, 
which  persists  in  the  stools  of  nurslings 
during  the  entire  period  of  feeding  by 
breast,  continues  to  protect  the  intestines 
from  invasion  by  bacteria  of  the  air.  Fur- 
thermore, lysozyme  inhibits  the  growth  of 
B.  coli  and  apparently  does  not  affect  B. 
bifidus.  It  would  follow  that  lysozyme  may 
play  a role  in  the  stabilization  of  the  in- 
testinal flora  of  nurslings  by  eliminating 
B.  coli. 

Lactobacillus  acidophilus  was  first  de- 
scribed by  Moro  in  1900.  In  1959,  Burrows 
gave  this  brief  description ; 

Lactobacillus  acidophilus.  First  cultivated 
by  Moro  (1900)  from  the  feces  of  infants, 
this  organism  has  been  isolated  from  the  in- 
testine of  nearly  all  the  mammalia,  many  other 
vertebrates  and  some  of  the  invertebrates.  Its 
number  increases  in  the  intestine  when  the  car- 
bohydrate content  of  the  diet  is  increased  and 
may  become  predominant  when  a milk  diet  is 
ingested. 

The  souring  of  milk  as  a means  of  pre- 
serving it  for  human  use  has  been  known 
for  centuries.  L.  acidophilus  is  just  one  of 
the  organisms  able  to  sour  milk.  Since 
Metchnicoff’s  work,  in  1906,  some  physicians 
have  been  interested  in  whether  the  use  of 
this  type  of  milk  is  beneficial  to  the  health 
of  humans. 

Attempts  to  include  L.  acidophilus  in  the 
human  diet  have  been  going  on  for  a number 
of  years.  It  is  difficult  to  prepare  a palata- 
ble and  potent  product.  Many  people  do  not 
care  for  the  taste  of  acidophilus  milk.  In 
the  last  few  years  dried  acidophilus  prepara- 
tions have  been  tried  in  place  of  the  liquid 
milk.  Many  of  these  are  unsatisfactory. 
It  may  be  that  we  have  not  standardized  the 
duration  of  incubation,  the  proper  method 
of  slowing  up  or  halting  the  growth  at  its 


optimum  point,  the  proper  use  of  refrigera- 
tion in  the  preservation  of  the  finished  prod- 
uct, or  a satisfactory  pH. 

One  great  difficulty  in  the  study  of  L. 
acidolphus  has  been  its  accurate  identifica- 
tion. Cun-an  and  others,  in  1933,  studied 
the  distinguishing  characteristics  of  Lacto- 
bacillus acidophilus.  In  a collection  of  103 
lactobacilli,  they  found  58  cultures  that 
agreed  with  the  generally  accepted  concept 
of  L.  acidophilus.  In  1962,  Efthymiou  and 
Hansen  in  “An  Antigenic  Analysis  of  Lacto- 
bacillus acidophilus”  found  a wide  variance 
in  the  strains  used  for  type  cultures.  A de- 
tailed study  by  Rettger  and  others,  in  1935, 
is  still  useful  for  the  student  in  L.  acido- 
philus research. 

For  years  attempts  have  been  made  to  in- 
criminate the  L.  acidophilus  organism  for 
dental  caries.  Clough  (1938)  did  a study  on 
this  topic.  He  said : 

The  factors  which  determine  the  character- 
istics of  the  microbial  flora  of  the  oral  cavity 
have  been  but  little  investigated  and  are  only 
poorly  understood.  The  mechanical  removal  of 
organisms  from  the  mouth  does  not  account  ade- 
quately for  the  existence  of  a distinctive  oral 
flora.  It  is  possible  that  saliva  may  exert  a 
selective  action  on  bacterial  growth  as  indi- 
cated by  preliminary  experiments.  In  view  of 
the  prominent  role  which  has  been  assig-ned  by 
certain  workers  to  Lactobacillus  acidophilus 
as  the  causative  agent  of  dental  caries,  tl.» 
effect  of  saliva  on  this  organism  was  investi- 
gated. 

In  view  of  the  prominence  which  has  been 
given  to  claims  that  Lactobacillus  acidophilus 
is  the  cause  of  dental  caries,  it  is  interesting 
to  find  that  saliva  is  capable  of  preventing 
the  growth  of  this  organism  in  vitro.  Its  role 
in  the  mouth  in  this  connection  is  a matter 
for  conjecture  only,  but  it  can  be  ignored  in 
consideration  of  the  etiology  of  caries  only 
when  it  has  been  shown  that  the  effects  dem- 
onstrated in  vitro  do  not  operate  at  all  in  the 
mouth. 

In  1952,  Robinson  described  the  use  of  L. 
acidophilus  cultures  in  infant  feeding. 

The  growth  of  harmless  lactic  acid  producers 
in  the  intestinal  tract  brings  about  a condition 
of  acidity  which  can  inhibit  the  growth  of  po- 
tentially harmful  organisms. 

Bottle-fed  infants  on  formulas  supplement- 
ed with  L.  acidophilus  showed  signicantly  larg- 
er gains  in  weight  during  the  first  month  than 
did  the  controls.  The  gains  in  weight  ap- 
proached, but  did  not  equal,  the  gains  of  par- 
tially nursed  infants. 
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There  appears  to  be  an  unknown  factor  or 
factors  present  in  colostnam  which  causes  in- 
creased gain  in  weight  during  the  first  month 
of  life.  A considerable  part  of  this  increase 
can  be  obtained  by  supplementing  the  formula 
of  the  completely  bottle-fed  infant  with  L. 
acidophilus  for  the  first  few  days  of  life. 

In  the  early  1950’s  there  was  a renewed 
interest  in  L.  acidophilus  therapy  in  intest- 
inal disorders.  Rafsky  and  Rafsky  (1955), 
after  treating  31  cases  if  irritable  colons  and 
diverticulosis,  concluded : 

Oral  administration  of  a human  intestinal 
strain  of  viable  L.  acidophilus  in  a new  con- 
centrate providing  100  billion  viable  organ- 
isms per  daily  dose  of  just  3 tablets  has  a dis- 
tinct place  in  the  treatment  of  certain  gastro- 
intestinal disorders  such  as  refractory  irritable 
colon  and  diverticulosis.  The  simplicity  and 
convenience  of  the  treatment  are  especially  ad- 
vantageous. 

In  many  cases  when  antibiotics  have  been 
used  orally  in  human  medicine,  the  doctor 
has  been  plagued  by  the  deleterious  effect 
of  these  drugs  on  alimentary  digestive 
flora.  Winkelstein  (1955),  using  a dried 
acidophilus  preparation,  treated  57  cases 
somewhat  similar  to  those  of  Rafsky  but 
added  a group  of  antibiotic  colitis  patients. 
Antibiotic  colitis  is  a disturbance  in  the  hu- 
man intestinal  tract  caused  by  antibiotic 
therapy  changing  the  normal  intestinal 
flora  and  permitting  an  altered  flora  to  de- 
velop. In  1956,  this  same  author  elaborated 
on  his  series  and  reported  on  the  treatment 
of  107  cases.  Many  of  these  were  benefited. 
Despite  the  fact  that  these  authors  gave  en- 
couraging reports  on  dried  L.  acidophilus, 
the  company  manufacturing  it  did  not  con- 
tinue production. 

In  1955  Vincent,  in  writing  on  the  effects 
of  post-irradiation  on  rats,  discovered  a gas- 
tric disturbance  somewhat  similar  to  the 
effect  of  an  antibotic.  He  described  his  at- 
tempts to  restore  normal  functions. 

The  predominent  micioorganism  in  the  small 
intestine  of  the  rat  is  a lactobacillus.  It  is 
accompanied  by  smaller  populations  of  pseudo- 
monas, proteus,  and  coliform  organisms. 

Following  650  r of  X-irradiation  the  numbers 
of  lactobacilli  in  the  small  intestine  fall  to 
one-foui’th  their  normal  numbers.  The  pseudo- 
monas increase  about  1,000  fold  by  the  7th 
day.  The  proteus  organisms  and  coliforms  show 
less  marked  increases. 


The  invasion  of  the  small  intestine  by  gram 
negative  organisms  is  paralleled  by  a bac- 
teremia of  types  characteristic  of  the  gi’am 
negative  invaders  in  the  gut.  The  severity  of 
the  invasion  of  the  gut  and  tissues  appears  to 
correlate  with  the  severity  of  the  post-irradia- 
tion syndrome. 

A natural  antagonistic  relationship  between 
the  indigenous  lactobacilli  and  the  gram  nega- 
tive strains  normally  present  in  only  low  num- 
bers in  the  small  intestine  is  supported  by  the 
finding  of  antimicrobial  activity  against  these 
organisms  in  cultures  of  the  lactobacilli. 

In  1959,  this  same  author  described  the 
formation  of  an  antibiotic  as  a growth  fac- 
tor in  L.  acidophilus  cultures. 

Strains  of  Lactobacillus  acidophilus  obtained 
from  mice,  rats,  rabbits,  hamsters,  and  man 
were  found  to  produce  an  antimicrobial  agent 
in  cultures  grown  in  liver  veal  agar.  The  sub- 
stance responsible  has  been  called  lactocidin. 
Two  methods  of  assay  of  lactocidin  were  de- 
vised and  these  were  employed  to  select  the  best 
strains  of  L.  acidophilus  for  production  of  lac- 
tocidin, and  for  following  the  purification  of 
this  material.  A 2500  fold  purification  of  lac- 
ticidin  was  achieved. 

Crude  lactocidin  had  a broad  anti-bacterial 
spectnim  and  was  active  in  the  presence  of 
serum.  Purified  lactocidin  was  unstable  and 
was  inactive  in  serum. 

Gordon,  McCrae  and  Wheater  (1957) 
claimed  to  have  produced  a strain  of  L. 
acidophilus  resistant  to  selected  antibiotics. 

The  growth  requirements  of  L.  acidophilus 
are  complex.  They  are  satisfied  under  normal 
intestinal  conditions,  but  when  various  other 
organisms  are  destroyed  during  antibiotic 
therapy  certain  factors  are  lost.  These  must 
therefore  be  added  at  the  same  time  as  the 
culture.  It  is  also  of  course  essential  that  the 
strains  of  L.  acidophilus  used  be  made  resist- 
ant to  the  antibiotics  if  they  are  to  suiwive  dur- 
ing therapy. 

Attempts  to  correct  digestive  disorders, 
particularly  those  occurring  after  antibiotic 
therapy,  are  continuing.  Beck  (1961)  used 
dried  acidophilus  preparations  in  the  treat- 
ment of  these  conditions.  He  found  his  re- 
sults successful  enough  to  state  that  acido- 
philus preparations  of  this  type  should  fur- 
ther be  investigated.  Ehrlich  (1963)  sug- 
gests the  use  of  L.  acidophiltis  in  the  treat- 
ment of  proctosigmoiditis.  Weekes  (1958) 
used  an  acidophilus  preparation  in  the  treat- 
ment of  aphthous  stomatitis.  In  1961  good 
results  w ere  reported  on  L.  acidophilus 
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treatment  of  acne  by  Siver  and  on  herpes 
by  Abbott. 

A most  interesting  paper  appeared,  in 
1955,  by  Kruna  Tomic-Karovic  and  Djordje 
Nemanic  of  Yugoslavia.  The  writers  de- 
scribed the  preparation  of  an  acidophilus 
product  and  its  use  in  middle  ear  infections 
and  infections  of  the  kidney,  in  both  of 
which  B.  proteus  seemed  to  be  the  causa- 
tive factor.  The  authors  used  small  amounts 
of  L.  acidophilus  milk  locally  for  middle 
ear  inflammation  in  addition  to  the  oral 
administration  of  the  L.  acidophilus  milk. 

Weiss  and  Rettger  (1934),  in  their  able 
discussion  of  acidophilus  - like  organisms, 
state: 

The  Lactobacillus  genus  constitutes  one  of  the 
most  widely  distributed  groups  of  known  micro- 
organisms. The  group  as  a whole  is  primarily 
fermentative  in  character,  and  displays  a 
marked  degree  of  tolerance  for  acids,  hence 
the  term  “aciduric,”  which  is  now  generally 
applied  to  it.  Members  of  this  genus  vary 
widely  in  their  physiological  activities  and  in 
their  habitat.  Some  are  characteristically  milk 
and  dairy  products  types;  others  are  intimately 
associated  with  raw  cereals  and  vegetables. 

A little  discussed  use  of  L.  acidophilus  is 
its  connection  with  the  preparation  of  en- 
silage. Jones  and  Gibbard  in  1925  reported 
the  activity  of  L.  acidophilus,  L.  lactus,  and 
L.  bulgaricus  in  the  preparation  of  ensilage 
from  sweet  clover.  Barnett  (1954)  men- 
tioned L.  acidophilus  as  a specific  agent  in 
silage  fermentation.  Literature  on  the  ef- 
fect of  L.  acidophilus  on  cereals  and  vegeta- 
bles has  been  difficult  to  obtain.  Tittsler 
(1952)  mentioned  the  use  of  L.  acidophilus 
in  the  preparation  of  certain  types  of  saus- 
age. The  use  of  L.  acidophilus  in  veterinary 
medicine  and  in  the  preparation  of  human 
and  animal  foods  offers  a wide  field  to  the 
interested  investigator. 

The  author  makes  no  attempt  to  provide 
a complete  survey  of  the  subject  nor  is  the 
bibliogi’aphy  assumed  to  be  more  than  a 
sampling.  He  has  attempted  to  point  out 
the  various  fields  in  which  L.  acidophilus 
and  acidophilus-like  organisms  are  being 
studied  at  the  present  time.  It  is  hoped  that 
this  article  may  stimulate  further  interest 
in  the  field  and  that  the  bibliography  quoted 


may  aid  in  searching  out  other  material  on 
the  subject. 

Dr.  Philip  Kelly  and  Dr.  Kem  Shahani 
of  the  Dairy  Husbandry  Department  of  the 
University  of  Nebraska  have  aided  in  this 
study. 

The  author  is  indebted  to  his  reader.  Miss 
Alice  Horsfall,  and  his  secretary,  Mrs.  Helen 
Cox,  in  the  preparation  of  this  manuscript 
which  has  taken  a good  many  months.  He 
himself  is  without  usable  vision. 

Funds  for  the  research  were  provided  by 
Mr.  J.  Gordon  Roberts  of  the  Roberts  Dairy. 
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i ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
January  4,  Lexington  High  School  Build- 
ing 

January  11,  Wayne,  Wayne  State  College. 
February  1,  Scottsbluff,  St.  Mary’s  Hos- 
pital 

February  15,  Hastings,  Mary  Fanning 
Hospital 

February  29,  North  Platte,  Senior  High 
School  Building 

FIRST  ANNUAL  POSTGRADUATE  SEM- 
INAR IN  ANESTHESIOLOGY  — By 
University  of  Miami  and  University  of 
Florida;  at  Miami  Beach,  January  5-8, 
1964;  theme:  “The  Cardiovascular  Sys- 
tem.” For  additional  information  write 
Frank  Moya,  MD,  Professor  and  Chair- 
man of  Department  of  Anesthesiology, 
University  of  Miami  School  of  Medicine, 
Jackson  Memorial  Hospital,  Miami  36. 

AMERICAN  COLLEGE  OF  PHYSICIANS, 
Postgraduate  Course  No.  8 ; Nuclear  Med- 
icine and  Radiation  Biology  — January  6- 
10,  at  University  of  California  at  Los 
Angeles,  School  of  Medicine,  Department 
of  Biology  and  Medicine;  Meeting  place, 
Auditoi-ium,  Laboratory  of  Nuclear  Medi- 
cine and  Radiation  Biology.  Fees,  ACP 
members,  $60;  non-members,  $100.  Write 
Executive  Director,  American  College  of 
Physicians,  4200  Pine  Street,  Philadelphia 
for  registration  forms  or  information. 

THE  MIAMI  HEART  INSTITUTE  — An- 
nounces the  first  international  symposium 
on  the  use  of  anticoagulants  in  coronary 
artery  heart  disease;  January  9-11;  Fon- 
tainebleau Hotel,  Miami  Beach,  Florida. 
Registration  fee,  $45. 

GENERAL  PRACTICE  REVIEW  — The 
Tenth  Annual  General  Practice  Review  to 
be  held  January  12  to  18,  1964,  at  the  Uni- 
versity of  Colorado  School  of  Medicine. 

SYMPOSIUM  ON  EVALUATION  OF 
CARDIOVASCULAR  DRUG  THERAPY 
— By  Hahnemann  Medical  College  and 
Hospital ; Marriott  Motor  Hotel,  Phila- 
delphia, January  20-23,  1964. 


BOARD  OF  COUNCILORS  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Sunday,  Februaiy  9,  1964,  Fort 
Kearney  Hotel,  Kearney. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Three-day  scientific  meeting;  February 
17-19,  1964,  Denver  Hilton  Hotel,  Denver. 

HOUSE  OF  DELEGATES  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Saturday  and  Sunday,  February 
22  and  23,  1964,  Fort  Kearney  Hotel, 
Kearney. 

AMERICAN  COLLEGE  OF  ALLERGISTS 
— Graduate  Instructional  Course  and 
Twentieth  Annual  Congress;  March  1-6, 
1964 ; The  Americana  Hotel,  Bal  Harbour, 
Miami  Beach,  Florida.  For  further  infor- 
mation write : John  D.  Gillaspie,  MD,  2141 
14th  Street,  Boulder,  Colorado. 

CLINICAL  REVIEWS  — A program  of  lec- 
tures and  discussions  on  problems  of  gen- 
eral interest;  Mayo  Clinic  and  Mayo 
Foundation,  Rochester,  Minn., ; March  16, 
17,  and  18  and  March  23,  24,  and  25, 
1964;  Theater,  Mayo  Civic  Auditorium, 
Rochester.  (See,  also  under  “Announce- 
ments”). 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 96th  Annual  Session,  April 
27  to  30  inclusive,  1964,  Cornhusker  Hotel, 
Lincoln. 

AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 


THE  MONTH  IN  WASHINGTON 

Both  sides  squared  off  for  a new  legisla- 
tive battle  this  session  of  Congress  on  the 
issue  of  financing  a medical-hospital  plan  for 
the  aged  through  higher  social  security  taxes. 

There  was  no  vote  on  the  disputed  King- 
Anderson  bill  (H.R.  3920)  in  Congress  last 
year.  The  House  Ways  and  Means  Com- 
mittee held  five  of  a scheduled  nine  days  of 
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hearings  on  the  bill  in  November,  but  broke 
the  hearings  off  on  news  of  the  assassina- 
tion of  President  Kennedy.  The  sessions 
were  scheduled  to  be  concluded  in  January. 

The  financial  soundness  of  the  adminis- 
tration’s bill  was  challenged  by  W’ays  and 
i\Ieans  Committee  Chairman  Wilbur  Mills 
(D.,  Ark.).  He  told  Administration  wit- 
nesses that  if  Congress  had  approved  similar 
legislation  in  the  past,  it  apparently  now 
would  have  to  increase  the  Social  Security 
tax  almost  100  per  cent  to  maintain  the  ac- 
tuarial balance  of  the  Social  Security  system. 

iMills  said  the  quarrel  he  has  with  the  pro- 
posed increased  tax  in  the  bill  is  that  it  does 
not  take  into  account  future  costs  and  the 
effect  they  would  have  on  the  fiscal  sound- 
ness of  the  overall  Social  Security  System. 
He  said  a bill  should  not  give  the  impression 
that  the  aged  can  get  these  services  at  some 
cut-rate  cost,  or  that  the  economy  and  costs 
will  remain  static. 

“If  that  is  a realistic  assumption,  then  I 
do  not  know  what  an  unreal  assumption  is,” 
said  iMills.  If  such  a program  is  passed,  he 
continued.  Congress  must  face  up  to  the 
costs  and  provide  a tax  in  existing  law  that 
will  take  into  account  future  costs. 

If  the  King-Anderson  bill  were  enacted 
with  a shaky  actuarial  basis,  iMills  said,  ac- 
tion by  some  future  Congress  would  be 
necessary  to  raise  the  taxes  to  support  it, 
and  this  might  be  difficult. 

Mills  has  introduced  a bill  to  increase  the 
regular  Social  Security  tax  and  the  wage 
base  it  is  levied  on  so  that  the  system 
will  be  financially  in  order. 

HEW  Secretary  Anthony  Celebrezze  told 
the  committee  that  congressional  enactment 
of  the  Administration’s  plan  for  a hospital- 
medical  benefit  program  financed  by  higher 
Social  Security  taxes  is  both  “necessary  and 
urgent.” 

Another  major  development  at  the  hear- 
ings was  an  attack  by  Sen.  Karl  Mundt  (R., 
S.D.)  on  HEW  officials  for  trying  to  impede 
the  Kerr-Mills  program  of  federal-state  aid 
for  the  indigent  and  medically-indigent  elder- 
ly. 


Mundt  declared  that  Kerr-Mills  is  the  vic- 
tim of  a planned  progi’am  of  interference  on 
the  part  of  HEW,  King-Anderson  sup- 
porters in  Congi’ess,  and  welfare  workers 
and  officials  at  the  state  and  county  levels. 
He  suggested  the  HEW  actions  ran  counter  to 
the  intent  of  Congress  and  might  be  illegal. 

The  president  of  the  American  Medical 
Association  told  the  Committee  that  the  Ad- 
ministration-backed health  care  for  the  aged 
plan  would  cost  the  nation’s  workers  twice 
as  much  to  start  as  sponsors  of  the  pro- 
posal have  claimed  or  would  require  periodic 
tax  increases  to  keep  it  solvent. 

Edward  R.  Annis,  MD,  Miami,  Fla.,  sur- 
geon, pointed  out  that  previous  testimony 
disclosed  that  payroll  taxes  would  have  to  be 
increased  by  one  per  cent,  half  paid  by  the 
workers  and  half  by  their  employers,  and  the 
taxable  wage  base  increased  to  $5,200  to 
start  the  program  off  on  a financially  sound 
basis,  or  periodic  tax  increases  would  be  re- 
quired to  keep  it  out  of  financial  trouble. 

The  King-Anderson  bill  (H.R.  3920)  calls 
for  a one-half  per  cent  payroll  tax  increase 
on  workers  and  employers  (one-fourth  of 
one  per  cent  on  each)  and  an  increase  in  the 
taxable  wage  base  from  the  present  $4,800 
to  $5,200  to  finance  a proposed  program  of 
hospitalization,  nursing  home  care  and  re- 
lated services  to  everyone  age  65  and  over. 

Dr.  Annis  said  the  King-Anderson  bill 
“would  transfer  to  the  federal  government  at 
a single  stroke  the  responsibility  for  the  pur- 
chase of  specified  hospital  and  related  bene- 
fits for  all  persons  over  65,  regardless  of 
their  desires  or  their  economic  need.” 

“There  is  no  justification,”  he  said,  “for 
the  use  of  tax  funds  collected  from  workers 
at  the  low  end  of  the  income  scale  to  pay 
these  expenses  for  the  entire  elderly  popula- 
tion, including  the  self-supporting  and  the 
wealthy.” 

Dr.  Annis  declared  that  actuaries  of  the 
Department  of  Health,  Education  and  Wel- 
fare had  previously  acknowledged  in  a study 
of  the  King-Anderson  bill  that  “periodic  tax 
increases  will  be  necessary  in  a rising  econo- 
my to  keep  the  program  solvent.” 
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The  AMA  also  pointed  out  that  it  has  been 
estimated  that  it  would  cost  $35  billion  for 
King-Anderson  benefits  for  the  aged  who 
would  be  immediately  eligible  but  would  have 
paid  little  or  nothing  under  the  program. 
“This  is  the  amount,”  the  AMA  said,  “that 
would  be  necessary  to  finance  health  care 
for  the  rest  of  their  lives  for  all  those  eligi- 
ble to  take  part  in  the  program  at  its  start.” 
This  figure  was  confirmed  by  HEW  officials 
in  Monday’s  testimony. 

Norman  A.  Welch,  MD,  Boston,  president- 
elect of  the  AMA,  appeared  with  Dr.  Annis 
to  review  “the  remarkable  contribution  to- 
ward the  financing  of  health  care  for  the 
aged  that  is  being  made  by  private  health 
insurance  and  prepayment  plans  “which  now 
protect  more  than  60  per  cent  of  the  entire 
population  over  65.” 

Dr.  Annis  said,  “for  years,  the  American 
people  have  been  bombarded  by  such  state- 
ments as  the  monthly  income  of  the  great 
majority  of  the  aged  is  little  more  than 
a social  security  check.  Yet,  the  govern- 
ment’s own  figures  show  that  the  annual  in- 
come of  persons  over  65  is  $35  billion.  Only 
one-third  of  this  comes  from  Social  Secur- 
ity payments.” 

“The  aged  who  need  help  in  meeting  medi- 
cal bills  are  receiving  it,”  Dr.  Annis  said. 
He  pointed  out  these  developments: 

1.  “Government  figures  show  that  more 
than  $1.5  billion  in  public  funds  was  paid 
cut  for  this  purpose  in  1961.” 

2.  More  than  10  million  persons  over  65 
— over  60  per  cent  of  all  the  aged  — are 
protected  by  some  form  of  health  insurance. 

3.  The  Kerr  - Mills  program,  including 
Medical  Assistance  for  the  Aged  and  Old 
Age  Assistance,  paid  out  more  than  half  a 
billion  dollars  for  health  care  of  the  aged 
in  fiscal  1962. 

Dr.  Annis  asserted  that  King  - Anderson 
type  legislation  “would  impose  a permanent 
pattern  of  tax -paid,  government  - regulated 
health  care  — a pattern  inherently  subject 
to  inevitable  expansion.” 

“Such  expansion,”  he  said,  “would  lead  to 
a deterioration  of  the  quality  of  health  care 


— disrupting  the  voluntary  relationship  be- 
tween the  patient  and  his  physician  and 
imposing  centralized  direction  which  would 
frustrate  the  striving  for  professional  excel- 
lence. It  would  bring  about  a decline  of  pro- 
fessionalism and  create  a form  of  medicine 
strange  to  these  shores.  It  would  result  in  a 
loss  of  able  entrants  into  the  health  care 
field  because  of  government  controls  over 
medicine.  We  believe  that  this  legislation 
is  not  only  unnecessary  but  also  dangerous 
to  our  American  system  of  medical  care.” 


Medicare  in  Operation 

Participation  in  the  Medicare  Program — 

Physicians  and  dentists  participating  in 
the  Medicare  Program  do  so  on  a strictly 
voluntary  basis.  Any  physician  may  refuse 
to  accept  a Medicare  patient  without  having 
to  state  a reason.  We  do  realize,  that  al- 
though it  seldom  happens,  a patient  will 
sometimes  fail  to  notify  a doctor  that  he  is 
a Medicare  dependent  until  after  care  has 
begun. 

However,  when  a physician  agrees  to  ac- 
cept a Medicare  dependent  as  a patient,  he 
also  agrees  that  the  payment  to  him  will 
be  made  from  public  funds  and  that  such  pay- 
ment will  constitute  PAYMENT  IN  FULL 
for  those  services  that  are  covered  by  the 
Medicare  program.  Once  payment  in  full 
has  been  made,  neither  the  Government  nor 
the  patient  has  further  financial  liability  for 
the  same  services.  The  exception  to  this  is 
when  the  Medicare  dependent  is  treated  in  an 
outpatient  facility  for  an  accident  or  an  in- 
jury. The  patient  is  then  required  to  pay 
the  first  $15  of  the  physician’s  fee,  and  the 
Government  will  pay  the  balance. 

Since  there  is  no  published  Medicare  Fee 
Schedule  that  can  be  distributed  to  physi- 
cians and  to  dentists,  we  ask  that  doctors 
bill  Medicare  patients  their  usual  charges, 
keeping  in  mind  however,  that  the  average 
income  of  servicemen  whose  dependents  re- 
ceive Medicare  is  $4,500  per  year. 
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Filing  Medicare  Claims — 

It  is  extremely  important  that  a Aledicare 
claim  be  entirely  completed  by  both  the  doc- 
tor and  the  patient  or  the  sponsor  before  it 
is  submitted  for  payment. 

A helpful  suggestion  would  be  that  the 
physician  have  the  information  required 
from  the  patient  completed  on  the  Medicare 
claim  at  the  beginning  of  the  patient’s  care. 
This  includes  the  signature  of  either  the  pa- 
tient or  the  sponsor.  Then,  if  some  neces- 
sary information  is  not  filled  in,  it  can  be 
taken  care  of  before  the  doctor’s  services 
have  ended.  If  an  uncompleted  claim  is  sub- 
mitted for  payment,  it  must  be  returned 
to  the  physician;  for  it  is  his  responsibility 
to  see  that  this  claim  has  all  the  required 
information. 

Also,  in  some  cases  a physician  will  not 
submit  a claim  until  3 or  4 months  after 
care  has  ended.  If  further  infomiation  is 
needed  from  the  service  family  and  as  quite 
often  happens  the  family  has  been  trans- 
ferred to  another  duty  station,  there  may  be 
another  3-or-4-week  delay  before  the  claim 
is  returned  for  processing.  There  is  also 
the  possibility  that  the  family  has  been 
transferred  overseas.  This  claim  must  then 
be  forwarded  to  Medicare  Headquarters  and 
may  take  another  2 or  3 months  before  pay- 
ment can  be  made. 

We  are,  therefore,  asking  that  every 
physician  submit  his  Medicare  claim  as  soon 
as  possible  after  his  services  are  ended,  pref- 
erably one  month.  Medicare  is  also  not  able 
to  ])ay  any  other  IMedicare  claim  without 
first  having  the  claim  of  the  “attending 
physician,’’  with  the  exception  of  maternity 
cases. 

Therefore,  it  is  absolutely  necessary  to 
have  the  attending  physician’s  report  submit- 
ted promptly  and  to  have  the  claim  entirely 
completed. 

HEARING  CONSERVATION  PROGRAM 
FOR  NEBRASKA 

In  April,  1963,  through  a cooperative 
agreement  between  the  Nebraska  State  De- 
partments of  Health  and  Education,  the  po- 
sition of  Consultant,  Hearing  Conservation 


Services,  was  created  and  staffed.  One  of 
the  primary  charges  of  this  position  is  the 
formation  of  an  adequate  state-wide  hear- 
ing conservation  program  for  Nebraska. 

To  assist  the  Consultant  in  the  creation 
of  a state-wide  conservation  program,  a 
State  Committee  on  the  Conservation  of 
Hearing  was  formed.  This  committee  serves 
on  a consultative  and  advisory  basis  to  the 
Consultant  and  to  other  areas  and  disci- 
plines involved  with  hearing  in  the  State 
of  Nebraska.  Similar  committees  formed  in 
other  states  have  proved  to  be  quite  success- 
ful. The  committe  was  extended  joint  spon- 
sorship by  both  the  State  Departments  of 
Health  and  Education,  and  was  also  ac- 
claimed by  Governor  Frank  Morrison  as,  “a 
fine  step  forward.” 

In  developing  goals  the  committee  has  con- 
cluded that  a comprehensive  hearing  con- 
servation program  should  include;  (1)  public 
education,  (2)  adequate  case  finding,  (3) 
adequate  audiological  and  medical  diagnostic 
examinations,  (4)  medical  and  surgical 
treatment  as  indicated,  (5)  adequate  audi- 
ologic re-evaluation  and  consultation,  (6) 
special  educational  and  re-educational  pro- 
cedures (according  to  the  needs  of  the  in- 
dividual), and  (7)  special  vocational  reha- 
bilitation and  guidance.  The  committee  has 
also  indicated  that  the  state-wide  hearing 
conservation  program  should  be  designed 
to  include  all  citizens  from  infancy  through 
adulthood. 

The  membership  of  the  State  Committee 
on  the  Conservation  of  Hearing  includes: 

Mary  Bitner,  MD,  Director,  Division  of 
Maternal  and  Child  Health,  Lincoln 

Melvin  Brasel,  MA,  Director  of  Educa- 
tion, Nebraska  School  for  the  Deaf,  3223 
North  45th  Street,  Omaha 

Charles  Falls,  MA  (Chairman),  Consult- 
ant, Hearing  Conservation  Services, 
State  Departments  of  Health  and  Edu- 
cation, Lincoln 

John  Fritsch,  MD,  Private  practice,  Lin- 
coln 

Palmer  Johnson,  MD,  Private  practice, 
Lincoln 

Walter  Koester,  MA  (Vice  Chairman),  As- 
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sistant  Director  of  Field  Services,  Divi- 
sion of  Rehabilitation  Services,  State 
Department  of  Education,  Lincoln 

George  Kurtzrock,  PhD,  Director,  Speech 
and  Hearing  Laboratories,  12th  and  R 
Streets,  University  of  Nebraska,  Lincoln 

Keith  Sehnert,  MD,  Assistant  Medical  Di- 
rector, Dorsey  Laboratories,  Lincoln 

Robert  Stepp,  PhD,  Assistant  Director, 
University  Extension  Division  and 
Head,  Bureau  of  Audio-Visual  Instruc- 
tion, University  of  Nebraska,  Lincoln 

John  Wiley,  PhD,  Chief,  Communicative 
Disorders,  Nebraska  Psychiatric  In- 
stitute, 602  South  44th  Avenue,  Omaha 


LETTERS  TO  THE  EDITOR 

November  16,  1963 

Dr.  George  W.  Covey,  Editor 
Nebraska  State  Medical  Journal 
2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Dr.  Covey: 

The  editorial  that  appeared  in  the  Sep- 
tember, 1963  issue  of  the  Nebraska  State 
Medical  Journal  on  the  subject  of  ‘Cigarette 
Smoking  and  Lung  Cancer’  was  just  called 
to  my  attention.  This  editorial  quoted  state- 
ments from  two  papers,  of  which  I was  a co- 
author, regarding  the  familial  aggregation 
of  lung  cancer. 

Frankly,  I was  somewhat  perturbed  to 
note  that  these  quotations  of  a few  sen- 
tences provided  the  reader  with  an  erroneous 
interpretation  of  the  results  of  these  studies, 
which  from  the  general  theme  of  the  article 
was  clearly  intentional.  From  our  paper 
which  appeared  in  the  Journal  of  the  Na- 
tional Cancer  Institute,  you  quoted  the  first 
statement  of  the  summary,  with  complete 
disregard  for  the  last  sentence  which  stated, 
“From  the  totality  of  all  results  it  would 
appear  that  genetic  factors  may  play  a role 
in  the  etiology  of  lung  cancer,  together  with 
such  environmental  factors  as  cigarette 
smoking.” 

If  you  had  read  the  paper,  you  would  have 


noted  that  the  data  indicated  that  cigarette 
smokers  have  a much  higher  risk  of  dying 
from  lung  cancer  than  do  non-smokers,  and 
that  there  seems  to  be  a synergistic  inter- 
action between  the  familial  and  smoking  fac- 
tors. In  no  way  can  our  data  be  interpreted 
as  indicating  that  cigarette  smoking  is  of  no 
etiological  importance  in  lung  cancer.  Ac- 
tually, the  most  reasonable  interpretation  is 
that  cigarette  smoking  is  of  etiological  im- 
portance particularly  when  acting  on  those 
with  a genetic  susceptibility. 

In  the  interests  of  good  journalism,  I 
would  hope  that  you  take  the  necessary  steps 
to  correct  this  error. 

Sincerely, 

(Signed) 

Abraham  M.  Lilienfeld,  MD, 

Professor  of  Chronic  Diseases 

September  23,  1963 

Abraham  M.  Lilienfeld,  MD 
The  Johns  Hopkins  University 
School  of  Hygiene  and  Public  Health 
615  Wolfe  Street 
Baltimore  5,  Maryland 

Dear  Dr.  Lilienfeld : 

The  editorial  in  the  September  issue  of 
the  Nebraska  State  Medical  Journal  entitled 
“Cigarette  Smoking  and  Lung  Cancer,”  to 
which  you  have  taken  exception,  does  not 
claim  that  cigarette  smoking  has  nothing  to 
do  with  the  incidence  of  bronchogenic  car- 
cinoma. It  merely  points  to  a few  of  the 
more  scientific  findings,  such  as  those  of  you 
and  your  co-author,  suggesting  there  will  be 
found  other,  more  fundamental  etiologic 
factors,  and  that  the  cause  is  not  yet  known. 
I might  also  have  referred  to  other  interest- 
ing and  convincing  scientific  work  that  sup- 
ports this  conclusion. 

In  other  words,  we  do  not  know  that  cigar- 
ette smoking  is  the  cause  of  bronchogenic 
cancer.  Evidence  suggests  that  it  should 
occupy  a high  place  among  the  constantly  in- 
creasing irritants  we  breath,  hence  is  an 
exiciting  ca'iise. 

On  the  basis  of  considerable  uncertainty 
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whether  cigarette  smoking  is  the  cause  or 
only  an  exciting  cause,  among  others,  of 
cancer  of  the  lung,  we  are  not  justified  in 
going  into  schools  and  proclaiming  it  as  the 
cause  — and  this  is  being  done  in  the  name 
of  the  medical  profession. 

Sure!  Try  to  keep  the  youngsters  from 
smoking  but  not  by  telling  them  fairy  tales. 
The  Big  Bad  Wolf  that  ate  Grandma,  is  not 
continuing  this  bad  habit.  I feel  sure,  and 
I believe  you  do,  also,  that  the  time  will 
come  when  we  will  have  to  subscribe  to  the 
truth  in  this  matter  — a truth  not  yet  known 
in  full,  and  the  change  in  pace  may  cause 
red  faces,  as  I said  in  the  editorial. 

Sincerely  yours, 

(Signed) 

George  W.  Covey 

Doctors  Kenneth  Rose,  John  L.  Dewey,  and 
Stanislaus  H.  Jaros  are  not  of  one  mind  about 
the  possible  anaphylactic  reactions  due  to 
trypsin,  a matter  that  was  introduced  in  an 
article  by  Dr.  J.  H.  Dunlap  (Nebraska  State 
Med  J 48:511,  Sept.,  1963).  It  is  suspect- 
ed that  neither  side  will  be  in  complete 
agreement  with  the  other,  but  another  letter 
is  published  herewith  in  order  that  no  im- 
portant point  will  be  omitted. 

— Editor 

George  W.  Covey,  MD,  Editor 
Nebraska  State  iMedical  Journal 
2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Sir: 

Thank  you  again  for  the  invitation  to  com- 
ment on  the  publication  of  an  apparent  en- 
zyme preparation  anaphylactic  reaction.  We 
are  reluctant  to  make  remarks  and  are  mo- 
tivated solely,  as  you,  in  the  interest  to  keep 
medical  literature  clear  in  the  delineation  of 
such  reactions. 

When  faced  with  a drug  reaction,  as 
allergists  and  clinical  immunologists  through 
training  and  experience,  we  tiy  to  differen- 
tiate whether  it  is  the  result  of : 

1.  Drug  Idiosyncrasy  — where  there  is 


individual  susceptibility  to  the  phar- 
macologic effects  of  the  drug. 

2.  Drug  Intolerance  — where  there  is 
inability  to  endure  or  withstand  the 
drug. 

3.  Paradoxical  Effect  — unusual  or  op- 
posite effect  to  anticipated,  ie,  depres- 
sion instead  of  stimulation. 

4.  Tachyphylaxis  — marked  reactions 
which  are  primarily  side  effects  which 
become  magnified  with  continuance  of 
the  drug  and  the  desirable  effects  be- 
come progressively  diminished  until 
finally  there  are  no  beneficial  effects 
for  which  the  drug  given  and  only 
marked  secondary  undesired  effects 
remain,  ie,  Ephedrine,  etc. 

5.  Allergenicity  — the  active  principle 
should  be  a protein  or  have  a pros- 
thetic group  that  can  act  as  a haptin 
which,  when  conjugated  to  a protein 
complex,  can  act  as  an  allergen.  If 
this  is  not  apparent,  then  further  con- 
sideration should  be  given  to  other 
factors  in  the  finished  drug  product 
that  can  meet  the  above  criteria.  Ac- 
cordingly, one  must  consider  that  these 
can  cause  reactions  rather  than  the  ob- 
vious drug  principle.  Excipients  or 
product  vehicles,  additives,  suspend- 
ing, coating,  and  coloring  agents  as 
well  as  various  vegetable  gums,  oils, 
shellacs,  sugars,  and  certain  colors 
nave  been  found  to  be  the  sensitizing 
and  reactant  allergenic  factor  rather 
than  the  drug  principle  tendered  thera- 
peutically. 

6.  Combined  Effects  — occasionally 
there  is  a summation  of  undesirable  ef- 
fects from  each  of  the  various  drugs 
that  may  have  been  used  simultaneous- 
ly- 

With  specific  reference  to  Dr.  Rose’s  re- 
port, this  is  another  “apparent”  reaction  to 
an  enzyme  preparation  since  the  data  does 
not  prove  this  as  the  sole  specific  antigen 
causing  the  reaction.  Such  specific  reac- 
tions have  been  found  in  the  literature,  ack- 
nowledged in  the  product  circulars,  but  are 
quite  rare  when  compared  to  the  known  more 
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common  reactivities  of  other  drugs  used  in 
this  patient  simultaneously.  It  seems  curi- 
ous that  in  a known  allergic  patient  (history 
of  TAT  reaction),  skin  tests  were  limited 
only  to  the  Chymotrypsin0  and  not  to  anti- 
biotics, Demerol©,  codeine,  and  the  aspirin 
type  drugs  all  of  which  are  famous  sensi- 
tizers. If  the  author  had  read  his  references 
given,  it  would  be  known  that  an  intradermal 
test  does  not  prove  reaginic  activity  since 
the  proteolytic  activity  of  the  trypsin  pro- 
duces a nonspecific  irritative  wheal  and  flare. 
To  reduce  this  source  of  error  the  nonproteo- 
lytic  precursor  (Chymotrypsinogen)  must 
be  used  in  “passive  transfei'  tests.  This 
criticism  also  applies  to  the  “modified” 
scratch  test  used  later. 

It  is  difficult  to  reconcile  the  precipitator. 
Buccal  Varidase®,  as  reported,  with  the  in- 
ferred sensitization  to  Chymar®.  Both  have 
proteolytic  enzyme  activity  but  are  in  all 
other  respects  different.  The  Varidase®  is  a 
combination  of  enzymes  produced  by  strains 
of  streptococci  which  are  cultivated  on  a me- 
dium of  acid  hydrolyzed  casein,  corn  sugars, 
minerals,  and  vitamins  plus  phosphate  buf- 
fer. Allergic  reactions  have  rarely  occurred 
and  are  seen  primarily  as  rashes  and  urti- 
caria. Such  reactions  have  been  further 
ascribed  to  the  milk  casein,  corn,  and  B com- 
plex vitamins  contained  therein. 

Chymar®  contains  Chymotrypsin®  suspend- 
ed in  sesame  oil,  parabens  (waxes),  alumi- 
num sterate  or  in  buffered  aqueous  suspen- 
sion. The  crystalline  alpha  chymotrypsin  is 
lyophilized  after  extraction  from  mammalean 
pancreas  (usually  pork  or  beef,  sometimes 
sheep  or  horse).  The  recommended  dose  is 
0.5  cc  (2500  u)  one  to  three  times  daily  and 
reduced  with  clinical  response  and  discon- 
tinued at  first  signs  of  localized  reaction 
such  as  urticaria,  conjunctivitis,  etc. 

It  is  noted  that  administered  doses  were 
exceeding  those  recommended  by  the  product 
circular  and  were  continued  even  after  local 
reactions  were  noted  but  disregarded.  The 
anaphylactic  reaction  may  be  related  to  the 
patients  former  animal  sensitivity  (TAT- 
horse  pancreas). 

The  prevention  and  control  of  allergic  re- 
actions has  been  sufficiently  publicized.  His- 


tory taking  revealing  a person  with  the  al- 
leigic  diasthesis  should  be  sufficient  warning 
to  avoid  the  most  commonly  known  react- 
ants or  at  least  do  skin  tests  to  all  prospec- 
tive drugs.  This  may  seem  a chore  but  this 
inconvenience  could  save  a life.  Some  agents 
such  as  dyes,  waxes,  oils,  metals  and  chem- 
icals are  best  tested  by  patch  techniques. 
Other  primary  irritants,  such  as  enzymes, 
detergents,  and  chemicals  are  histamine  re- 
leasors, thus  specific  reactivity  must  be  ob- 
tained through  passive  transfer  tests,  pre- 
cipitin or  agglutination  techniques. 

Finally,  we  wish  to  take  issue  with  the 
author  by  minimizing  the  life-saving  quali- 
ties of  epinephrine  HCL  solution  and  ascrib- 
ing the  benefits  to  the  glucocorticoids.  Please 
note  that  in  each  acute  episode  epinephrine 
was  used  prior  to  the  administration  of  the 
corticosteroid.  The  usefulness  of  “old- 
fashioned”  epinephrine  and  the  sympathomi- 
metic amines  have  been  found  to  be  univer- 
sally most  useful  by  allergists  who  are  called 
upon  frequently  to  treat  such  reactions.  This 
has  been  the  subject  of  an  exhibit  at  the 
recent  Omaha  Mid-West  Assembly  meeting. 
A note  sheet  used  with  the  exhibit  is  attached 
for  your  interest. 

Sincerely, 

(Signed) 

S.  H.  Jaros,  MD 
John  L.  Dewey,  MD 

November  29,  1963 

George  W.  Covey,  MD 
Nebraska  State  Medical  Journal 
2900  Jackson  Drive 
Lincoln,  Nebraska 

Dear  Doctor  Covey: 

Thank  you  for  the  opportunity  to  read 
Doctor  Rose’s  letter  which  is  returned  here- 
with. 

Please  note  that  in  sentence  two,  last 
paragraph  of  page  two,  we  do  not  deny  spe- 
cific reactions  do  occur  and  have  been  re- 
ported. However,  Drs.  Rose  and  Dunlap 
have  not  proved  the  reaction  was  due  solely 
to  this  specific  antigen  regardless  of  where 
published. 


January,  1964 


33 


To  minimize  the  acknowledged  thousands 
of  deaths  produced  by  penicillin  and  augment 
the  disproportionate  incidence  of  enzjTne 
reactors  is  dangerous.  A recent  Appeals 
Court  decision  did  not  absolve  the  physician 
because  he  did  not  do  skin  tests  to  the  anti- 
biotic. It  was  the  opinion  of  the  Court 
that  the  state  of  the  art  has  sufficiently  been 
established  that  this  should  be  a required 
routine  procedure.  A malpractice  suit  is 
grievious,  a death  unforgiveable  since  it  is 
so  easily  prevented. 

Our  principle  emphasis  is  the  point  that 
proper  skin  tests  should  be  made,  particu- 
larly when  the  history  reveals  an  allergic  or 
hypersensitive  tendency. 

Other  than  this  we  cannot  add  any  further 
comments  to  those  stated  already. 

Sincerely, 

(Signed) 

S.  H.  Jaros,  MD 
John  L.  DeWey,  MD 


Doctors  and  Medicine  in  the  News 

We  .See  by  the  Papers  That: 

A book  titled  “Nebraska  Place  Names” 
says  that  Ayr,  a town  in  Adams  County,  was 
established  in  1878,  was  named  after  a physi- 
cian, an  Iowan,  who  was  at  that  time  a mem- 
ber of  the  Board  of  Directors  of  the  Burling- 
ton Railroad.  (Lincoln  Evening  Journal, 
Nov.  14). 

Drs.  Warren  Berggren  and  his  wife, 
Gretchen,  with  their  small  daughter  have  set 
out  to  return  to  the  Congo.  Dr.  Warren  is 
a native  of  Aurora  and  Dr.  Gretchen,  of 
Chadron.  Both  took  their  medical  degrees 
from  the  University  of  Nebraska  College 
of  Medicine.  They  have  done  one  stint  in  the 
Congo,  and  have  been  on  leave  for  post- 
graduate work,  he  in  preventive  medicine 
and  she  in  obstetrics.  (Grand  Island  Inde- 
pendent). 

Doctor  and  Mrs.  R.  R.  Douglas  of  Clarks 
celebrated  their  50th  wedding  anniversary 
on  November  12.  (Grand  Island  Independ- 
ent, Nov.  1). 


St.  John’s  Hospital  in  Spalding,  and  a 
hospital  in  Chamberlain,  S.  Dak.  are  engaged 
in  testing  an  apparatus  which  transmits  elec- 
trocardiographic data  over  telephone  lines,  to 
St.  Joseph’s  Hospital  in  Omaha,  directly 
from  the  patient.  The  answer  comes  back  at 
once.  The  test  is  to  last  90  days.  (Grand 
Island  Independent,  Nov.  14). 

A number  of  awards  for  excellence  of  in- 
dividual presentation  of  exhibits  were  hand- 
ed out  at  the  recent  annual  meeting  of  the 
Omaha  Mid-West  Clinical  Society.  The  pre- 
miere award  for  individual  investigation 
went  to  Dr.  Robert  C.  Faier  of  the  Depart- 
ment of  Ophthalmology,  University  of  Ne- 
braska College  of  Medicine.  The  premiere 
award  for  excellence  of  presentation  went  to 
Dr.  Carlos  Mota,  William  P.  Kleitsch,  Clar- 
ence Smith,  and  Richard  Feldhaus,  of  the 
University  of  Nebraska  and  the  Veterans 
Hospital.  (Omaha  World-Herald,  Oct.  30). 

The  Health  Fair  in  Western  Nebraska  is 
receiving  excellent  attention  from  the  people 
in  that  part  of  the  state.  Dr.  W.  0.  Brown, 
chairman  of  the  Fair,  said  325  people  attend- 
ed the  showing  on  the  opening  day.  (Star- 
Herald,  Scottsbluff,  Oct.  27). 

Dr.  George  Pickett,  a loan  to  Nebraska 
from  the  U.  S.  Public  Health  Department, 
noted  that  13  state  medical  societies  have 
taken  a stand  on  the  fact  that  cigarette- 
smoking is  harmful  to  health.  Nebraska  is 
not  one  of  the  13.  (Jowmal,  Lincoln). 

Something  new  — a medical  association 
not  composed  of  doctors.  The  Scribner 
Chamber  of  Commerce  appointed  a commit- 
tee to  study  the  providing  of  medical  facili- 
ties, equipment,  including  personnel  in  the 
area.  They  formed  and  incorporated  the 
Upper  Dodge  County  Medical  Association. 
It  will  be  interesting  and  instructive  to  watch 
the  progress  to  be  made  by  this  group. 
(Rustler,  Scribner,  Nov.  21). 

A machine  designed  to  cool  the  stomach 
in  cases  of  ulcer  has  been  installed  at  the 
Bryan  Memorial  Hospital,  Lincoln.  (Eve- 
ning Journal,  Lincoln). 
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Announcements 

Clinical  Reviews  at  Mayo  Clinic — 

Staff  members  of  the  Mayo  Clinic  and  the 
Mayo  Foundation  for  Medical  Education  and 
Research  will  present  again  this  year  a three- 
day  program  of  lectures  and  discussions  on 
problems  of  current  interest  in  general  medi- 
cine and  surgery. 

The  American  Academy  of  General  Prac- 
tice and  the  College  of  General  Practice  of 
Canada  have  advised  the  Committee  on  Clin- 
ical Reviews  that  Category  I credit  may  be 
obtained  by  members  of  the  American 
Academy  of  General  Practice  or  the  College 
of  General  Practice  of  Canada  attending. 

The  registration  fee  for  this  program  is 

$10. 

The  number  of  physicians  who  can  be  ac- 
commodated is  necessarily  limited.  For  this 
reason  identical  programs  will  be  offered 
two  successive  weeks.  The  program  will 
be  presented  first  on  March  16,  17  and  18 
and  repeated  on  March  23,  24  and  25.  Those 
wishing  to  attend  should  communicate  with 
M.  G.  Brataas,  Mayo  Clinic,  Rochester,  Min- 
nesota, indicating  which  session  they  would 
prefer  to  attend. 

At  University  College  of  Medicine — 

NURSING  PROBLEMS  OF  LABOR 
AND  DELIVERY 
Conkling  Hall  Conference  Room 
January  15,  1964 
Morning 

8:15  Registration,  Conkling  Hall  Lobby 
9:00  Welcome  and  Remarks  — Irma  M.  Kyle, 
RN,  Director,  School  of  Nursing;  J.  Perry 
Tollman,  MD,  Dean,  College  of  Medicine 
9:10  “An  Approach  to  Obstetric  Nursing,”  Suz- 
anne Choiniere,  RN,  Head  Nurse,  Obstetrics 
9:20  “Support  of  the  Patient  in  Labor,”  Grace  K. 
Frandsen,  RN,  Assistant  Professor  of  Nurs- 
ing 

9:45  “Analgesia  and  Anesthesia,”  George  W.  Mor- 
ley,  MD,  Associate  Professor  of  Obstetrics 
and  Gynecology,  University  of  Michigan 
Medical  School 

10:30  Coffee  — School  of  Nursing  Lounge 
10:45  Round  Table  Discussion  — “Analgesia  and 
Anesthesia” 

11:45  Panel  Discussion  — “Conduct  of  Abnormal 
Labor,”  Warren  H.  Pearse,  MD,  Associate 
Professor  and  Chairman,  Department  of  Ob- 
stetrics and  Gynecology;  Robert  H.  Mes- 
ser, MD,  Instructor,  Department  of  Ob- 


stetrics and  Gynecology;  George  W.  Morley, 
MD,  Associate  Professor,  Department  of  Ob- 
stetrics and  Gynecology,  University  of  Michi- 
gan Medical  School 

Afternoon 

12:30  Luncheon  — Conkling  Hall  Lounge  (cost  in- 
cluded in  fee) 

1:30  “Infant  Resuscitation”  — Film  and  Discus- 
sion, John  R.  Jones,  MD,  Professor  of  Anes- 
thesiology 

2:30  Coffee  — School  of  Nursing  Lounge 

3:00  Panel  Discussion  — “Post  Partum  Hemor- 
rhage,” Nursing  and  Medical  Staff 

4:00  Panel  Discussion  — - “Delivery  Room  Emer- 
gencies: Unattended  Delivery,  Breech  De- 
livery, Convulsions,  Cord  Prolapse,”  Nursing 
and  Medical  Staff 

PLEASE  PRE-REGISTER  EARLY  — FEE  $5.00 

OBSTETRICS  AND  GYNECOLOGY 
Conkling  Hall  Conference  Room 
January  16  and  17,  1964 
WARREN  H.  PEARSE,  MD,  Course  Coordinator 

Thursday,  January  16 
8:15  Registration  — Conkling  Hall  Lobby 

9:00  Welcome  — Dr.  J.  Perry  Tollman  and  Dr. 
Warren  H.  Pearse 

9:10  ‘ Newer  Pregnancy  Tests,”  Dr.  Richard  F. 

Mattingly 

9:40  “Prematurity,  The  Obstetrician’s  Dilemma,” 
Dr.  William  J.  McGanity 

10:20  Coffee 

10:45  “Medical  Aspects  of  Pregnancy” 

“Diabetes,”  Dr.  George  W.  Morley 
“Liver  Disease,”  Dr.  Rex  Fischer 
“Venous  Disease,”  Dr.  Paul  E.  Hodgson 
“Syphilis,”  Dr.  Harry  W.  McFadden,  Jr. 
“Immunizations,”  Dr.  J.  Calvin  Davis,  III 

12:30  Luncheon  — Conkling  Hall  Lounge 
1:30  “Dysfunctional  Uterine  Bleeding,”  Dr.  Wil- 
liam J.  McGanity 

2:00  “Progesterone  Therapy,”  Dr.  Richard  F.  Mat- 
tingly 

2:30  Coffee 

2:45  “Management  of  Menopause,”  Dr.  George  W. 
Morley 

3:15  “CPC  — Gynecology,”  The  Guest  Faculty 
Friday,  January  17 

9:00  “Forces  of  Obstetric  Delivery,”  Dr.  Warren 
H.  Pearse 

9:30  “Anesthesia” 

“For  Vaginal  Delivery,”  Dr.  George  W.  Mor- 
ley 

“For  Cesarean  Section,”  Dr.  John  R.  Jones 
Discussion 

10 :45  Coffee 
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11:00  Maternal  Mortality  Conference,  The  Guest 
Faculty 

12:30  Luncheon  — Conkling  Hall  Lounge 

1:30  “Genetic  Gynecology,”  Dr.  William  J.  Mc- 
Ganity 

2:00  “Intersex  Problems,”  Dr.  Richard  F.  Mat- 
tingly 

2:30  Coffee 

2:45  “Diagnostic  Radiology  in  Gynecology” 

“Lymphography,”  Dr.  Richard  F.  Mattingly 
“Phlebography,”  Dr.  Kirk  C.  Le^^^s 
“Hystero-salpingography,”  Dr.  Robert  H. 

Messer 

“Cystourethrography,”  Dr.  Donald  A.  Ritchie 

“Diagnostic  Problems,”  Dr.  Paul  M.  St. 

Aubin  and  Staff 

— Fee  $30.00  — 

Guest  Faculty 

RICHARD  F.  MATTINGLY,  MD  — Professor  and 
Chairman,  Department  of  Obstetrics  and  Gyne- 
cology, Marquette  University  School  of  Medicine 
WILLIAM  J.  McGANITY,  MD  — Professor  and 
Chairman,  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Texas  Medical  Branch,  Gal- 
veston 

GEORGE  W.  MORLEY,  MD  — Associate  Professor 
of  Obstetrics  and  Gynecology,  University  of  Michi- 
gan Medical  School 

College  of  Medicine  Faculty 
J.  CALVIN  DAVIS,  III,  MD  — Instructor  in  In- 
ternal Medicine 

REX  FISCHER,  MD  — Senior  Resident  in  Obstetrics 
and  Gynecology 

PAUL  E.  HODGSON,  MD  — Professor  of  Surgery 
JOHN  R.  JONES,  MD  — Professor  of  Anesthesi- 
ology 

KIRK  C.  LEWIS,  MD  — Senior  Resident  in  Ob- 
stetrics and  Gynecology 

HARRY  W.  McFADDEN,  MD  — Professor  and 
Chairman,  Department  of  Microbiology 
ROBERT  H.  MESSER,  MD  — Instructor  of  Ob- 
stetrics and  Gynecology 

WARREN  H.  PE  ARSE,  MD  — Associate  Professor 
and  Chairman,  Department  of  Obstetrics  and 
Gynecology;  Assistant  Dean 
DONALD  A.  RITCHIE,  MD,  Assistant  Instructor  of 
Obstetrics  and  Gynecology 
PAUL  M.  ST.  AUBIN,  MD  — Professor  and  Chaii'- 
man.  Department  of  Radiology 

Next  Course  — ATHEROSCLEROSIS  AND 
PERIPHERAL  VASCULAR  DISEASE  — 
February  10  and  11 

Blood  Transfusion  “Standards”  Revised, 

Expanded  in  New  EMition — 

A revised  and  expanded  edition  of  “Stand- 
ards for  a Blood  Transfusion  Service,”  the 
fourth  to  appear,  has  just  been  published  by 
the  American  Association  of  Blood  Banks. 


A Spanish  language  translation  of  the  new 
edition  will  be  available  shortly.  The  work 
details  the  Association’s  requirements  for 
accreditation  of  hospital  and  community 
blood  banks.  The  recommended  standards 
have  been  accepted  by  other  organizations  in 
the  field. 

This  represents  a continuing  evaluation  of 
transfusion  services,  formerly  a joint  venture 
of  the  Association  and  the  now  dissolved 
Joint  Blood  Council.  The  Association  will 
continue  through  this  publication  to  assist 
transfusion  services  in  raising  and  main- 
taining their  medical  and  technical  stand- 
ards. 

Mark  Falcon  Losses,  MD,  of  Brookline, 
Mass.,  Chairman  of  the  Association’s  nine- 
physician  Committee  on  Standards  respon- 
sible for  the  edition,  reports  the  greatest 
expansion  in  the  requirements  for  prepara- 
tion of  blood  components.  These  include 
fresh  frozen  plasma  for  hemophiliac  pa- 
tients (“bleeders”),  stored  liquid  plasma  for 
treatment  of  shock  and  severely  burned  pa- 
tients and  packed  cells  to  correct  anemias. 
The  current  trend  in  transfusion  therapy, 
says  Dr.  Lesses,  is  to  administer  fractions 
or  components  of  whole  blood  whenever  pos- 
sible. By  giving  only  those  portions  of  blood 
needed  by  the  patient,  treatment  is  more  spe- 
cific and  the  subdivided  blood  can  be  used 
for  other  patients.  Blood  from  a single  dona- 
tion may  thus  be  able  to  benefit  two  or  even 
three  patients. 

The  publication  has  been  expanded  to  in- 
clude a section  on  Plasmapheresis.  This  is 
a procedure  in  which  whole  blood  is  removed 
from  the  donor,  the  plasma  separated  by 
centrifugation,  the  resulant  packed  red  blood 
cells  transfused  back  into  the  donor  (auto- 
transfusion), and  the  plasma  utilized  for 
transfusion  purposes. 

This  new  edition  also  places  great  em- 
phasis on  protection  of  the  donor,  increased 
evaluation  of  the  donor  by  qualified  physi- 
cians and  makes  a very  determined  effort 
to  exclude  possible  donors  who  may  be  car- 
riers of  viral  hepatitis,  such  as  those  who  are 
addicted  to  alcohol  and  narcotics.  There  are, 
also,  new  and  rigid  requirements  decribing 
the  conditions  under  which  group  0 blood 


36 


Nebraska  S.  M.  J. 


may  be  used  in  recipients  of  other  blood 
groups  designed  to  discourage  its  promiscu- 
ous use. 

In  addition,  all  sections  have  been  re- 
viewed and  represent  guiding  principles  for 
collection,  processing,  storage  and  adminis- 
tration of  whole  blood  and  its  components. 

Copies  are  available  from  the  American 
Association  of  Blood  Banks,  30  North  Mich- 
igan Avenue,  Chicago  2,  Illinois. 

Cardiology  Program — 

A nine  month  tutorial  program  in  Car- 
diology, September  15,  1964  to  June  15,  1965, 
will  be  offered  by  the  Institute  for  Cardio 
Pulmonary  Diseases,  Scripps  Clinic  and  Re- 
search Foundation,  La  Jolla,  California.  This 
will  be  an  intensive  program  covering  the 
field  of  cardiovascular  diseases  and  is  espe- 
cially designed  for  the  physician  in  private 
practice  who  wants  a year  of  organized  in- 
struction with  freedom  from  direct  patient 
responsibility.  For  details,  write:  E.  Grey 
Dimond,  MD,  Institute  for  CardioPulmonary 
Diseases,  Scripps  Clinic  and  Research  Foun- 
dation, La  Jolla,  California. 

Grants  for  Study  of  Aging — 

The  renewal  of  three  $1800  awards  to 
stimulate  more  extensive  study  of  the  medi- 
cal problems  of  the  aging  and  aged  and  a 
Continuation  Grant  for  the  best  report  of 
research  done  on  the  subject  were  announced 
December  4,  by  the  American  Geriatrics 
Society. 

The  grants  for  study  known  as  the  Lederle 
Residency  Supplements,  will  be  used  to  aug- 
ment the  salaries  paid  to  resident  physicians 
while  they  continue  their  medical  education. 
Funds  are  donated  by  Lederle  Laboratories, 
pharmaceuticals  division  of  American 
Cyanamid  Company.  The  grants,  which  were 
inaugurated  in  1962,  will  cover  a one-year 
period  from  July,  1964,  to  June,  1965. 

The  winner  of  the  $1800  Continuation 
Grant  will  be  chosen  from  among  the  three 
winners  of  the  Lederle  award  for  the  previ- 
ous year.  It  will  also  cover  a one-year 
period. 

Dr.  E.  David  Sherman,  president  of  the 


AGS,  said  that  the  great  strides  medical 
science  has  made  in  extending  the  life  ex- 
pectancy of  modern  man  now  necessitates  a 
better  understanding  of  the  medical  prob- 
lems and  treatment  of  our  older  people.  He 
pointed  out  that,  because  of  their  years  of 
experience,  these  people  have  a significant 
contribution  to  make  if  they  can  be  healthy 
and  useful. 

Application  for  the  Lederle  Residency  Sup- 
plements should  be  addressed  to  the  Chair- 
man, Residents  and  Interns  Committee, 
American  Geriatrics  Society,  10  Columbus 
Circle,  New  York  19,  New  York.  Deadline 
for  applications  is  May  1,  1964. 

Announcement  of  the  grantees  will  be 
made  at  the  Society’s  anual  meeting  in  San 
Francisco  in  June. 

Announcement  of  New  Publication — 

Calibration  and  Test  Services  of  the  Na- 
tional Bureau  of  Standards,  NBS  Miscellane- 
ous Publication  250,  November  22,  1963; 
103  pages;  70  cents.  (Order  from  the  Su- 
perintendent of  Documents,  U.  S.  Govern- 
ment Printing  Office,  Washington,  D.C. 
20402). 

This  publication  is  a listing  of  the  nu- 
merous calibration  and  testing  services 
provided  to  science  and  industry  by  the  Na- 
tional Bureau  of  Standards. 

The  Bureau  promotes  accuracy  and  uni- 
formity of  measurement  through  its  pro- 
gram of  measurement  services,  including  the 
calibration  and  testing  of  standards  and 
standard  instruments.  An  up-to-date  list- 
ing of  the  Bureau’s  calibration  and  test  fee 
schedules  was  printed  in  recent  issues  of  the 
Federal  Register,  with  a large  proportion 
of  the  fees  being  changed  at  that  time.  Mis- 
cellaneous Publication  250  contains  all  of  this 
material,  but  in  larger,  more  legible  type, 
and  fully  indexed. 

Besides  listing  all  NBS  calibration  services 
and  their  cost,  the  publication  includes  a 
statement  of  the  Bureau’s  statutory  func- 
tions, testing  policy,  and  routine  for  se- 
curing the  Bureau’s  calibration  and  test 
services  — from  original  request  to  the  re- 
porting and  use  of  test  results. 


January,  1964 


37 


News  and  Views 

Nebraska  Offers  Graduate  Program  in 
Obstetrics  and  Gynecology — 

From  the  ACOG  Newsletter  for  Novem- 
ber, 1963,  we  note  that  a Graduate  Training 
Program  in  Obstetrics  and  Gynecology  is  be- 
ing considered  for  the  year  beginning  July 
1,  1964  and  thereafter  at  the  University  of 
Nebraska  College  of  Medicine.  Pre  and 
Post-doctoral  Fellows  are  eligible,  as  are 
medical  school  graduates  interested  in  either 
investigative  of  clinically  combined  educa- 
tion. 

Candidates  from  Nebraska  for  fellowship 
in  the  American  College  of  Obstetricians  and 
Gynecologists  are:  Roger  S.  Jernstrom, 

MD,  and  Robert  H.  Messer,  MD,  both  of 
Omaha. 

Drs.  Eugene  A.  Merecki  and  George  W. 
Orr,  of  Omaha,  are  candidates  for  Junior 
Fellowship  in  the  American  College  of  Ob- 
stetricians and  Gynecologists. 

Chiropractors  in  New  York  State — 

Under  the  title,  “The  Chickens  Are  Com- 
ing Home  to  Roost,”  (New  York  State  J. 
Med  Nov.  15,  1963),  the  sorry  plight  of  the 
chiropractors  is  related.  It  seems  that,  for 
the  first  time,  these  practitioners  are  being 
licensed  in  New  York  State,  and  the  State 
Education  Department  declares  they  cannot 
call  themselves  “doctors.”  What  they  may 
call  themselves  has  not  been  disclosed ; what 
the  local  doctors  of  medicine  might  call  them 
them  was  disclosed  in  some  of  the  releases 
when  the  legislature  was  debating  the  ques- 
tion of  licensing  them.  The  writer  of  the 
editorial  compares  the  situation  with  the 
medieval  argument  about  how  many  angels 
could  balance  themselves  on  the  head  of  a 
pin.  He  says  the  Pandora’s  box  opened  in 
Albany  will  require  the  law-enforcers  to  have 
“the  wisdom  of  Solomon,  the  tortuosity  of 
Machiavelli,  and  the  sensitivity  of  a coela- 
canth.” 

Napan  Plans  for  Many  “Half-Way”  Houses — 

Plans  for  six  halfway  houses  in  four  ma- 
jor American  cities  that  will  help  drug  ad- 
dicts who  have  been  detoxofied  and  released 


from  the  hospital  or  prison  in  making  a suc- 
cessful transition  to  normal  living  and  in 
avoiding  relapse,  were  announced  recently  in 
New  York  City  by  NAPAN,  The  National 
Association  for  the  Prevention  of  Addiction 
to  Narcotics. 

Frank  D.  O’Conor,  Queens  County 
(N.Y.)  District  Attorney  and  Natinoal  Cam- 
paign Chairman  of  Napan,  discussed  the 
project  at  a news  conference  at  the  Hotel 
Astor.  He  said  that  with  funds  raised  dur- 
ing its  current  campaign  for  $1,000,000,  the 
organization  planned  to  help  finance  the 
establishment  or  operation  of  the  six  half- 
way houses  in  the  four  cities  where  most  of 
the  nation’s  narcotic  addicts  are  located  — 
New  York,  Chicago,  Detroit  and  Los  Angeles. 

“There  is  a tremendous  need  for  such 
places  and  yet  there  are  very  few  of  them 
in  existence  anywhere  in  this  country,”  Mr. 
O’Connor  asserted. 

Mr.  O’Connor,  who  was  joined  in  mak- 
ing the  announcement  by  Nathan  Straus  III, 
President  of  NAPAN,  pointed  out  that  what 
addicts  need  most  when  they  are  released 
form  a hospital  — or  prison  — are  food, 
clothing,  shelter  and  a job. 

Harlem,  for  example,  desperately  needs 
not  one  but  several  halfway  houses,  accord- 
ing to  the  Reverend  Dempsey,  who  points  out 
that  many  drug  addicts  have  no  place  to  go 
after  they  are  released  from  the  hospital  or 
jail  — they  have  no  homes,  no  jobs,  no 
money.  He  notes  that  a large  number  are 
compelled  to  live  in  the  streets,  where  they 
are  reexposed  to  the  influences  that  caused 
them  to  become  addicts  in  the  first  place. 

Among  the  questions  for  which  answers 
will  be  sought  are:  How  much  psychiatric 
treatment,  if  any,  does  the  average  addict 
need?  Should  a halfway  house  program  in- 
clude vocational  training  and  counseling? 
Is  there  any  value  in  establishing  a sheltered 
workshop  for  addicts?  Should  a halfway 
house  accept  only  voluntary  applicants  or 
should  some  of  those  admitted  be  parolees 
or  probationers  ? How  much  guidance 
should  there  be  in  the  halfway  house?  How 
much  outright  authority? 
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What  Does  It  Matter  So  Long  As  They 
Have  Social  Securnty  Medical  Care?  — 

Rochester,  N.Y.,  Dec.  2 — An  internation- 
al fire  protection  authority  charged  today 
that  thousands  of  helpless  old  people  in  this 
country  are  living  in  homes  and  buildings 
that  are  “little  better  than  firetraps.” 

“Measures  to  protect  the  lives  of  the  elder- 
ly from  the  hazards  of  fire  are  almost  com- 
pletely lacking  in  scores  of  nursing  homes 
and  other  housing  for  the  aged,”  declared 
Percy  Bugbee,  general  manager  of  the  Na- 
tional Fire  Protection  Association. 

Only  “public  indifference  to  the  safety  of 
helpless  old  people”  can  explain  the  exist- 
ence of  such  conditions,  Bugbee  declared. 

He  cited  as  the  two  most  recent  examples 
of  failure  to  provide  adequate  safeguards  the 
November  23  tragedy  at  the  Golden  Age 
Nursing  Home  in  Fitchville,  Ohio,  in  which 
63  of  84  occupants  died,  and  the  Surfside 
Hotel  fire  in  Atlantic  City  on  November  18, 
where  24  elderly  people  were  killed. 

“A  businessman  wouldn’t  risk  storing 
valuable  merchandise  in  some  of  these  build- 
ings. Yet  feeble  old  people  who  are  totally 
unable  to  help  themselves  in  a fire  emer- 
gency are  permitted  to  live  in  them.” 

Bugbee  added  that  “six  years  ago  the  Na- 
tional Fire  Protection  Association  said  that 
homes  for  the  aged  were  in  the  unenviable 
position  of  first  on  the  list  of  unsafe  places 
to  live.  This  is  still  true  today,  in  spite  of 
all  the  programs  and  plans  to  provide  for 
the  growing  numbers  of  the  elderly  in  our 
population.” 

Only  the  interest  of  an  aroused  public  and 
action  by  responsible  authorities  can  bring 
an  end  to  the  present  situation,  declared 
Bugbee. 

NSPB  Position  Statement  on  Safety  Eyewear 
For  Non-Industrial  Use — 

The  National  Society  for  the  Prevention  of 
Blindness  recommends  that  safety  lenses  of 
shatter-resistant  glass  or  plastic  be  used  in 
spectacles,  especially  for  children;  students; 
persons  with  impaired  eyesight,  particularly 
those  with  sight  in  only  one  eye;  and  bj^ 


those  engaging  in  pursuits,  sports,  or  hobbies 
which  involve  hazards  to  vision. 

This  recommendation  is  based  upon  thou- 
sands of  case  histories  of  eyesight  saved  by 
safety  lenses,  and  is  fortified  further  by  over 
a quarter-century  of  proved  industrial  usage 
of  such  lenses. 


S.  S.  Hope  Arrives  in  Ecuador — 

Guayaquil,  Ecuador,  Dec.  2 — The  teach- 
ing-training hospital  ship  S.  S.  HOPE  to- 
day dropped  anchor  in  the  Guayas  River 
marking  the  start  of  her  10-month  medical 
mission  to  Ecuador. 

Aboard  were  85  doctors,  nurses  and  para- 
medical personnel,  including  a Protestant 
minister  and  a Catholic  priest,  representing 
twenty-one  of  the  United  States,  the  Dis- 
trict of  Columbia  and  Canada.  This  group 
comprising  the  permanent  staff  of  the  ship, 
will  be  augmented  by  rotating  teams  of  ap- 
proximately 30  physicians  and  dentists  who 
will  serve  for  periods  of  two  months  until 
replaced  by  newly  appointed  rotators.  Seven 
first  team  rotators  went  aboard  in  New  York 
on  November  20,  and  were  met  today  by  the 
remaining  physicians  and  dentists  in  Guay- 
aquil. 

Also  on  board  to  welcome  the  ship’s  staff 
was  Dr.  William  B.  Walsh,  Founder  and 
President  of  Project  HOPE. 

In  Ecuador  HOPE  will  be  working  directly 
with  a central  committee  in  Guayaquil  spear- 
headed by  Dr.  Francisco  Rizo-Velesco  and 
Dr.  Jose  Ramirez-Duenas.  Other  advisors 
are  Mr.  Harold  Conger  and  Sr.  Jaime  Pro- 
ano.  Heading  the  regional  committee  in 
Quito  is  Dr.  Carlos  Andrade  Marin  and  Dr. 
Leoncio  Cordero  and  Dr.  Jose  Gustavo  Ca- 
brera. 

HOPE’S  medical  personnel  will  teach  and 
train  the  Ecuadorian  medical  representatives 
through  the  counterpart  system.  Every 
member  of  HOPE’S  medical  corps  works  with 
one  or  more  of  these  counterparts,  instruct- 
ing them  in  American  techniques,  methods 
and  procedures,  thus  establishing  a legacy 
of  learning  which  remains  long  after  the  ship 
departs. 
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Nearly  2,000  medical  and  technical  per- 
sonnel have  been  trained  in  Indonesia,  South 
Viet  Nam,  and  Peru  by  the  HOPE  staff. 

Over  4,000  major  operations  have  been 
performed  aboard  the  vessel  and  nearly  half 
a million  people  have  been  examined  and 
immunized  by  HOPE  personnel  on  the  ship 
and  at  out-patient  clinics  established  ashore 
and  inland. 

Being  both  a hospital  and  a ship,  the  S.  S. 
HOPE  has  navigation  and  supply  needs  for 
which  Grace  Line,  Inc.,  acts  as  operating 
agent. 

Project  HOPE,  principal  activity  of  the 
People-to-People  Health  Foundation,  Inc., 
is  a non-profit  organization  founded  in  1958 
by  Dr.  Walsh,  to  bring  medical  teaching  to 
peoples  of  newly-emerging  nations.  Over 
600  members  of  the  medical  profession  have 
served  aboard  the  ship  to  date,  many  of 
whom  serve  without  financial  remuneration 
of  any  kind. 

On  the  eve  of  this  newest  mission  to  Ecua- 
dor, Project  HOPE  announced  that  the  Re- 
public of  Guinea  has  invited  the  S.  S.  HOPE 
to  visit  there  next  year. 


Blood  Separation  Demonstrated  to 
International  Scientists — 

A process  of  obtaining  large  quantities  of 
blood  from  relatively  few  donors  was  demon- 
strated on  December  7 before  more  than  150 
world  authorities  on  hemophilia  in  Washing- 
ton, D.C. 

A feature  of  a two-day  International  Sym- 
posium on  Hemophilia  held  under  the  aus- 
pices of  the  National  Hemophilia  Founda- 
tion, the  demonstration  is  called  plasma- 
pheresis, a process  making  possible  as  much 
as  a quart  of  plasma  per  week  from  a single 
donor. 

With  the  plasmapheresis  process,  s i x 
donors  can  donate  a total  of  26 1/?  liters  of 
plasma,  whereas  it  would  require  106  donors 
using  currently  practiced  procedures  of  ob- 
taining plasma. 


News  From  Our  Medical  Schools 

Creighton  Doctors  Elected  to  Offices  in 
Nebraska  Society  for  Neurology  and  Psychiatry — 

Two  members  of  the  Creighton  University 
medical  faculty  have  been  elected  officers  of 
the  Nebraska  Society  for  Neurology  and  Psy- 
chiatry. 

Dr.  Kenneth  G.  Muehlig,  Assistant  Pro- 
fessor of  Psychiatry  and  Neurologj",  was 
elected  vice  president  and  Dr.  William  F. 
Giles,  Jr.,  Instructor  in  Psychiatry  and  Neu- 
rology’, is  secretary -treasurer. 

Dr.  Giles  is  a 1955  graduate  of  the  Creigh- 
ton University  School  of  Medicine. 

Family  Day  at  University  of 
Nebraska  College  of  Medicine — 

Approximately  300  people  attended  the 
eighth  annual  Family  Day  at  the  University 
of  Nebraska  College  of  Medicine,  Sunday, 
Nov.  17.  Parents,  families  and  friends  of 
medical,  nursing  and  technology  students, 
in  addition  to  several  dignitaries,  toured  the 
College’s  facilities,  visited  with  faculty,  and 
in  general,  participated  in  a program  special- 
ly planned  for  them. 

Family  Day,  sponsored  by  the  All-Campus 
Student  Council,  features  a Clinical  Patho- 
logical Conference,  tours,  special  exhibits 
and  displays,  plus  social  hours  where  they 
will  be  officially  welcomed  to  the  campus  by 
the  dean  of  the  College,  Dr.  J.  Perry  Tollman. 


Human  Interest  Tales 

Doctor  Duane  F.  Mabeus  has  arrived  in 
Orchard  and  opened  his  practice. 

Doctor  A.  E.  Mailliard,  Osmond,  has  been 
appointed  county  coroner  for  Pierce  Coun- 
ty- 

Doctor  G.  William  LeWorthy,  Lincoln, 
spoke  at  an  October  meeting  of  the  Lincoln 
Optimist  Club. 

Doctor  Robert  T.  Takenaga,  North  Platte, 
has  been  appointed  Lincoln  County  Coro- 
ner’s Physician. 

Doctor  J.  H.  Dunlap,  Norfolk,  spoke  at  a 


40 


Nebraska  S.  M.  J. 


November  meeting  of  the  Tops  Trimettes 
Club  of  Norfolk. 

Doctor  J.  T.  Williams,  Lincoln,  spoke  be- 
fore the  Lancaster  Society  of  Medical  Tech- 
nologists in  November. 

Doctor  Robert  Burns,  Columbus,  spoke 
on  radiology  at  the  October  meeting  of  St. 
Mary’s  Hospital  Auxiliary. 

Doctor  Paul  Hodgson,  Omaha,  addressed 
the  Northwest  Nebraska  Medical  Society  at 
its  November  meeting  in  Chadron. 

Doctors  Donald  J.  Larson  and  Wesley  C. 
Tomhave,  both  of  Lincoln,  are  new  mem- 
bers of  the  Nebraska  State  Medical  Associa- 
tion. 

Doctor  Richard  J.  Schain,  Omaha,  has 
been  awarded  a grant  from  the  National 
Institute  of  Neurological  Diseases  and  Blind- 
ness. 

Doctor  Harold  G.  Smith,  Jr.,  is  prac- 
ticing general  medicine  and  surgery  as  an 
associate  of  Doctor  James  E.  Bridges  in 
Fremont. 

Doctors  E.  F.  Leininger  and  Roger  Mason, 
McCook,  spoke  on  cancer  at  an  area  meeting 
of  Altar  Societies  at  St.  Patrick’s  Church  in 
November. 

Doctor  Paul  J.  Maxwell,  Lincoln,  was  elect- 
ed president-elect  of  the  North  Central 
Medical  Conference  at  a November  meeting 
in  Minneapolis. 

Doctor  Richard  B.  Wilson,  U of  N College 
of  Medicine,  received  a grant  of  $11,253  for 
the  purpose  of  studying  skin  cancer  with  the 
electron  microscope. 

Doctor  Denham  Harman,  professor  of  bio- 
chemistry at  the  U of  N College  of  Medicine, 
attended  the  annual  Gerontology  meeting  in 
Boston,  November  6-9. 

Doctor  G.  William  LeWorthy,  Lincoln, 
spoke  at  the  fall  teachers-parents  meeting 
held  at  the  Southwest  Community  Center  in 
Lincoln,  during  November. 

Doctor  Robert  Gillespie,  Lincoln,  was 
elected  one  of  Nebraska’s  members  of  the 
American  Association  for  Surgery  of  Trau- 
ma in  San  Francisco,  during  November. 


Doctor  H.  A.  McConahay,  Holdrege,  as  re- 
tiring president  of  the  Nebraska  Heart  As- 
sociation, received  the  association’s  distin- 
guished service  medallion  at  an  October 
meeting. 

Doctor  Robert  P.  Heaney,  Omaha,  has 
been  named  as  a consultant  to  the  Space 
Medicine  Branch  of  the  National  Aeronau- 
tics and  Space  Agency  Manned  Spaceci-aft 
Center,  of  Houston. 

Doctor  Warren  H.  Pearse,  Omaha,  has 
been  appointed  Assistant  Dean  in  charge  of 
curriculum  development  and  general  educa- 
tional administration,  at  the  University  of 
Nebraska  College  of  Medicine. 

Doctors  George  E.  Stafford,  Lincoln,  and 
Donald  C.  Nilsson,  Omaha,  are  two  of  the 
“co-authors”  of  the  new  book,  “The  Allergic 
Child”  which  is  reviewed  in  this  issue  of  the 
Journal  in  the  section  “Books.” 

Doctor  Harold  C.  Smith,  formerly  a Flight 
Surgeon  in  the  Air  Force,  recently  complet- 
ed a residency  in  Costa  County  Hospital, 
Martinez,  Calif.,  and  has  joined  Dr.  Harold 
G.  Smith  in  Fremont,  as  an  associate  in 
in  practice. 

Doctors  Mary  Jo  Henn,  assistant  profes- 
sor of  internal  medicine  and  Warren  H. 
Pearse,  associate  professor  and  chairman  of 
the  department  of  obstetrics  and  gynecology 
at  the  University  of  Nebraska  College  of 
Medicine,  have  been  appointed  assistant 
deans. 

Doctors  Max  Raines  and  Robert  Getty, 
North  Platte,  were  guest  speakers  at  the 
October  meeting  of  the  Dawson  County 
Medical  Society,  as  well  as  Mrs.  Robert 
Getty  who  explained  the  basic  differences 
between  insurance  and  social  security  to  the 
group. 

Doctor  Charles  R.  Ashby,  Geneva,  was 
honored  as  president-elect  of  the  Nebraska 
Chapter,  American  Academy  of  General 
Practice,  by  the  Lincoln  Sowers  Club  at  a 
November  Meeting  in  Geneva.  Doctor  R.  E. 
Garlinghouse,  president-elect  of  the  Ne- 
braska State  Medical  Association  also  spoke 
on  the  program. 

Doctor  Robert  W.  Gillespie,  Lincoln,  chair- 
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man  of  the  Nebraska  Committee  on  Trauma, 
is  the  author  of  an  article,  “To  Protect  a 
State  From  Tetanus,”  published  in  the  No- 
vember-December  issue  of  the  Bulletin  of  the 
American  College  of  Surgeons.  The  article 
describes  the  campaign  against  tetanus 
staged  in  Nebraska  under  the  direction  of 
the  Trauma  Committee,  and  gives  the  pre- 
liminary return  on  the  results. 


Deaths 

WILHELMJ  — Charles  M.  Wilhelmj,  MD 
— A graduate  of  St.  Louis  University  School 
of  Medicine,  Dr.  Wilhelmj  was  Professor  of 
Physiology  and  Pharmacology  at  The 
Creighton  University  School  of  Medicine 
from  1930  until  his  death  at  the  age  of 
66,  November  25,  1963.  He  was  Chairman 
of  this  department  from  1930  until  1939. 
He  was  Dean  of  the  School  of  Medicine  from 
1939  to  1948.  He  was  the  author  of  many 
publications  descriptive  of  his  research  on 
gastric  physiology  and  on  hypertension. 


Woman's  Auxiliary 

Lancaster  County — 

The  Lancaster  County  Medical  Auxiliary 
met  for  its  November  meeting  at  the  home 
of  Mrs.  John  Baldwin.  Mrs.  R.  E.  Gar- 
linghouse  and  I\Irs.  Frank  Tanner  were  co- 
chairmen.  Mrs.  R.  B.  Rundquist,  state  presi- 
dent, was  an  honored  guest.  Mrs.  Richard 
Duxbury  sang  several  selections. 

Under  the  chairmanship  of  Mrs.  Samuel 
P'uenning  and  Mrs.  IM.  J.  Epp,  the  Para- 
medical Careers  Recruitment  program  was 
held  at  the  St.  Elizabeth  Hospital  Nurses 
Home,  October  30.  Local  high  school  girls 
interested  in  a paramedical  career  were 
guests. 

A benefit  bridge  and  bake  sale  was  held 
November  14th  at  the  Lincoln  General  Hos- 
pital Nurses  Home.  Mrs.  H.  L.  Papenfuss, 
Mrs.  Keay  Hachiya  and  Mrs.  W.  J.  Jarvis 
served  as  chaii-men  at  this  annual  event. 
There  were  35  tables  of  l)ridge  players  and 
the  i-esponse  of  donations  and  contributions 
was  gratifying.  The  proceeds  will  be  given 


to  the  A.M.A.-E.R.F.  and  N.M.F.,  and  to  the 
Floyd  Rogers  Camp. 


Tri-County  Medical  Auxiliary — 

Members  of  Tri-County  Medical  Auxiliary 
were  entertained  Tuesday,  October  22nd,  at 
the  home  of  Mrs.  Alton  Merrick  at  the 
group’s  annual  autumn  tea.  Mrs.  Harry 
Jakeman  and  Mrs.  D.  B.  Wengert  were  co- 
hostesses. Mrs.  Alexander  Harvey  is  the 
Auxiliary  President.  Mrs.  R.  B.  Rundquist, 
State  President,  was  a special  guest,  as  was 
Mrs.  William  McFadden,  State  Chairman  for 
the  American  Medical  Association  Educa- 
tion Research  Foundation,  and  Mrs.  James 
Donelan  of  Omaha,  who  spoke  on  the  Ne- 
braska Medical  Foundation. 


Dawson  County  Medical  Auxiliary — 

The  Dawson  County  Medical  Auxiliary 
met  Friday,  November  8 with  Mrs.  V.  D. 
Norall.  The  business  meeting,  under  the 
direction  of  Mrs.  Dean  A.  McGee,  president, 
included  the  renewal  of  Miss  Janet  Hock’s 
nurse’s  scholarship.  Mrs.  S.  H.  Perry,  Goth- 
enburg, the  state  legislative  chairman,  re- 
ported on  developments  in  the  medical  care 
for  the  aged  bills. 

Those  attending  the  meeting  were  the 
Mesdames  Perry,  B.  W.  Pyle,  Gothenburg; 
Dean  A.  Gilg,  Overton ; Charles  Sheets, 
Charles  Hranac,  J.  V.  Scholz,  R.  A.  Sitorius, 
0.  P.  Rosenau,  Cozad;  Ray  Wycoff,  P.  B. 
Olsson,  E.  A.  Watson,  Jerry  Haskin  and  Wm. 
B.  Long. 


Know  Your 
Blue  Shield  Plan 


The  Service  Benefit  Concept — After 
Twenty  Years — 

“Do  you  think  the  Doctors  will  support 

itV’ 

“How  will  we  finance  it?” 

“If  the  insurance  industry  considers  it 
actuarially  unsound,  how  can  the 
medical  jn-ofession  hope  to  succeed  ?” 

Tlie  subject  . . . Blue  Shield. 
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These  questions  were  being  raised  within 
medical  circles  only  twenty  short  years  ago, 
as  practitioners  struggled  for  an  affirma- 
tive answer  to  the  problem  of  financing  med- 
ical care  for  their  patients  within  the  frame- 
work of  our  free  enterprise  system.  They 
have  been  answered  in  a positive,  dynamic 
manner,  as  befits  the  fierce  independence  of 
a great  and  pioneering  profession.  Yes,  the 
doctors  support  it  . . . over  120,000  nation- 
ally. “We  will  finance  it  ourselves’’  . . . and 
they  did.  It  succeeded  . . . because  it  had 
to  . . . because  National  Health  Insurance 
was  more  than  a planner’s  dream  ...  be- 
cause the  challenge  had  to  be  met. 

Twenty  years  later,  over  52  million  Ameri- 
cans belong  to  Blue  Shield.  In  1962  they 
received  approximately  one  billion  dollars 
from  Blue  Shield  for  medical  services  ren- 
dered. Blue  Shield  counts  within  its  mem- 
bership such  firms  as  General  Motors,  Ford 
Motors,  DuPont,  and  more  recently  North- 
western Bell  Telephone  Company,  Western 
Electric,  Boys  Town  and  the  Long  Lines  De- 
partment of  American  Telephone  and  Tele- 
graph Company.  When  offered  a choice 
between  thirty  - eight  prepayment  carriers 
in  1959,  well  over  50  per  cent  of  all  federal 
employees  who  enrolled  selected  Blue  Shield. 

Blue  Shield  has  been  a success.  More  im- 
portant, why  has  it  succeeded?  What  are 
the  ingredients  which  the  medical  profession 
have  compounded  into  the  most  widely  ac- 
cepted voluntary  prepayment  mechanism  in 
the  country? 

Blue  Shield  employs  normally  accepted 
underwriting  procedures.  It  works  through 
salesmen  who  are  oriented  and  trained  to  rep- 
resent its  sponsoring  profession.  It  has 
adopted  regular  rating  techniques  in  com- 
petition with  other  prepayment  agencies. 
Its  internal  affairs  are  highly  mechanized  in 
order  to  maintain  the  lowest  possible  over- 
head consistent  with  effective  administra- 
tion. Its  policies  are  determined  by  a med- 
ically oriented  Board  of  Directors  represent- 
ing almost  all  specialty  groups.  It  invests 
its  assets  prudently  in  order  to  realize  the 
highest  possible  return  consistent  with  con- 
servative investment  policies. 

All  of  these  are  important.  However,  if 


these  were  the  only  ingredients.  Blue  Shield 
would  not  have  the  nationwide  acceptance 
it  has  today. 

In  every  worthwhile  endeavor  there  must 
be  the  element  of  sacrifice  ...  a part  of 
ourselves  so  to  speak.  In  Blue  Shield  we 
call  this  “Service  Benefits’’  . . . the  writ- 
ten guarantee  by  the  practicing  physician 
that  the  fee  established  in  the  agreement 
purchased  by  the  patient  will  constitute  full 
payment  for  covered  services  rendered  when 
within  the  income  limits  established.  Service- 
benefits  is  more  than  a concept.  It  is  the 
physician’s  warranty  to  his  patients  that 
their  ability  to  pay  for  health  care  will  be 
neither  inhibited  nor  foreclosed  by  eco- 
nomic factors  over  which  they  have  no  con- 
trol. It  is  this  principle  alone  which  makes 
Blue  Shield  . . . Blue  Shield.  It  is  this  prin- 
ciple alone  which  makes  the  physician  an 
actual  partner  with  his  patient  in  their  eco- 
nomic regard,  one  for  the  other.  It  is  this 
principle  alone  which  makes  Blue  Shield 
such  a potent  deterrent  to  public  apathy  to- 
wards the  physician’s  concern  for  the  free 
practice  of  medicine.  As  Blue  Shield  cele- 
brates its  20th  anniversary,  it  extends  its 
heartiest  congratulations  to  the  Nebraska 
Physicians  who  actively  participate  in  its 
program  ...  in  your  program. 

Our  task  in  the  years  to  come  must  be 
directed  towards  a better  public  under- 
standing of  the  service  benefit  concept  and 
thus  a better  acceptance  of  the  medical  pro- 
fession’s forthright  and  positive  answer  to 
third  party  control  of  your  practice. 


“THE  MARCH  OF  DIMES” 

(Continued  from  page  2) 

ment  will  control  what  it  subsidizes  will  al- 
ways apply.  The  glutting  of  universities  by 
grants  has  been  termed  “forced  feeding.” 
It  is  said  that  good  investigators  have  be- 
come so  bogged  down  directing  the  use  of  this 
money  that  they  have  no  time  to  investigate 
or  even  to  think.  Some  universities  have 
become  so  dependent  upon  this  free(?) 
money  that  they  dai’e  not  refuse  it.  Parkin- 
son’s Law  for  Medical  Research  on  this  point 
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is  that  successful  research  attracts  the  big- 
ger grants  which  makes  further  research 
impossible. 

Lack  of  space  prevents  the  more  convinc- 
ing pursuit  of  this  subject,  but  one  conclu- 
sion seems  justified,  namely,  quantity  of  re- 
search will  be  exchanged  for  quality  of 
resrdts.  As  in  other  fields,  physicians 
should  support  individual,  independent  ef- 
fort as  exemplified  by  The  Foundation  and 
resist  further  governmental  intrusion  so  far 
as  we  can. 


BLUE  CROSS  - BLUE  SHIELD  AND 
THE  KERR-MILLS  LAW 

Only  a few  years  ago  the  suggestion  that 
old  age  assistance  for  medical  care  could  be 
accomplished  by  the  state  through  Blue 
Cross-Blue  Shield  was  met  by  lifted  eye 
brow.  Much  has  been  learned  through  ex- 
perience and  necessity  since  that  time.  Im- 
plementation of  the  Kerr-Mills  Law  can  be 
accomplished  through  the  mechanism  of  Blue 
Cross-Blue  Shield.  This  has  been  shown  con- 
clusively by  the  Blues  of  Texas. 

In  Texas,  Blue  Cross-Blue  Shield  guaran- 
teed the  state  that  it  could  handle  the  pro- 
gram for  not  more  than  three  per  cent  of 
the  total  premium.  Actually,  they  have  done 
this  job  at  a smaller  administrative  cost  — 
two  and  one-half  per  cent.  The  state  pays 
a premium  of  $8.68  for  policies  covering 
recipients  of  old  age  assistance  — about 
260,000  persons.  More  than  83,000  of  these 
were  hospitalized  under  the  plan  last  year. 
The  patients  have  enjoyed  receiving  treat- 
ment from  doctors  of  their  own  choice,  and 
most  of  the  doctors  have  reduced  their  fees 
so  that  Blue  Cross-Blue  Shield  covers  the 
entire  bill  for  their  services  to  these  citizens. 

This  exploration  by  the  Blues  of  Texas 
seems  like  an  admirable  demonstration  of 
another  effective  deterrent  to  state  medicine. 

NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 


TUBERCULOSIS  ABSTRACTS 

FATAL  CHRONIC  BRONCHITIS 
In  the  United  States  chronic  bronchitis  is 
usually  thought  to  precede  emphysema  in  fatal 
cases,  but  a correlation  between  clinical  ob- 
servation and  morphological  findings  in  four 
patients  showed  death  can  be  caused  by  chronic 
bronchitis. 

Chronic  bronchitis  has  been  recognized  as  a 
pathologic  and  clinical  entity  in  Great  Britain  and 
is  widely  regarded  there  as  the  principal  cause 
of  diffuse  pulmonary  emphysema.  In  the  United 
States,  chronic  bronchitis  has  until  recently  been 
regarded  as  a “wastebasket  diagnosis,”  made  when 
the  cause  of  a chronic  cough  was  not  clear.  Fur- 
thermore, physicians  in  the  United  States  commonly 
assume  that  when  British  patients  die  of  chronic 
bronchitis  it  is  the  associated  emphysema  or  loss 
of  alveolar  walls  which  kills  them,  that  is,  that 
chronic  bronchitis  per  se  is  a nonfatal  disease. 

In  the  present  study,  for  three  years  the  lungs 
of  persons  who  died  from  various  causes  in  two 
hospitals  were  examined  to  establish  the  morpho- 
logic basis  for  the  clinical  and  physiologic  signs 
and  symptoms  of  pulmonai-y  disease.  The  studies 
were  initially  confined  to  examination  of  one  lung 
from  each  patient  by  the  formalin  fume-fixation 
method  in  the  hope  that  stei'eoscopic  estimations  of 
parenchymal  damage  would  correlate  well  with  the 
severity  of  disease  in  life. 

Early  in  these  studies  one  case  was  found  in 
the  material  from  each  hospital  which  clinically 
was  diagnosed  as  severe  emphysema  with  cor  pul- 
monale and  right  heart  failure,  but  which  showed 
only  mild  emphysema  morphologically  plus  hyper- 
trophy and  dilation  of  the  right  heart.  Such  ap- 
parent discrepancies  between  the  clinical  and  mor- 
phologic findings  led  to  additional  detailed  studies 
of  the  bronchi  using  conventional  staining  and 
fixation  of  sections  from  the  contralateral  lung. 
Since  then,  a total  of  four  cases  of  death  due 
to  chronic  bronchitis  and  its  complications  without 
severe  emphysema  have  been  found. 

Pulmonary  emphysema  is  most  appropriately 
defined  on  the  basis  of  morphologic  changes  in  the 
lungs.  Chronic  bronchitis,  although  now  a well 
defined  morphologic  entity,  is  most  commonly  de- 
fined in  clinical  tenns.  However,  these  two  diseases 
frequently  give  rise  to  the  same  manifestations 
and  often  occur  in  the  same  patient,  making 
their  distinction  and  diagnosis  on  clinical  grounds 
alone  exceedingly  difficult.  As  for  the  value  of 
pulmonary  function  tests  to  aid  in  differential  diag- 
nosis, there  is  general  agreement  on  the  physiologic 
manifestations  of  emphysema,  but  the  value  of 
such  testing  in  bronchitis  is  not  clear  because  few 
patients  with  chronic  bronchitis  without  other  dis- 
eases, as  established  at  autopsy,  have  had  complete 
studies  of  respiratory  function. 

The  revival  of  methods  for  studying  the  lung 
in  the  inflated  state  has  recently  revived  hope 
of  clarifying  structure  - function  relationships  in 
these  diseases  and,  thus,  of  providing  an  answer 
to  whether  tissue  changes  are  related  to  symp- 
toms. 
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Non  morphologic  studies  have  explained  the  na- 
ture of  the  process  by  which  cyanosis,  pulmonary 
hypertension,  and  heart  failure  occur  in  these 
diseases.  Cases  have  been  recognized  recently  with 
mai-ked  cyanosis,  pulmonaiy  hypertension,  and 
right  heart  failure,  yet  with  minimal  postmortem 
evidence  of  alveolar  wall  destruction.  It  has  been 
shown,  too,  that  histologic  changes  in  the  small 
pulmonary  vessels  in  emphysema  cannot  be  re- 
garded as  the  morphologic  basis  for  the  pulmonary 
hypertension. 

HISTORY  OF  CHRONIC  ABNORMALITY 

If  neither  reduction  in  the  total  number  of  al- 
veolar capillaries  nor  changes  in  the  pulmonary 
arteries  can  account  for  the  pulmonary  hyperten- 
sion of  chronic  bronchitis  and/or  emphysema,  it 
would  appear  that  other  factors  must  be  consid- 
ered. Perhaps  the  most  acceptable  explanation 
today  depends  upon  the  fact  that  patients  with 
fatal  chronic  bronchitis  often  have  a long  histoiy 
consistent  with  chronic  hypoxia  and  probably  hyper- 
capnia; chronic  hypoxia  has  been  shown  capable  of 
inducing  pulmonaiy  hypertension  both  under 
natural  and  experimental  conditions. 

Careful  study  of  the  air  spaces  and  aii’ways  in 
chronic  bronchitis  gives  the  impression  that  chronic 
bronchitis  is,  at  least  in  part,  a reversible  process, 
especially  if  rational  therapy  could  be  started  be- 
fore the  onset  of  hypertensive  changes  in  the  pul- 
monary arterioles.  The  bronchial  and  bronchiolar 
walls  are  thickened  and  inflamed.  The  epithelium 
has  undergone  metaplasia  and  may  no  longer  have  a 
normal  complement  of  cilia.  The  bronchial  glands 
are  markedly  hypertrophied.  However,  areas  of 
necrosis,  that  is,  bronchiectasis,  are  infrequent  and 
limited  in  extent.  Fibrosis  and  alveolar  wall  de- 
struction were  not  severe  in  the  four  fatal  cases 
and  were  localized  mostly  to  the  peribronchial  areas. 
Judging  from  the  morphology  in  these  cases,  there- 
fore, a favorable  effect  upon  the  course  of  this 
disease  might  be  expected  from  early  intensive 
therapy,  especially  if  applied  befoi-e  the  onset  of  ir- 
reversible changes.  This  therapy  would  include  the 
use  of  appropriate  antimicrobials  postural  drain- 
age, tracheal  fenestration,  and  avoidance  of  re- 
peated infections.  Such  persons  obviously  should 
cease  smoking  altogether  and  avoid  exposure  to 
other  sources  of  instating  air  pollutants.  Paren- 
thetically, since  many  cigarette-smoking  bi'onchitics 
are  virtual  cigarette  addicts,  an  almost  insoluble 
therapeutic  problem  is  posed. 

The  clinical  identification  of  chronic  bi'onchitis 
in  a still  treatable  phase  should  be  possible.  The 
diagnostic  features  in  the  four  fatal  cases  included 
the  following: 

(1)  Severe  chronic  cough,  especially  in  the  morn- 
ing when  a period  of  strangling  over  a small 
amount  of  sticky  mucus  was  a fairly  regular  occur- 
rence. 

(2)  Repeated  deep  respiratory  infections,  slow 
to  improve. 

(3)  Physiologic  manifestations  suggestive  of  dif- 
fuse emphysema  but  with  slight  differences  and 
with  slight  to  moderate  rather  than  marked  in- 
crease in  total  lung  capacity,  and  hypoxia  and  hyper- 
capnia usually  out  of  proportion  to  the  other  find- 
ings. 


(4)  The  chest  roentgenogram,  especially  the 
tomogram,  often  failed  to  show  the  paucity  of 
bronchovascular  markings  seen  in  classic  diffuse 
emphysema. 

Obseiwers  in  the  United  States  appear  not  to 
have  given  the  attention  to  this  disease  which 
its  severity,  frequency,  treatability,  and  possible 
preventability  merit.  Patients  and  even  physicians 
are  too  apt  to  accept  and  even  foster  the  common 
label  of  “smoker’s  cough,”  which  is  given  to  the 
early  symptom  of  the  disease.  A severe  chronic 
cough  should  be  evaluated  carefully,  well  before  any 
disability  has  been  noticed  by  the  patient.  By  the 
time  most  patients  notice  any  disability,  the  pul- 
monary functional  loss  may  well  have  reached  50 
per  cent  or  more. 

— William  Hentel,  MD  : A.  N.  Longfield,  MD  ; Thomas  N. 
Vincent.  MD  : Giles  F.  Filley,  MD.  and  Roper  S.  Mitchell, 
MD.  The  American  Review  of  Respiratory  Diseases, 
Februai*y,  1963. 


Tic  Douloureux  Treated  With  New  Anticon- 
vulsant — S.  Blom.  Arch  Neurol  9:285 
(Sept.)  1963. 

A new  anticonvulsant  agent  (G  32883), 
related  to  imipramine  (Tofranil),  was  tried 
in  40  patients  with  typical  tic  douloureux. 
Thirty-six  of  the  patients  were  relieved  of 
pain  attacks  within  24  hours.  Of  27  patients 
who  used  the  drug  for  more  than  six  months, 
22  were  still  free  of  pain  after  this  time,  but 
in  seven  this  relief  was  the  result  of  a re- 
mission rather  than  the  effect  of  the  drug 
itself.  Eleven  patients  discontinued  treat- 
ment on  their  own  accord,  in  the  belief  that 
they  had  been  cured.  All  had  recurrent  at- 
tacks within  24  hours,  but  were  relieved 
when  the  treatment  was  recommenced.  The 
effect  of  a combination  treatment  in  the 
unsuccessful  cases  is  described,  and  secon- 
dary effects  are  pointed  out. 

Report  of  Multiple  periodic  Anniversary  Re- 
actions in  One  Individual  — J.  H.  Earls 
and  S.  G.  Wolf,  Ann  Intern  Med  58:530 
(March)  1963. 

A 72-year-old  woman  presented  three  sep- 
arate anniversary  reactions,  hayfever  for  38 
years  each  August,  diarrhea  for  20  years 
each  July,  and  dermatitis  for  11  years  each 
March.  Her  difficulties  began  5 years  after 
the  death  of  her  husband,  during  which  time 
she  had  been  unable  to  keep  her  family  to- 
gether. The  onset  of  each  of  the  three  dis- 
orders coincided  with  her  rejection  by  or 
loss  of  a husband  surrogate. 
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Books 


“Schauta  - Amieich’s  Radical  Vaginal  Operation  of 

Cancer  of  the  Cervix”  by  Hans  Hogler,  MD.  Pub- 
lished 25  October  1963  by  Charles  C.  Thomas, 

Publisher,  Springfield,  Illinois.  86  pages  with 

47  illustrations.  Price  S6.50. 

Dr.  Hogler,  Chief  of  Staff  of  the  Frauenklinik 
Gerstof  in  Vienna,  Austria,  has  made  available  a 
description  of  his  modification  of  the  original 
Schauta- Am reich  operation.  Meticulously  prepared 
illustrations  — all  sketched  at  the  operating  table 
— show  each  step  of  the  operation  in  logical  se- 
quence. 

Important  features  in  the  book  are  as  follows; 

a.  Selection  of  cases 

b.  Pre-operative  diagnostic  cystoscopy 

c.  Instruments  suited  especially  for  this  opera- 
tion 

d.  Step-by-step  full  page  illustrations 

e.  Prevention  of  complications 


“Alcohol  and  Civilization”  edited  by  Salvatore  P. 

Lucia.  Published  in  December,  1963  by  the  Mc- 
Graw-Hill Book  Company,  Xew  York  City.  416 

pages.  .$3.95. 

This  book  publishes  the  proceedings  of  a recent 
symposium  held  at  the  Department  of  Continuing 
Education  in  Medicine  at  the  University  of  Cali- 
fornia School  of  Medicine  in  San  Francisco. 

Participants  included  scientists  from  Finland, 
Italy,  Sweden,  tlngland,  and  the  U.S.A.  Papers  read 
and  discussed  included  the  following: 

A.  The  Effects  of  Alcohol  on  the  Body 

1.  The  Metabolism  of  Alcohol 

2.  Alcohol  in  Relation  to  Dietary  Patterns 

3.  The  Clinical  Value  of  Alcohol 

4.  Present  Knowledge  of  the  Physiology  of 
Alcohol 

B.  .Alcohol  and  the  Mind 

1.  .Alcohol  and  Skilled  Behavior 

2.  .Alcohol  and  Emotional  Behavior 

.3.  Alcohol  and  Neurotic  Behavior 

4.  Alcohol  and  Behavioral  Disorder  — Alco- 
holism 


C.  Social  Implications  of  Alcohol 

1.  Alcohol  in  Human  Culture 

2.  The  Cocktail  Hour;  Physiological,  Psy- 
cological  and  Social  Aspects 

D.  Alocohol  in  Our  Society 

1.  Alcohol  and  the  Law 

2.  The  Responsibility  of  the  Individual  and 
the  Community 

E.  Specific  Viewpoints 

1.  Alcohol  Intoxication:  the  Acute  Episode 

2.  Medicine,  Physiology,  and  the  Law 


“The  .Allergic  Child,”  edited  by  Frederick  Speer  and 

37  co-authors.  Published  by  Hoeber  Medical  Di- 
vision of  Harper  and  Row  Publishers,  New  York, 

Evanston  and  London.  600  pages  with  135  illus- 
trations, 14  in  full  color.  $16.50. 

The  theory  and  practice  of  pediatric  allergy  is 
presented  for  the  first  time  in  one  volume  for 
all  those  physicians  who  treat  children.  The  authors 
are  all  pediatricians  particularly  interested  in  allergy 
in  children,  pediatric  allergists,  or  allergists  espe- 
cially interested  in  children.  Popular  basic  theories 
and  known  facts  about  allergy,  as  it  affects  all  the 
body  systems,  are  presented  in  easily  understood 
language  but  emphasis  is  placed  on  practical  con- 
sideration of  the  diagnosis  and  treatment  of  condi- 
tions seen  in  pediatric  allergy. 

The  material  is  presented  in  five  sections: 

1.  Introduction 

2.  Causes  of  Allergy 

3.  Manifestations  of  Allergy 

4.  Etiologic  Diagnosis  of  Allergy 

5.  Treatment  of  the  Allergic  Child 

An  outline  covering  the  prevention  and  emergency 
treatment  of  constitutional  systemic,  anaphylac- 
tic) reactions  is  given  immediately  inside  both  the 
front  and  back  covers  of  the  book. 

This  is  a practical  book  and  deserves  a place  on 
the  desk  of  every  physician  who  sees  childi’en  in 
any  capacity. 


46 


Nebraska  S.  M.  J. 


in 

^^ublic 

^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


Cushing’s  Syndrome  and  Corticotropin  - Se- 
creting Carcinoma  of  the  Lung  — L.  J. 

Marks,  D.  L.  Rosenbaum,  and  A.  B.  Russ- 

field,  Ann  Intern  Med  58:143  (Jan)  1963. 

A case  of  oat-cell  carcinoma  of  the  lung 
in  association  with  fulminating  Cushing’s 
syndrome  is  reported.  The  patient  had  ex- 
ceedingly high  levels  of  plasma  cortisol  and 
urinary  17-hydroxycorticosteroids.  No  sig- 
nificant increase  in  steroid  excretion  was  ob- 
served during  the  administration  of  cortico- 
tropin (ACTH)  and  only  a minimal  reduction 
in  urinary  17-hydroxycorticosteroid  excre- 
tion occurred  during  treatment  with  dexa- 
methasone  in  doses  of  9 mg  per  day.  At 
autopsy,  the  adrenals  were  markedly  hyper- 
plastic but  neither  the  adrenals  nor  the  pitu- 
itary were  involved  by  tumor.  Bioassay  of 
the  primary  lung  tumor  and  the  pituitary  re- 
vealed significant  corticotropic  activity  in 
the  tumor  but  none  in  the  pituitary.  The  au- 
thors postulate  that  the  autonomous  secre- 
tion of  a corticotropic  hormone  by  the  oat- 
cell carcinoma  was  the  cause  of  the  Cushing’s 
syndrome. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  Genera!  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairburj",  Nebraska 
National  Foundation,  Inc. 

Clinton,Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Her\’ert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Maxine  Bohaboy,  President 
Lincoln  General  Hospital,  Lincoln,  Nebraska 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafv,  Executive  Secy. 

406  W.O.W.  Building  . 

Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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in  virtually  ^ diarrheas... prompt  symptomatic  control 


LOMOTIL' 


TABLETS / LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning : May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


•• : *. 

• . • 

Functional  diarrhea 


Drug-induced  diarrhea 


Postsurgical  diarrhea 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommejided  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 
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You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisei’S 
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in  OMAHA.  NEBRASKA 
stay  at  Hotel 


14th  and  Famam 

In  the  heart  of  downtown  Omaha,  Hotel 
Paxton  typifies  the  spirit  of  this  pro- 
gressive city  . . . continually  improving 
services  for  discriminating  guests,  accen- 
tuating charm,  individuality  and  livabil- 
ity in  all  guest  rooms,  extending  tradi- 
tionally famous  courtesy  to  travelers 
since  1882,  Hotel  Paxton  at  14th  and 
Farnam  is  your  choice  for  good  living. 

yisif  the  . . . 

• PAX  ROOM 
• TAVERN  GRILL 
• COFFEE  SHOP 
• MURAL  LOUNGE 

AN  AFFILIATED  NATIONAL  HOTEL 


I was  a very  precocious  child.  At  the  age  of  three  months  I demanded  a prettier  nurse. 
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There  is  no  season  for  cancer.  And  fighting  it  is  a year-round  job  for  the  American 
Cancer  Society  volunteer. 

Particularly  for  you,  doctor,  our  key  volunteer.  Your  thinking,  experience  and  guid- 
ance are  responsible  for  the  formulation  of  our  policies  and  programs ; your  knowl- 
edge and  skill  are  essential  to  their  execution.  And  so  you  serve  on  our  National, 
Division  and  Unit  boards.  Act  on  our  committees.  Talk  to  lay  audiences  at  our  film 
showings.  Help  evaluate  our  research  grants.  Advise  on  our  professional  publica- 
tions. Raise  funds.  Assess  our  program  materials.  The  list  goes  on  and  on. 

The  American  Cancer  Society  keeps  you  busy,  doctor.  We  depend  upon  you. 

We  hope  that  more  and  more  of  your  fellow  physicians  will  join  you  in 
working  with  us— all  year,  every  year  until  the  fight  against  cancer  is  won. 

AMERICAN  CANCER  SOCIETY 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 
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REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints — 
write  us  for  prices 

NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 

booooooooooooooooooooooooooooooooooo 
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Your  landlord  was  mistaken,  Miss  Thomas; 
you’re  going  to  have  a baby. 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  e.xceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 


COMMUNITY  OF  1500  POPULATION  — And 
possible  3600  drawing  power,  urgently  seeking  one 
or  two  more  physicians.  Hospital  in  community. 
Contact  W.  D.  Fusselman,  Plainview  Jaycees,  Plain- 
view,  Nebraska. 


INTERNIST  OR  GENERAL  PRACTITIONER  — 
To  join  well  established  office  in  Omaha.  Very  in- 
teresting opportunity  for  the  right  physician.  ' For 
further  details,  write  Box  33,  Nebraska  State  Medi- 
cal Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 


GENERAL  PRACTITIONER  — To  join  long 
established  group  in  small  progressive  community 
with  new  clinic  and  hospital.  Excellent  schools  and 
churches.  Alternate  eveiy  third  night  and  week- 
end. Month  vacation  in  summer  and  2-4  weeks 
P.G.  in  winter.  Good  fishing  and  hunting.  $12,000 
first  year  with  early  full  partnership.  Write  to 
H.  G.  Steenburg,  M.D.,  Aurora,  Nebraska. 


IOWA  — Illness  forces  sale  or  lease  of  general 
practice  grossing  $45,000;  established  18  years;  fully 
equipped  medical  building;  2000  square  feet  floor 
space;  prosperous  agricultural  area;  95Vr  collections; 
25  miles  to  hospital  center;  going  concern;  fringe 
benefits  unbelievable.  Will  introduce.  Write,  Box 
34,  Nebraska  State  Medical  Journal,  1315  Shai*p 
Building,  Lincoln,  Nebraska. 

OFFICE  FOR  SALE  — Physician  going  into 
residence  in  June  1964.  Office  consists  of  two 
buildings  — with  connecting  dooi-way;  concrete 
block  and  brick  constniction;  four  examining  rooms, 
laboratoiy,  drug  room,  reception  room,  treatment 
room  for  diathermy,  EKG  and  BMR  room.  X-ray 
room  and  dark  room.  Apartments  above  office 
and  beauty  salon  in  adjoining  building.  Equip- 
ment includes  X-ray,  diathermy,  EKG  and 
BMR  machines,  binocular  microscope  and 
miscellaneous  equipment.  For  further  information 
write:  Box  32,  Nebraska  State  Medical  Journal, 

1315  Sharp  Building,  Lincoln,  Nebraska. 
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ANNUAL  CLINICAL  CONFERENCE 

CHICAGO  MEDICAL  SOCIETY 

MARCH  2,  3,  4 and  5,  1964 
Palmer  House,  Chicago 

Lectures  Teaching  Demonstrations 

Medical  Color  Telecasts  Film  Lectures 

Instructional  Courses 

The  CHICAGO  MEDICAL  SOCIETY  ANNUAL  CLINICAL  CONFERENCE 
should  be  a MUST  on  the  calendar  of  every  physician.  Plan  now  to  attend 
and  make  your  reservation  at  the  Palmer  House. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


SBe 


Splint  & Brace 
SHOP... 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 


CERTIFIED 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


Ames  Company 
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Burroughs  Wellcome 15,  22 
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Chatham  Pharmaceuticals 24 

Chicago  Medical  Society 31 

Coca-Cola  Company 12 
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Donley  Medical  Supply 12 

E 

Endo  Laboratories  21 

G 

Geigy  Pharmaceuticals  16 
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Johnson  & Johnson 18 
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Eli  Lilly  & Company 26 
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Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 

subside  with  continued  use.  Megaloblastic  anemia  has  been  

reported.  Nystagmus  may  develop.  Nystagmus  in  combi-  p - VI  '' 

nation  with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


New 


( 


SAUNDtRS  BOOKS 


and 

Editions 


New!  The  1964  CURRENT  THERAPT  VOLUME 


This  just-revised  annual  volume  gives  you  today’s  most 
successful  treatments  for  nearly  400  common  diseases 
and  disorders  — from  abscess  to  zoster,  from  the  common 
cold  to  alcoholism.  Over  300  eminent  contributors  to 
1964  Current  Therapy  have  sifted  hundreds  of  new 
treatments  and  drugs — discarded  the  outmoded,  re- 
tained those  still  most  effective,  and  added  the  new 
and  more  successful.  These  concise  but  thorough  de- 
scriptions of  treatment  methods  bristle  with  practical 
facts  and  brisk  instructions.  Exact  dosages  are  given 
and  prescriptions  written  out  where  necessary.  This 
year’s  volume  contains  237  articles  in  which  some  sig- 
nificant changes  have  been  made  in  the  treatment 


method.  Here  are  hut  a few:  IWewer  knoivledfie  and 
Therapy  of  C.horea — Use  of  Vlaf^yl  in  Therapy  of  I'richo- 
nioniasis  — Manafietnent  of  Transfusion  Reactions  anil 
Shock — The  New  I accine  for  Prevention  of  Measles  — 
Treatment  of  Episodic  Cerebral  Circulatory  Syndrome — 
Streptokinase  and  Fihrinolysin  in  Treatment  of  Stroke — 
Newer  Agents  in  Therapy  of  llacterial  Pneumonia  — 
Effective  Measures  in  Managing  Hemochromatosis  and 
Hemosiderosis  — Improvements  in  Cardiac  Pacemaker — 
Netver  Treatment  of  Salmonella  Infections  — Therapy  of 
Neurogenic  Raynaud's  Syndrome. 

An  Annual  Volume.  Kdiled  by  lIoWARi)  F.  Conn,  M.D.,  with  contri- 
butions frfttn  320  Leading  Authorities.  About  815  pages,  8"  x IOV2’ 
$ 13.00.  Just  Ready! 


New!  Reuter's  ATLAS  OF  UR0L06IC  ENDOSCOPY 


Here  is  a beautifully  illustrated  and  effective  new  guide 
to  the  urologic  uses  of  the  endoscope.  A highly  informa- 
tive introductory  section  discusses  modern  instruments, 
recent  developments  in  endophotography,  and  other 
technical  advances.  Dr.  Reuter  covers  the  technique  of 
cystoscopy  and  techniques  of  transurethral  diagnosis 
and  surgery.  He  illuminates  the  details  of  transurethral 
prostatic  resection.  Precise  instructions  are  included  for 
handling  the  resectoscope,  and  such  useful  procedures 
as  electrocoagulation  with  the  button  electrode  are 
described.  The  second  half  of  the  book  is  devoted  to  a 
diagnostic  atlas  of  magnificent  endoscopic  views,  most 
reproduced  in  full  color,  and  accompanied  by  a brief 


legend  giving  the  history  and  symptoms  of  the  patient 
and  the  techniques  of  examination  (angle  of  vision, 
peculiarities  of  lens  and  irrigation,  degree  of  bladder 
distention).  Here  are  but  a few  of  the  many  conditions 
and  anatomical  views  that  are  pictured:  Subacute  follic- 
ular cystitis  — Many  varieties  of  bladder  stones — Dome 
of  atonic  bladder — Stricture  of  the  bladder  neck — Sarcoma 
of  the  bladder — Erupting  prostatic  abscess — Many  views 
showing  results  of  transurethral  prostatectomy — adenoma 
of  the  prostate. 

By  H.  J.  Reuter.  M.I).,  Private  Urologic  Elospital,  Stuttgart. 
(Germany.  Translated  by  Hubert  (i.  W.  Frohmuller,  \I.I-)..  Fellow 
in  Urology  of  the  Mayo  Clini(%  Rochester.  Minnesota.  114  pages. 
6V8*'  X 91/2“ t with  178  figures,  105  in  color.  About  SI 5.00. 

New — Just  Heady! 


New  (2nd)  Edition!  Bockus'  GASTROENTEROLOGY 


Volume  I published  January,  1963  (Esophagus  and 
Stomach).  Volume  II  Just  Ready  (Intestines, 
Colon  and  Peritoneum).  Volume  III  Ready  Sep- 
tember, lOG-I  (Liver,  Biliary  Passages,  Gall  Bladder, 
Pancreas).  This  is  the  New  ( Second)  Edition  of  a monu- 
mental work  on  all  known  primary  and  secondary  dis- 
orders of  the  digestive  tract  and  its  appendages.  Each 
disorder  is  discussed  in  a logical  pattern:  causative 
factors,  clincial  features,  diagnostic  aids,  differential 
diagnosis  and  therapy.  Illustrations  are  used  lavishly. 
Many  are  in  vivid  color.  Included  in  the  two  volumes 
now  completed  you’ll  find  new  chapters  on:  Oral  Mani- 
festations of  Internal  Disease;  Tests  Employed  in  the 
Stiuly  of  Elsophageal  Function;  Protein -Losing  Gastro- 
enteropathies;  The  Acute  Abdomen;  Peritoneoscopy; 


Lymphangiography;  etc.  You’ll  find  a new  section  of 
endoscopic  views  of  the  esophagus  and  stomach  in 
magnificent  color.  This  revision  incorporates  all  the 
advances  made  in  the  fields  of  cytology,  radiology  and 
biochemistry  as  they  relate  to  gastroenterology.  Newer 
and  more  effective  methods  of  therapy  are  evident 
throughout. 

By  Henry  L.  Bockus,  M.D.,  Kmerilua  Profeasar  of  Medicine, 
Univeraity  of  Penna>lvania  (wraduate  School  of  .Metlicine.  Wilh  con- 
tributions from  .51  Firmer  and  present  associates  at  the  University  of 
Pennsylvania  .Medical  Schools.  Three  volumes,  totalling  about  3000 
pages.  7'  X 10^,  with  about  600  illustrations,  many  in  color.  Volume  I, 
Esophagus  and  Stomach,  958  pages,  298  illustrations.  825.00.  Published 
January^  1963.  Volume  II.  'I'he  Small  Intestine,  Absorption  and 
Nutrition,  The  Colon,  Peritoneum,  Mesentary  and  Omentum,  Gastroin- 
testinal Parasites,  about  1280  pages,  with  about  200  illustrations. 
About  828.00.  Just  Heady.  Volume  HI  , Liver,  Hiliary  Tract  and 
Pancreas,  Secondary  Gastrointestinal  Disorders,  ready  Septemlier  1961. 

New  (Second)  Edition! 


I ! 

I W.B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa.  I 

I Please  send  and  bill  me:  □ Easy  Pay  Plan  ($5  per  month)  | 

[~~1  1964  Current  Therapy  . . . $13.00  Q Reuter’s  Urologic  Endoscopy  . . . About  $15.00 


Bockus’  Gastroenterology  . . . Q Vol.  One  $25.00. 
Name 


I I Vol.  Two  About  $28.00.  Vol.  Three 

(>\hen  ready) 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 
with  the  least  ‘rebound’  tendency. . . Gentle 
Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed,  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2V0) 
and  children  (’AVo),  in  solutions  of  ’A,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l^/7fhrop 
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Current  Comment 


or  obviste 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 


with  a predisposition 


parenteral  hemostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenal  0.25%;  sodium  carbonate  as  buffer. 


Complete  data  with  each  1 0cc  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 


Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  * Paris,  Ontario 


We  — The  People — 

The  Census  Bureau  reports  that  the  US 
population  grew  more  slowly  in  1963,  than 
in  most  recent  years.  It  is  estimated  that 
on  New  Year’s  Day  the  population  was 
slightly  in  excess  of  190  million,  up  2,633,- 
000  during  1963,  an  advance  of  1.4  per  cent. 
In  contrast,  the  population  grew  1.5  per 
cent  in  1962  and  1.6  per  cent  in  both  1961 
and  1960.  The  average  annual  population 
growth  during  the  1950’s  was  1.7  per  cent. 

Using  the  latest  figures,  it  is  estimated 
that  one  birth  occurs  on  the  average  of 
every  Ti/o  seconds,  and  one  death  every  17 
seconds.  One  person  immigrates  to  our 
country  every  li/>  minutes  and  one  leaves 
every  23  minutes,  with  the  result  being  a 
net  gain  of  one  person  every  12  seconds. 

The  white  population  has  grown  more 
slowly  than  the  nonwhite,  according  to  the 
Bureau.  The  white  population  has  grown 
5 per  cent  since  early  in  1960  and  the  non- 
white population  during  this  same  time  in- 
creased 8 per  cent,  accounting  for  11.7  per 
cent  of  the  mid  1963  total  population. 

The  median  age  of  the  population  is  con- 
tinuing to  decrease.  This  median  age  was 
28.6  years  in  mid  1963  as  compared  to  a 
median  age  of  29.5  years  in  April,  of  1960. 

In  mid  1963,  for  the  first  time,  more 
than  one  million  people  were  more  than  85 
years  of  age  and  nearly  18  million  people 
were  65  or  older  in  mid  year. 


Insurance  for  Dental  Care  — 

Dental  insurance,  patterned  after  medical 
and  hospital  insurance.  The  Wall  Street 
Journal  says,  is  catching  on.  Some  of  the 
impetus  for  growth  is  coming  from  organ- 
ized labor.  One  current  contract  negotia- 
tion includes  a proposal  that  dental  insur- 
ance be  made  available  for  400,000  union 
members. 

Many  insurance  companies  are  also  en- 
tering the  dental  insurance  field,  one  reason 
being  their  desire  to  compete  with  nonprofit 
organizations  which  are  providing  dental  in- 

( Continued  on  page  10-A) 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIU-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 

Simplified,  convenient  dosage  for  emotional  relief. 


»,J  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
s ?markably  free  of  untoward  reactions.  Daytime  drowsiness 
1 not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
r y occur,  generally  developing  after  1-4  doses  of  the  drug. 

- itraindications:  Previous  allergic  or  idiosyncratic  reactions 
( neprobamate  contraindicate  subsequent  use. 

’ cautions:  Should  administration  of  meprobamate  cause 
1 wsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Miration  of  motor  vehicles  or  machinery  or  other  activity 
'( airing  alertness  should  be  avoided  if  these  symptoms  are 
) sent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
i;  neprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.) , each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


^ lOS 


WALLACE  LABORATORIES  Cranhury,  N.  J. 


I who  were  the 
‘untreatables”? 


From  their  inception  with  cortisone,  to  the  present- 
day  variants  of  the  steroid  molecule,  the  corticoster- 

’ oids  have  presented  a therapeutic  paradox.  The 

I beneficial  action  against  infla,mmation  and  allergy  as 
well  as  several  undesirable  metabolic  effects  are  all, 
apparently,  the  results  of  the  same  basic  physiologic 

■ action.! 

I 

I Some  of  these  associated  metabolic  reactions  made  it 
risky  or  otherwise  undesirable  to  treat  with  steroids 
large  numbers  of  patients  in  various  categories  who 
would  otherwise  have  benefited  from  such  manage- 
ment. These  “untreatables”  were  overweight,  had 
cardiac  disease,  hypertension,  or  pulmonary  fibrosis 
associated  with  congestive  heart  failure.  Also  in 
this  category  were  those  patients  whose  emotional 
symptoms  were  aggravated  by  earlier  steroids. 

But  the  advent  of  ARISTOCORT®  Triamcinolone  in 
1958  — the  result  of  biochemical  and  pharmacologic 
research  which  successfully  stripped  away  many 
important  undesirable  hormonal  effects  from  the 
primary  anti-inflammatory  action  — dramatically 
changed  this  picture.  This  steroid  did  not  overstimu- 
late the  appetite,  or  cause  the  excessive  weight  gain 
induced  by  other  steroids  it  proved  to  have  one  of 
the  best  records  of  any  steroid  for  not  causing  edema, 
or  salt-and-water  retention; 2. 3. 7-10  ^nd  the  incidence 
of  undesirable  euphoria  with  this  agent  was  remark- 
ably low.2-  5. 9. 10  What  is  most  significant  is  that  these 
benefits  have  stood  the  test  of  more  than  5 years  of 
widespread  use.  And,  of  course,  the  avoidance  of 
these  distressing  hormonal  effects  benefited  all  pa- 
tients requiring  steroids,  not  just  those  in  the  special 
categories,  as  demonstrated  by  wide  clinical  use. 


Side  Effects.  Since  it  may,  under  some  circumstances, 
produce  any  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triam- 
cinolone. Any  of  the  Cushingoid  effects  are  possible, 
as  are  purpura,  G.I.  ulceration,  increased  intracranial 
pressure  and  subcapsular  cataract.  Corticosteroids 
generally  may  mask  outward  signs  of  bacterial  or 
viral  infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 

Contraindications.  While  the  only  absolute  contra- 
indications are  tuberculosis  and  herpes  simplex,  there 
are  some  relative  contraindications  (peptic  ulcer, 
glomerulonephritis,  myasthenia  gravis,  osteoporosis, 
fresh  intestinal  anastomoses,  diverticulitis,  throm- 
bophlebitis, psychic  disturbance,  pregnancy,  infec- 
tion) to  weigh  against  expected  benefits. 

While  no  steroid  can  cure  a susceptible  disorder, 
many  patients  who  would  otherwise  be  confined  in  a 
state  of  invalidism  have,  on  ARISTOCORT®  Triam- 
cinolone, been  able  to  pursue  active,  useful  lives. 

References:  1.  Levine,  R. : Rationale  for  the  Use  of  Adrenal  Steroids, 
Paper  presented  at  Annual  Convention,  Medical  Society  of  the  State 
of  New  York,  New  York,  May  13-17,  1963.  2.  Hollander,  J.  L.:  Clinical 
Use  of  Dexamethasone.  JAMA  17^:306  (Jan.  23)  1960.  3.  Boland, 
K.  W.:  Chemically  Modified  Adrenocortical  Steroids.  JAMA  i7.4:835 
(Oct.  15)  1960.  4.  McGavack,  T.  H.:  The  Newer  Synthetic  Adreno- 
cortical Steroids  in  Therapy.  Nebraska  Med.  J,  44:377  (Aug.)  1959.  6. 
Freyberg,  R.  H.:  Berntsen,  C.  A.,  Jr.,  and  Heilman,  L. : Further  Ex- 
periences with  Al,  9 Alpha  Fluoro,  16  Alpha  Hydroxyhydrocortisone 
(Triamcinolone)  in  Treatment  of  Patients  with  Rheumatoid  Arthritis, 
Arthritis  Rheum.  J:215  (June)  1958.  6.  Cahn,  M.  M.  and  Levy,  E.  J.: 
Triamcinolone  in  the  Treatment  of  Dermatoses.  Amer.  Practit.  JO: 993 
(June)  1959.  7.  AMA  Council  on  Drugs:  New  and  Nonofficial  Drugs. 
JAMA  J00:255  (Jan.  17)  1959.  8.  McGavack,  T.  H.;  Kao,  K.-Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Clinical  Experiences 
with  Triamcinolone  in  Elderly  Men.  Amer.  J,  Med.  Sci.  236:120  (Dec.) 
1958.  9.  Fernandez-Herlihy,  L.:  III.  Use  and  Abuse  of  Corticosteroid 
Therapy— The  Structure  and  Biologic  Activity  of  the  Corticosteroid 
Hormones  and  ACTH,  Med.  Clin.  N.  Amer.  44:509  (Mar.)  1960.  10. 
McGavack,  T.  H.:  Triamcinolone:  A Potent  Anti-inflammatory  Sodium 
Excreting  Adrenosteroid.  Clin.  Med.  6:997  (June)  1959. 


maximum  steroid  benefit-minimum  steroid  penalty 


Aristocprl 

Triamcinolone 

1 mg.,  2 mg.  or  4 mg.  tablets 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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His  HEART 
needs 
help  too... 


Dad  will  help  him  learn  to 
spell,  to  add,  to  read.  But 
Johnny  needs  other  help, 
too.  As  he  grows  to  manhood 
he  needs  protection  against 
his  Number  1 health  enemy 
— the  heart  and  blood  vessel 
diseases. 

When  you  give  to  the 
Heart  Fund  you  bring  the 
benefits  of  research  to 
Johnny  and  millions  of  other 
youngsters. 


More  will  LIVE 
the  more  you  GIVE 

HEART  FUND 
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Insurance  for  Dental  Care  — 

(Continued  from  page  6- A) 

surance.  State  dental  societies  in  some 
areas,  such  as  California,  Michigan  and 
New  York,  on  a nonprofit  basis,  have  or- 
ganized dental  insurance  plans.  These  plans 
which  resemble  Blue  Shield,  include  the 
California  Dental  Seiwice  which  insures 
500,000  people.  It  is  estimated  that,  na- 
tionwide, more  than  1.5  million  people  are 
now  covered  by  group  dental  insurance 
plans,  most  of  them  having  been  estab- 
lished since  1959.  It  is  expected  that  pre- 
mium income  for  both  private  and  non- 
profit plans  may  reach  20  million  dollars 
this  year.  Usually  any  sort  of  dental  treat- 
ment is  included  with  a “deductible”  por- 
tion of  the  dental  expense  excluded.  Typ- 
ically the  cost  ranges  from  $30  to  $50  a 
year  for  a single  person  and  from  $120  to 
$150  for  a family.  Costs  are  said  to  vary 
greatly  in  different  regions. 

Most  plans  set  upper  limits  of  insured  an- 
nual expense  ranging  from  $200  to  $1,000 
for  each  person  covered.  In  addition  to  the 
deductible  portion,  which  is  not  paid  by  the 
insurance  progi*am,  most  insurance  pro- 
grams pay  75  to  80  per  cent  of  the  cost 
above  the  deductible. 

Increased  dental  care  is  said  to  have  re- 
sulted from  the  availability  of  dental  insur- 
ance. It  is  estimated  that  only  40  per  cent 
of  the  general  public  visited  dentists  in  the 
course  of  a year,  but  the  American  Dental 
Associations  Council  on  Insurance  ds  quoted 
as  indicating  that  in  some  dental  insurance 
groups  as  many  as  65  per  cent  of  those  cov- 
ered have  had  dental  treatment  during  a 
year. 

Fear  of  Smallpox — 

A fear  that  the  US  is  dangerously  vul- 
nerable to  smallpox  epidemics  has  been 
voiced  in  The  Wall  Street  Jownal.  Quot- 
ing spokesman  for  the  American  Medical 
Association,  and  the  Public  Health  Service, 
the  article  describes  the  admission  to  a De- 
troit Hospital  of  a bartender  with  suspected 
smallpox.  Fortunately,  virus  studies  indi- 
cated a herpes  virus  skin  ailment  but  only 
(Continued  on  page  16- A) 
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nothing,  that  is,  except  the  . ' ' V ’ * * 

. . sedative-antispasmodic  action  of 


Pre^fhed  by 
physicians 
■ren  any  other 
int/spasmod/c 
—well  over 
5 billion  doses! 


Side  Effects:  No  serious  toxic  reactions  are  to  be  expected. 
Dryness  of  the  mouth,  blurred  vision,  difficult  urination,  and  flush- 
ing and  dryness  of  the  skin  may  occur  with  excessive  and  pro- 
longed dosage.  Precautions:  Use  with  care  in  incipient  glaucoma 
or  urinary  bladder  neck  obstruction.  Contraindicated  in  acute 
glaucoma,  advanced  hepatic  or  renal  disease,  or  idiosyncrasy  to 
any  component. 


In  each  Tablet,  Capsule  In  e 

or  5 cc.  Elixir  - Exten 

0.1037  mg hyoscyamine  sulfate  ...  0.3111 

0.0194  mg atropine  sulfate 0.0582 

0.0065  mg hyoscine  hydrobromide  0.019S 

16.2 mg.  {%  gr.)  phenobarbital. 

(Warning:  May  be  habit  forrpii^J- 

A.  H.  ROBINS  CO./  INC.,  RICfi^WD^^IRGINIA 

^ *T^^ne  at  Big  Basin,  California 


is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 

In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 

provocative  paitl^  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

residual  paitl^  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 

severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAE  » 


Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2770649 


ROBAXISAE-PH 

Each  green-and-white  laminated  l ablet  contains: 

Robaxin 400  mg.  Phenacetin  (IV2  gr.) 97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  {IV*  gr.) 81  mg.  Phenobarbital  (Va  gr.), ..  8.1  mg. 

(Warning:  May  be  habit  forming) 


“PAIN  & SPASM” 


- a two-headed  dragon! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 
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The  discharged 
mental  patient . . . 
and  Thorazme* 

brand  of  chlorpromazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.’’  Kiine,  n.s.:  Postgrad.  Med.  27x20  (May)  i960. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient — and  often  his  family — also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  SK&F)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe” — with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&F)— regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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When  your  patient  says: 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  Nikoban  Pastille 
for  tobacco. 


■ Utilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

■ Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 


1st  week:  I pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours.  Ith  week:  1 pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 


Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman.  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics,  New  York, 
Macmillan.  1960,  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard,  R.  and  Savini,  E.  Gand.,  92:471,  1963. 

4.  Dorsey.  J.  L.:  Ann.  Int.  Med..  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B.:  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum.  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr..  103:618,  1961;  8. 
Jost,  F.  and  Jochum.  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health.  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON.  Inc.,  Medical  Department*  BB 
7U  Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen; 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 


M.D. 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


bright  red, 
pleasant-testing, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
V4  teaspoon;  from  1 to  3 years,  V2  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  16  fl.  oz. 

Available  on  prescription  only. 

Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


l/j^/nfhrop 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’ (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma^Compoimd  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompoimd+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

V^/gW.iLLACE  LABORATORIES  j Cr  anbury,  N.J. 


CSO-9193 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  j 


ESTABLISHED  1884-.. .BOOKLET  ON  REQUEST 

& Fu//y  Accredited 


Fear  of  Smallpox — 

(Continued  from  page  10-A) 
after  extensive  epidemiological  investigation 
and  vaccination. 

No  confirmed  case  of  smallpox  has  orig- 
^inated  in  the  United  States  since  1949. 
There  is  fear  that  it  could  reappear  any 
time  and  that  three  out  of  four  Americans 
would  be  without  proper  immunity  to  the 
disease.  Publicity  campaigns  are  being  de- 
veloped to  stress  the  need  for  revaccination 
every  three  to  five  years,  which  is  the  prob- 
able limit  of  the  vaccine’s  effectiveness.  A 
special  effort  is  planned  to  insure  up-to- 
date  vaccinations  for  individuals  whose 
work  requires  them  to  contact  travelers  from 
abroad. 

Also  described  is  the  development  of  a 
new  British  drug,  Marboran  which  is  the 
first  drug  agent  that  may  prevent  small- 
pox in  un-immunized  people  who  have  con- 
tracted the  virus  but  have  not  developed 
symptoms.  There  is  some  evidence  that 
the  drug  works  even  when  taken  late  in  the 
(Continued  on  page  20-A) 


When  did  you  first  notice  the  symptoms. 
Miss  Thomas,  and  why  haven’t  you  visited 
me  before  this? 
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''Upon  arising,  nose  was  open”  - • ■ or  how  another  happy 
patient  describes  the  nasal  decongestant  action  of  Dime- 
tapp  Extentabs*— how  would  your  patients  describe  it?/ In 
Sinusitis,  Colds,  U.R.I.,  up  to  10-12  hours’  clear  breathing 
on  one  tablet/ Also  available:  Dimetapp  Elixir,  for  t.i.d.  or 
q.i.d.  dosage.. 

Dimetapp  Extentabs 

[Dimetane®  (brompheniramine  maleate),  12.0  mg.; 
phenylpropanolamine  hydrochloride,  15  mg.; 
phenylephrine  hydrochloride,  15  mg.] 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


BRIEF  SUMMARY:  Indications; 
Dimetapp  reduces  nasal  secre- 
tions, congestion,  and  postnasal 
drip  for  symptomatic  relief  of 
colds,  U.R.I.,  sinusitis,  and  rhi- 
nitis. Side  Effects:  In  high  dos- 
ages, occasional  drowsiness 
due  to  the  antihistamine  or  CNS 
stimulation  due  to  the  sym- 
pathomimetics  may  be  ob- 
served. Precautions:  Administer 
with  caution  in  cardiac  or  pe- 
ripheral vascular  diseases  and 
hypertension.  Contraindica- 
tions: Antihistamine  sensitivity. 
Not  recommended  for  use  dur- 
ing pregnancy. 


W.  B.  SAUNDERS  COMPANY  features  the 
following  new  books  and  new  editions  in 
their  full  page  advertisement  appearing 
elsewhere  in  this  issue: 

1964  CURRENT  THERAPY  VOLUME 

New!  — Today's  best  treatments  — 
ranging  from  up-dated  information  on 
general  immunization  to  newer  agents 
in  Rx  of  meningitis. 

BOCKUS  - GASTROENTEROLOGY 

New  (2nd)  Edition!  — An  eminent  3- 
volume  work.  Covers  all  known  pri- 
mary and  secondary  disorders  of  the 
digestive  tract  and  its  appendages. 

REUTER  - ATLAS  OF  UROLOGIC 

ENDOSCOPY 

New!  — Explains  in  word  and  picture 
precisely  how  to  use  the  endoscope. 


Can  I have  a little  music  while  I strip  ? I 
used  to  be  in  burlesque. 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' .. .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  @ 

DECLOMYCIN 

DEMETHYLCHLOETETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M ; Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


19-A 


Fear  of  Smallpox — 

(Continued  from  page  16- A) 

average  twelve  day  to  fourteen  day  incuba- 
tion period,  and  shortly  before  the  appear- 
ance rf  the  rash. 

Also  under  study  is  a new  freeze  dried 
vaccine  which  may  make  mass  stock  piling 
of  the  vaccine  more  practical.  New  York 
City  is  said  to  have  already  established  a 
five  million  dose  stock  pile  of  the  powdered 
vaccine. 

The  last  epidemic  in  the  United  States  oc- 
curred in  1924-25,  when  three  individuals 
who  caught  the  disease  in  Manitoba  carried 
it  to  Duluth,  Detroit  and  New  Britain,  Con- 
necticut. Before  the  virus  was  stopped, 
74,000  people  had  smallpox  and  1,270  died. 
Most  Americans  are  said  to  now  receive  a 
smallpox  inoculation  in  infancy  and  often 
again  before  entering  school.  Most  adults 
outside  of  the  military  or  those  going 
abroad,  simply  forget  to  renew  their  vac- 
cinations. 


The  Doctor  and  the  Hospital — 

There  are  few  who  would  deny  that  there 
has  developed  a gulf  between  the  doctor  and 
the  hospital  official.  It  seems  fair,  says 
an  editorial  in  the  Pennsylvania  Medical 
Journal,  to  say  that  some  physicians  con- 
sider the  hospital*  administrator  as  an 
enemy  of  free  medical  practice.  Equally 
valid  is  the  surmise  that  the  administrator 
of  the  hospital  may  see  the  doctor  as  devot- 
ed to  a way  of  working  which  hinders  the 
hospital  from  the  fulfillment  of  its  mission 
of  caring  for  an  ailing  public. 

Where  this  gulf  exists,  there  is  no  brilli- 
ant solution.  It  may  help  to  set  the  problem 
in  a sharper  light  and  to  make  clear  the 
fact  that  the  situation  will  be  bettered  by 
discussion  and  negotiation  among  gentle- 
men of  good  will.  If  a brilliant  solution  is 
not  readily  available,  one  negative  remedy 
may  be  mentioned.  Since  the  nature  of  the 
hospital  and  the  circumstances  of  medical 
practice  have  both  changed,  physicians  must 
not  indulge  in  any  vain  notions  of  returning 
to  the  good  old  days.  The  risk  between  us 
cannot  in  this  way  be  wished  away. 

The  gulf  can  be  bridged.  In  fact,  some 
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would  deny  the  gulf  because  so  often  doctors 
and  hospitals  are  actually  working  together 
with  gratifying  results.  The  fact  of  this 
successful  cooperation  makes  it  worth 
while  to  continue  to  look  at  the  problem. 

There  can  be  an  argument  against  too 
much  teamwork,  if  such  teamwork  is  likely 
to  turn  out  to  be  merely  financial  and  to  pro- 
vide the  hospital  with  income  from  a depart- 
ment which  is  profitable  to  balance  these  dif- 
ficulties in  other  areas.  Such  teamwork 
leads  only  to  a simple  case  of  fee  splitting. 

If  the  hospital  administrators  expected 
to  look  calmly  at  this  problem  of  the  physi- 
cian, his  own  viewpoint  and  problems  de- 
serve a calm  view  on  the  part  of  the  physi- 
cian. Administrators  should  have  the  sup- 
port as  well  as  the  admiration  of  the  physi- 
cian for  their  efforts  to  keep  hospital  costs 
down.  The  physicians  must  try  to  under- 
stand in  detail  the  plight  of  our  hospitals  and 
to  study  ways  of  helping  to  do  something 
about  them. 

Within  the  hospital  environment,  one  can 
classify  the  medical  staff  into  two  groups. 
Unfortunately  one  group  wished  to  be  left 
alone  to  care  for  patients  in  their  own  way. 
This  group  considers  their  role  in  the  hos- 
pital to  be  one  of  minding  their  own  busi- 
ness, which  is  the  business  which  they  alone 
can  do.  They  are  not  concerned  with  the 
fact  that  the  hospital  which  is  essential  to 
their  function  must  be  created,  operated  and 
financed.  The  other  group  is  made  up  of  a 
growing  number  of  physicians  who  have  a 
spirit  of  cooperation  which  can  be  united 
with  that  of  the  hospital  administrator  to 
find  by  negotiation  satisfactory  solutions  to 
the  problems  of  the  modern  hospital. 


Repeating  — “Seat  Belts  Save  Lives” — 

Seat  belts  for  automobiles  are  no  longer 
news  and  like  the  weather  are  easy  to  talk 
about,  but  for  many  people  it  seems  hard 
to  do  anything  about  them.  An  editorial 
in  the  Texas  State  Journal  of  Medicine  de- 
scribes the  potential  benefits  of  the  universal 
application  of  seat  belts.  Of  the  approxi- 
mately 40,000  people  who  died  every  year 
in  traffic  accidents  in  the  United  States, 
one-third  of  them  could  be  saved  and  in- 
(Continued  on  page  22-A) 
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he  liked  the  way 


it  tasted 


*By  liquefying  secretions  in  the 
respiratory  tree,  Che,racol  made  it  easier 
for  the  patient  to  cough  — in  accord 
with  the  physiologic  defense  mechanism. 

©1964.  THE  UPJOHN  COMPANY 
IhE  UPJOHN  COMPANY,  KALAMA20U,  MICHIGAN 


Gilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


Repeating  — “Seat  Belts  Save  Lives” — 

(Continued  from  page  21-A) 
numerable  injuries  could  be  avoided,  if  all 
people  in  automobiles  would  use  seat  belts 
always. 

References  were  made  to  the  efforts  of 
the  State  Medical  Society  of  Wisconsin 
which  resulted  in  Wisconsin  becoming  the 
first  state  to  require  the  installation  of  seat 
belts.  The  installation  of  seat  belts  in  auto- 
mobiles can  be  legislated  but  their  use  can- 
not be  so  determined.  Physicians  in  Wis- 
consin have  urged  that  news  media  when 
reporting  traffic  accidents  include  in  the 
description  a statement  as  to  the  equipping 
of  the  vehicle  with  seat  belts  and  whether 
the  victims  used  the  seat  belts. 

The  Committee  on  Transportation  Safety 
of  the  Texas  Medical  Association  has  de- 
cided to  initiate  a similar  procedure  in 
Texas.  The  Department  of  Public  Safety 
has  agreed  to  cooperate  and  local  news  me- 
dia have  indicated  a willingness,  when  ap- 
propriate, to  insert  in  news  stories,  “This 
car  was  not  equipped  with  seat  belts,”  to 


convince  people  that  seat  belts  are  not  a 
reckless  idea.  This  is  considered  a practical 
public  health  measure  that  by  education  we 
will  convince  the  ppblic  of  the  death  and 
injury  that  can  be  avoided  if  seat  belts 
are  commonly  used. 


When  I’m  discharged  doctor,  can  I stay  on 
as  a nurse’s  aid  ? 
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cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 


Name 

Address. 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound;.. to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIG 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

g- 

Caffeine 30  mg. 

‘Warning  — may  be  habit  forming 

‘Emprazil-C’  Tablets  are  available  on  prescription  only. 

Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years— 1 tablet  — 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

jS'bURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 


ARTHRALGEN’  helps  free 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  neces- 


sitate sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


The  basic  Arthralgen  formulation  plus  predni-  I 
sone  is  indicated  for  patients  who  require  steroids.® 
Prednisone  has  three  advantages  over  cortisone,ii 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack  oil 
sodium  retention,  (2)  absence  of  increased  potas-1 
sium  excretion,  and  (3)  the  unlikelihood  of  steroid-1 
induced  hypertension.*  I 

BRIEF  SUMMARY  I 

Arthralgen  and  Arthralgen-PR  are  indicated  irl 
the  management  of  rheumatoid  arthritis,  acutcl 


arthritic  joints  from 


, gouty  arthritis,  rheumatoid  spondylitis,  osteoar- 
thritis, bursitis,  fibrositis,  and  neuritis.  Arthralgen 
imay  be  used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four  times  a day. 
After  remission  of  symptoms,  dosage  should  be 
reduced  to  the  minimum  maintenance  level. 

SIDE  EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
lism  may  rarely  occur.  Symptomsof  hypercorticoid- 
ism  dictate  reduction  of  dosage  of  Arthralgen-PR. 

PRECAUTION:  Reduction  in  dosage  of  Arthral- 
gen-PR given  overa  long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersensitivity  to  any 
ingredient. 

As  with  any  drug  containing  prednisone,  Arthral- 
gen-PR is  contraindicated,  or  should  be  adminis- 


\ 

\ 

1 


tered  only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome  (or  Cushing’s 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 


a split  hair 
from  perfect . . . 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 

As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 

Eli  Lilly  and  Company 


entire  tray  of  thi'ee  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  + 0.0003  of  an 
inch  for  some  dimensions  and  + 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 


Indianapolis  6,  Indiana,  U.  S.  A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


NEBRASKA  SERVICES  FOR 
CRIPPLED  CHILDREN 

Nebraska’s  state  health  services  for  chil- 
dren under  the  direction  and  supervision  of 
Services  for  Crippled  Children,  a division 
of  the  State  Department  of  Public  Welfare, 
provided  21,440  days  of  hospital  care;  3691 
out-patient  clinical  observations;  and  $247,- 
090.18  of  medical  care,  ancillary  care  and 
appliances  to  medically  indigent  children 
last  year.  This  editorial  is  presented  to  ac- 
quaint Nebraska’s  physicians  with  services 
available  to  them  and  their  patients.  The 
closing  portion  of  this  editorial  deals  with 
referral  procedures  of  interest  to  all  physi- 
cians. 

Historical 

Prior  to  1905,  J.  P.  Lord,  MD,  and  Win- 
nett  Orr,  MD  brought  the  problem  of  the 
crippled  child  to  the  attention  of  the  people 
of  Nebraska.  Finally  in  that  year,  “Ortho- 
pedic Hospital  for  crippled,  ruptured  and  de- 
formed children,  and  those  suffering  from 
diseases  from  which  they  are  likely  to  be- 
come deformed,”  was  “located  in  Lincoln, 
Nebraska,  on  the  grounds  of  the  ‘Home  for 
the  Friendless’.” 

Recognizing  a need  for  decentralized  man- 
agement of  the  crippled  child,  the  Nebraska 
Elks  Association  started  crippled  children’s 
clinics  across  the  state,  in  1929.  These 
clinics  were  staffed  by  medical  specialists 
from  both  Lincoln  and  Omaha. 

In  1936,  the  Social  Security  legislation 
provided  for  the  establishment  of  Crippled 
Children’s  Services  as  well  as  Maternal  and 
Child  Health  Services.  Federal  funds  were 
made  available  for  the  extension  and  im- 
provement of  services  for  “locating  crippled 
children,  providing  medical,  surgical,  cor- 
rective, and  other  services  and  care,  and 
facilities  for  diagnosis,  hospitalization  and 
aftercare.” 

Financial 

In  recent  years  Nebraska  Services  for 
Crippled  Children  has  averaged  43  per  cent 


of  its  income  from  Federal  matching  funds, 
14  per  cent  Federal  non-matching  funds  and 
43  per  cent  state  matching  funds.  It  should 
be  noted  that  administratively.  Orthopedic 
Hospital  is  in  the  Department  of  Public 
Institutions,  whereas  Services  for  Crippled 
Children  is  a Division  in  the  State  Depart- 
ment of  Public  Welfare,  and  the  above  cited 
percentages  pertain  only  to  the  Services  for 
Crippled  Children  budget.  Since  the  seiw- 
ices  rendered  by  Orthopedic  Hospital  are 
almost  entirely  given  to  patients  of  Services 
for  Crippled  Children,  it  is  only  reasonable 
to  include  the  Orthopedic  Hospital  budget  in 
a comparison  of  Federal-state  expenditures 
for  the  care  of  Nebraska’s  crippled  children. 
Therefore,  the  State  of  Nebraska  is  paying 
approximately  84  per  cent  of  the  total  cost 
of  state  services  to  crippled  children  cases 
and  only  16  per  cent  of  the  money  is  Federal 
Children’s  Bureau  funds. 

Nebraska  State  Services  for  Crippled  Chil- 
dren operates  under  the  following  prin- 
ciples : 

1.  Rehabilitation  of  the  handicapped  child  is 
sound  planning  for  the  future  of  our  state. 
Every  child  is  entitled  to  the  best  possible 
care  which  can  help  him  realize  his  greatest 
potential. 

2.  The  focus  of  the  agency  is  on  the  crip- 
pling condition  — the  child’s  general  health 
remains  the  responsibility  of  the  family 
and  their  physician.  Every  child  is  en- 
titled to  a personal  physician  located  near 
his  home. 

3.  Cases  are  selected  on  the  basis  of  exist- 
ence of  a medical  problem  disproportionate 
to  determined  assets. 

4.  Families  of  patients  should  participate  in 
the  treatment  by  providing  corrective 
shoes,  braces,  medication,  etc.,  according  to 
their  ability  to  do  so. 

.5.  In  so  far  as  possible,  treatment  and  teach- 
ing facilities  of  Nebraska  should  be  utilized. 


Present 

Although  the  initial  concept  of  crippling 
was  orthopedic  in  nature,  this  has  been 
broadened  over  the  years  with  the  advent 
of  new  and  expensive  medications  and  treat- 
ments to  include  congenital  and  rheumatic 
heart,  cleft  lip,  cleft  palate,  cerebral  palsy, 
and  cystic  fibrosis  of  the  pancreas.  The 
clinics  started  by  the  Nebraska  Elks  Asso- 
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ciation  have  become  a cooperative  endeavor 
under  Services  for  Crippled  Children  with 
the  cooperation  of  the  B.P.O.E. 

At  the  present,  twenty-six  pediatric  or- 
thopedic area  clinics  are  conducted  at  eight- 
een locations  across  the  state,  in  addition 
to  Lincoln  and  Omaha.  Four  of  these  clin- 
ics are  also  designated  as  pediatric  cardi- 
ology clinics.  Cleft-palate  clinics  conducted 
by  medical,  dental,  and  speech  specialists 
are  located  in  Lincoln  and  Omaha. 

Surgery  and  hospitalization  is  provided 
for  orthopedic,  cerebral  palsy  and  cleft 
palate  patients  at  Nebraska  Orthopedic 
Hospital,  Lincoln;  Children’s  Hospital  in 
Omaha  is  used  for  cleft  palate,  heart,  and 
cystic  fibrosis  patients;  and  University  Hos- 
pital in  Omaha  is  used  for  heart  and  cystic 
fibrosis  patients.  When,  in  the  opinion  of 
the  attending  pediatric  cardiologist,  it  is 
in  the  interest  of  the  patient,  he  may  re- 
ceive services  at  the  Children’s  Bureau  Re- 
gional Heart  Center  in  Rochester,  Minne- 
sota. 

Dental  specialists  and  speech  therapists 
under  contract  with  Services  for  Crippled 
Children  provide  care  across  the  state  for 
cleft  palate  patients. 

Although  the  primary  function  of  the 
agency  is  to  provide  specialized  medical 
care  to  the  child  who  would  not  otherwise 
receive  it,  a second  vital  function  is  per- 
formed through  consultative  services.  By 
policy.  Services  for  Crippled  Children  is 
obliged  to  examine  every  child  one  time 
without  consideration  of  social  or  financial 
circumstances.  A report  of  this  examina- 
tion is  then  sent  to  the  child’s  physician  and 
the  family  is  instructed  to  return  to  him  for 
care.  In  the  consultant’s  report,  an  effort 
is  made  to  cite  treatment  resources  both 
public  and  private  should  the  physicians  care 
to  use  them.  This  service  is  available  to 
the  physician  using  the  referral  form 
(CC-110).  Treatment  is  initiated  only  after 
formal  request  from  the  family  physician  is 
received. 

On  completion  of  the  physician’s  portion 
of  the  Crippled  Children’s  Application  Fonn 
(CC-1),  the  form  is  forwarded  in  triplicate 


to  the  county  welfare  office.  That  office  in 
turn  makes  social  and  financial  studies  as 
are  necessary  for  consideration  of  the  pa- 
tient’s eligibility  for  the  state  program. 
Both  (CC-1)  and  (CC-110)  forms  are  avail- 
able through  all  county  welfare  offices. 

Every  effort  is  made  to  maintain  the  rela- 
tionship of  the  child  to  his  local  physician 
during  the  course  of  treatment.  Hospital 
discharge  summaries  are  now  sent  to  the 
referring  physician  on  the  patient’s  dis- 
charge. When  it  is  in  the  interest  of  the 
patient’s  rehabilitation,  the  crippled  chil- 
dren’s agency  makes  referral  to  other  appro- 
priate programs  such  as  Vocational  Rehabili- 
tation Services,  Services  for  Visually  Im- 
paired, etc. 

Inquiries  for  Nebraska  State  Crippled 
Children’s  Services  may  be  directed  to  local 
county  welfare  offices  or  to  Services  for 
Crippled  Children,  Department  of  Public 
Welfare,  State  Capitol. 

G.  E.  Stafford,  MD 


WASTE  OR  FORESIGHT? 

Your  December  issue.  Page  12-A,  cites 
an  editorial  in  the  Wisconsin  Medical  Jour- 
nal emphasizing  and  supporting  an  allega- 
tion by  the  Comptroller  General  that  the 
Department  of  Defense  is  considering  plans 
for  new  hospital  construction  which  exceed 
by  ten  million  dollars  what  would  be  re- 
quired in  adequate  facilities  for  joint  service 
use. 

Here  we  have  physicians  (presumably  the 
editor  of  the  Wisconsin  Medical  Journal), 
rushing  to  support  the  opinions  of  an  ac- 
countant as  to  what  constitutes  “adequate 
medical  facilities,”  and  concommittantly 
downgrading  the  estimates  of  federal  col- 
leagues charged  with  the  responsibility  of 
determining  those  needs.  It  is  suggested 
that  divisive  efforts  such  as  these  inevitably 
will  promote  the  control  of  our  profession 
by  outsiders. 

What  the  editor  of  the  Wisconsin  Medical 
Joiu-nal  and  others  fail  to  consider  is  that 
Defense  Department  hospital  plans  are  or- 
iginated by  physicians  thoroughly  cognizant 
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of  Armed  Forces  medical  problems.  Such 
plans  are  reviewed  by  the  Bureau  of  the 
Budget  and  they  are  ultimately  approved  or 
modified  by  the  Congress  before  they  be- 
come realities.  The  Comptroller  General  has 
no  part  in  any  of  this  process,  and  his  com- 
ments are  a pure  intrusion  into  an  area 
not  his  concern.  But  this  is  typical  bureau- 
cratic gerrymandering  and,  in  essence,  is 
Medicine’s  greatest  threat,  — that  is,  the 
proclivity  of  an  unqualified  lay  administra- 
tor to  force  his  whims  concerning  medical 
practice  on  the  practitioners,  simply  because 
of  his  power  over  monies. 

The  recommendations  of  the  Hoover  Com- 
mission, the  Budget  Bureau,  and  several 
Congressional  Committees,  to  combine  the 
medical  services  of  the  Armed  Forces,  are 
the  same  tiresome  and  tattered  lay  opinions 
that  have  been  extant  for  fifty  years.  The 
idea  is  based  purely  on  money  value,  and 
necessarily  ignores  the  basic  and  prime  de- 
termining factor  of  morale.  Esprit  de  corps 
is  vital  to  Armed  Forces  effectiveness,  and 
the  medical  aspects  of  that  spirit  extend  not 
only  to  the  physician,  but  to  the  fighting 
man  and  his  dependents.  Necessity  for  and 
the  cost  of  morale  ought  to  be  understood 
especially  by  Nebraskans,  viewing  the  1961 
through  1963  University  football  teams. 

Hospital  facilities  around  Newport  News, 
Va.,  as  they  are  around  San  Francisco  Bay, 
are  dictated  by  location  of  multiple  Armed 
Forces  installations  on  open  water,  and  the 
consequent  necessity  for  ready  accessability. 
What  may  well  be  duplication  of  dollar  costs 
to  an  accounting  administrator  is  likely  to 
be  a lifesaving  necessity  in  the  judgement 
of  the  physician.  Which  will  be  the  better 
fighting  man,  he  who  knows  he  will  re- 
ceive instant  medical  attention  should  he  be- 
come a casualty,  or  he  who  knows  he  must 
be  transported  some  distance  to  receive  the 
same  quality  of  medical  care?  And  which 
type  man  does  the  country  want  in  its 
Armed  Forces? 

Long  experience  has  demonstrated  cate- 
gorically that  Armed  Forces  physicians  are 
as  dedicated  to  the  best  medical  practice  as 
are  their  civilian  colleagues.  It  follows, 
then,  that  their  judgements  on  medical  mat- 


ters ought  to  be  more  acceptable  to  civilian 
medicine  than  are  those  of  incompetent, 
and  perhaps  politically  motivated  laymen. 

C.  D.  Bell,  MD 
Lincoln 


News  and  Views 

Anticancer  Drugs — 

More  than  170,000  chemicals  have  been 
checked  in  the  continuing  search  for  anti- 
cancer drugs.  Dr.  Sidney  Farber,  a widely 
known  cancer  researcher,  told  a group  of 
life  insurance  executives  recently. 

Products  of  this  huge  program  of  re- 
search include,  for  example,  “five  different 
chemicals,  each  capable  of  causing  complete 
disappearance  of  all  evidence  of  leukemia 
. . . in  the  vast  majority  of  children  for 
weeks,  for  months,  and  even  for  as  long  as 
ten  years,”  Dr.  Farber  said.  “Such  improve- 
ment, unfortunately,  does  not  constitute  a 
cure.  But  the  life  that  is  prolonged  is  good 
life,  and  provides  the  possibility  for  the 
patient  to  take  advantage  of  the  next  for- 
ward step  in  research.” 


Stippling  of  the  Retina  — A New  Physical 
Sign  in  the  Early  Diagnosis  of  Lead 
Poisoning  — N.  Sonkin,  New  Eng  J Med 
269:799  (Oct.  10)  1963. 

Eight  people  working  for  an  industrial 
wire  manufacturing  company  were  exposed 
to  lead  compounds  for  a period  ranging  from 
6 months  to  one  year.  Retinal  stippling,  a 
new  physical  sign  in  the  early  diagnosis  of 
lead  poisoning  which  has  not  been  previously 
recorded,  occurred  in  all  cases.  Retinal 
changes,  visualized  as  a glistening  deposition 
of  greyish  lead  pigment  surrounding  the 
optic  disk,  appear  to  be  a reliable  early 
sign  of  lead  intoxication.  Positive  labora- 
tory data  such  as  excess  urinary  lead  and 
erythrocyte  stippling  showed  some  correla- 
tion with  the  retinal  findings.  The  retinal 
stippling  was  reversible  within  a period  of 
4 months  following  the  removal  of  the  work- 
ers from  environmental  exposure  to  lead. 
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Comments  From  Your  President 


W’ithin  a short  time,  February  22-23,  the 
governing  body  of  the  Nebraska  State 
iMedical  Association,  the  House  of  Delegates, 
will  meet  in  Kearney.  This  is  the  first  time 
in  many  years  that  the  interim  meeting  has 
been  held  outstate,  and  it  is  hoped  that  such 
a move  will  enable  many  more  delegates  to 
attend  the  entire  session. 

A full  agenda  will  be  the  order  for  the 
sessions.  A large  number  of  resolutions, 
some  of  them  controversial,  are  to  be  pre- 
sented by  members  of  standing  committees, 
as  well  as  from  county  medical  societies. 

The  Insurance  Committee  will  present  its 
report  concerning  the  retirement  program 
for  physicians  in  our  state. 

The  scientific  program  to  be  presented 
during  the  Annual  State  Medical  Meeting 
in  April  is  nearing  completion.  The  Pro- 
gram Committee  and  Mr.  Neff  have  spent 
many  hours  arranging  and  rearranging 
schedules  for  our  guest  speakers,  which  is 
an  indication  that  they  are  much  in  demand 
for  personal  appearances. 

For  the  practicing  physician,  a word:  if 
you  have  not  already  done  so,  there  is  no 
better  time  than  now  to  study  the  Kerr- 
Mills  Bill  which  recently  was  enacted  into 
law  in  Nebraska.  It  would  be  better  to  take 
time  to  acquaint  yourself  with  it  than  to  mis- 
inform a patient  or  his  family.  It  is  not  a 
“give-away”  bill,  and  we  should  be  aware 
of  its  phrasing,  limitations,  and  benefits. 

In  the  field  of  public  relations,  each  one 
of  us  creates  a public  image  every  day.  Let 
us  not  be  too  busy  “here  and  there”  that  we 


find  our  image  soiled,  spoiled,  and  soon  de- 
stroyed. A full-time  public  relations  rep- 
resentative might  be  prohibitive  cost-wise 
for  our  state  Association,  however  it  appeal’s 
that  some  financial  support  in  this  field  will 
be  necessary  soon  to  cope  with  the  complex 
socio-economic  problems  concerned  with  the 
practice  of  medicine. 

It  is  a certainty  that  the  issue  of  medical 
care  for  the  over-65  age  group  will  again 
be  a major  issue  in  the  upcoming  national 
elections.  I urge  your  continued  support  of 
AMPAC,  and  hope  that  you  are  sharing 
your  “Do  You  Know”  letters  with  your  fam- 
ily and  assisting  in  the  dissemination  of  the 
excellent  material  included. 

R.  F.  SIEVERS, 
President. 
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ARTICLES 


Oral  Ad minisf ration  of  a 
Fibrinolysin 

in 

VASCULAR  INFLAMMATION  and  OCCLUSION*t 


The  treatment  of  thrombosis 
and  thrombophlebitis  always 
has  been  a difficult  problem. 
Why  do  these  conditions  selectively  affect 
some  people,  while  many  others  escape? 
What  are  the  mechanisms?  Why,  indeed, 
does  blood  not  coagulate  in  the  circulation 
yet  does  so  immediately  when  extravasated  ? 

The  study  and  progress  on  the  mechanism 
of  coagulation,  the  detection  of  more  and 
more  factors,  the  lysis  of  the  clot  after  a 
period  of  time,  and  its  acceleration  after 
sudden  death  or  severe  operation,  stress, 
and  so  forth,  raised  the  question  of  the  pos- 
sibility of  some  factor  responsible  for  the 
lysis. 

The  fact  that  in  thrombosis,  inflammation 
and  the  fibrin  deposit  play  an  important 
part,  must  be  taken  into  consideration. 

The  introduction  of  anticoagulants,  al- 
though interfering  with  the  formation  and 
synthesis  of  protein,  fibrinogen,  and  differ- 
ent thromboplastic  factors  (FV,  FIX,  FX) 
and  influencing  the  coagulation  and  pro- 
thrombin time,  still  did  not  solve  the  prob- 
lem and  remained  only  a preventive  measure. 
Animal  experiments  on  thrombi  using  nico- 
tinic acid,  heparin  and  acetylcholin  produced 
by  thrombin  showed  that  all  of  the  three 
diminished  the  thrombus  but  heparin  most 
strikingly. The  administration  of  anti- 
coagulants, per  se,  represents  only  a passive 
treatment  that  inhibits  the  coagulation  or 
formation  of  thrombosis,  but  does  not  re- 
move the  clot. 8 With  the  development  of 
effective  fibrinolytic  agents  a new  concept 
has  been  introduced  into  the  treatment  of 
intravascular  thrombosis. 


LOUIS  von  K.  VARGA,  MD, 
JOHN  P.  MITCHELL,  JR.,  MD 
and 

THOMAS  H.  McGAVACK,  MD 
Martinsburg,  West  Virginia 


Historical  Review 

Cliffton  recently  presented  a good  review 
of  current  clinical  experiences  with  fibrin- 
olysins.22 

In  1893  Dastre  described  the  existence  of 
a fibrinolytic  agent.  Later  trials  with  tryp- 
sin and  similar  enzymes  proved  not  to  be 
efficient  and  not  without  danger  and  side  ef- 
fects, and  until  recently  the  treatment  of 
thrombosis  was  directed  rather  to  its  pre- 
vention or  its  dissemination. 12 

Tibet  and  Garner,  in  1933,  demonstrated 
that  the  clot  dissolves  rapidly  in  the  presence 
of  filtrate  of  hemolytic  streptococci. 

In  1937,  Macfarlane  reported  the  fibron- 
olytic  action  of  diluted  plasma,  after  opera- 
tion. Biggs  and  Pilling  reported  the  same^® 
after  violent  exercise  or  epinephrine. 

Then  came  the  realization  that  while  the 
clot  undergoes  lysis  in  days  under  nonnal 
circumstances,  after  stress,  severe  operation 
and  accidental  death  it  does  so  in  only  a few 
hours.i®  It  became  apparent  that  the  plasma 
must  contain  some  lytic  precursor  which, 
when  activated,  can  lyse  the  clot  and,  in  ex- 
cess, may  cause  hemorrhage. 

Ratnoff  and  Donaldson^®  have  recently 
summarized  the  literature  in  regard  to  these 

*From  the  Intermediate  Service.  Veterans  Administration 
Center,  Mai-tinsburg,  West  Virginia  and  the  Department  of 
M^icine,  George  Washington  University  School  of  Medicine, 
Washington.  D.C. 

tExperimental  material  and  analysis  of  data  made  possible 
through  a grant  from  the  Fretom  Research  Fund. 
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and  other  variables  in  human  plasmin  ac- 
tivity. 

During  the  continuous  research  for  new 
coagulation  factors,  that  is  to  clarify  the 
complicated  coagulation,  more  and  more 
observations  were  collected  on  the  fibrin- 
olysin.  That  there  must  be  a profibrinolysin 
(later  called  plasminogen)  which,  when  ac- 
tivated, forms  fibrinolysin  (plasmin),  and 
which  then  is  able  to  dissolve  the  clot. 

In  1954-1955,  it  was  found  that  human 
fibrinolysin  could  lyse  thrombi  produced  in 
the  ear-veins  of  the  rabbits.22  That  the  fi- 
brinolysin is  a proteolytic  enzyme  splitting 
the  fibrinogen  and  fibrin  to  a great  molecu- 
lar polypeptide,  while  simultaneously  affect- 
ing also  the  factors  V,  VII,  and  VIII,  but  not 
the  prothrombin.  These  protein  - fractions 
have  antithrombin  effect  and  inhibit  throm- 
boplastin formation. ^2-22 

The  fibrin  absorbs  the  plasminogen  and 
through  enzjTnatic  effect  of  the  strepto- 
kinase (and  different  other  kinases)  is 
transformed  into  plasmin.  Sherry,  Fletcher 
and  Alkjaersig  advanced  the  theory  that  the 
fibrinolytic  enzymes  lyse  the  clot  by  activa- 
tion of  the  plasminogen  contamination 
trapped  into  the  meshwork  of  the  clot,  thus 
dissolving  it  endogeneously^®.  Whether  from 
the  streptokinase  and  plasminogen  an  ac- 
tivator-complex is  formed,  which  trans- 
form the  latter  to  plasmin,  is  a debated 
question. any  event,  the  activation  can 
be  induced  by  streptokinase,  staphylokinase, 
urokinase  or  tissue  kinase  and  may  be  en- 
hanced by  trypsin,  chloroform,  alcohol,  nico- 
tinic acid,  anxiety,  adrenalin,  malignancies, 
sudden  death,  severe  operations,  pyrogens, 
severe  burns,  liver  disease,  and  so  forth.  It 
appears  that  the  lysis  proceeds  through  dif- 
fusion or  absorption  of  plasminogen  activa- 
tors to  the  thrombus,  which  is  then  digested 
by  intrinsic  plasmin  action. 

Norman^  believes  that  the  pure  plasmin 
is  not  as  effective  as  the  streptokinase,  be- 
cause one  part  of  the  plasmin  is  neutralized 
and  lost  by  inhibitors,  antistreptokinase, 
plasmin  inhibitors,  and  this  is  the  reason 
why  we  have  to  give  more  fibrinolysin  than 
anticipated. 21 


It  has  been  found  that  significant  levels 
of  inhibitors  are  present  in  most  patients 
with  chronic  diseases  and  in  postoperative 
patients  after  one  week.  Due  to  the  varia- 
tions of  the  amount  and  potency  of  the  in- 
hibitors from  patient  to  patient,  our  treat- 
ment must  vary  correspondingly.  The  strep- 
tokinase diffuses  into  the  thrombi^®  and 
lyses  them  from  inside.  The  plasminogen 
will  be  absorbed  to  the  fibrin  or  clot,  where 
there  is  a high  level  of  proactivator  and  lyse 
the  thrombus  from  inside  and  outside.  On 
the  contrary,  the  plasmin  works  only  from 
outside. 

Platelets,  serum  protein,  transaminase, 
capillary  fragility,  erythrocyte  count, 
hematocrit,  hemoglobin  are  not  altered,  but 
leukocjdosis  or  leukopenia  may  be  found. 

The  disadvantage,  however,  is  that  the 
streptokinase  is  a strong  antigen  and  the 
human  beings  actually  have  antibodies 
against  it.^®  Therefore,  the  rise  of  antibody 
titer  in  the  serum  after  streptokinase  injec- 
tion may  preclude  its  further  use  for  many 
months. If  we  intend  to  repeat  the  treat- 
ment parenterally,  it  should  be  within  a 
short  time  or  anaphylaxis  develops,  which 
may  remain  as  long  as  two  years.^o  Another 
disappointing  fact  is  that  there  is  only  a 
short  time  during  which  we  can  give  the  fi- 
brinolysin (streptokinase).  The  enzyme  can 
lyse  the  fibrin  before  it  becomes  organized 
(5-10  days),  but  cannot  dissolve  connective 
tissue  or  collagen  fibers. 

The  possibility  of  lysis  then  depends  also 
on  the  size  and  thickness  of  the  thrombus, 
or  the  height  of  the  plasma  fibrinogen 
level. The  preclinical  investigations  by 
Ambrus,  Cliffton,  and  many  others  have 
shown  that  thrombi  produced  in  animals  can 
be  dissolved  with  one  treatment  if  the  clot 
is  less  than  four  days  old.^® 

The  increased  difficulty  of  lysis  in  the 
aged  is  probably  due  to  increased  clot  den- 
sity. Increased  fibrinogen  concentration  in- 
creases the  resistance  of  the  clot  to  lysis  and 
most  conditions  leading  to  thrombosis  are  as- 
sociated with  high  fibrinogen  and  fibrin- 
olysin inhibitor  levels. “ 

In  1956,  Cliffton  reported  the  effective- 
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ness  on  venous  and  arterial  thrombosis  and 
venous  emboli.  Ruegsegger,  et  al.,  lysed 
coronary  arterial  thrombi  with  a high  dose 
of  streptokinase  and  found  it  effective,  also, 
in  cerebral  thrombosis.22 

Recently,  several  workers  gave  strepto- 
kinase doses  up  to  millions  of  units  to  ob- 
tain sufficient  systemic  reaction,  but  the  side 
effects  with  the  parenteral  administration 
remained  unpleasant. 

Purpose  of  the  Present  Trials 

Having  seen  these  difficulties  in  the  ad- 
ministration of  streptokinase  or  varidase 
parenterally  with  its  side  effect  and  ana- 
phylactic reactions,  it  was  decided  to  study 
the  effect  of  high  doses  of  fibrinolysin  per 
os. 

Fully  aware  of  the  time  limit  after  throm- 
bosis during  which  the  enzymes  have  been 
claimed  effective  and  of  the  reports  that  the 
enzymes  fail  to  lyse  connective  tissue,  we 
still  selected  both  acute  and  chronically  ill 
patients  for  two  reasons : First,  there 

were  only  few  fresh  cases;  secondly,  we 
still  were  anxious  to  check  the  effect  of 
chronic  thrombotic  edematous  patients  with 
oral  administration  in  high  doses. 

Procedure 

Chronically  ill  patients  with  either  acute 
or  chronic  inflammatory  venous  or  arterial 
diseases  were  selected  to  determine  the  in- 
fluence of  high  doses  of  streptokinase- 
streptodornase  mixture.* 

In  each  course  of  treatment,  one  tablet 
of  the  streptokinase-streptodornase  mixture 
was  given  five  times  daily  (1  million  units) 
for  six  days.  Complete  blood  picture,  plate- 
let count,  bleeding,  coagulation  and  pro- 
thrombin times,  fibrinogen,  total  protein, 
albumin  and  globulin,  the  serum  electro- 
phoretic pattern,  blood  urea  nitrogen,  uric 
acid,  serum  electrolytes,  carbon  dioxide 
combining  power,  alkaline  phosphatase, 
serum  glutamic  oxaloacetic  transaminase, 
clot  lysis  time,  serum  bilirubin  and  urine 
have  been  checked  before  and  after  treat- 

♦This  material  was  furnished  by  the  Lederle  Laboratories 
and  contained,  per  tablet,  streptokinase,  200,000  units,  and 
streptodornase,  50,000  units. 


ment  to  see  what  changes  may  occur  during 
the  lytic  process. 

With  thermocouple  we  checked  the  skin 
temperature;  the  circumferences  of  the  legs 
were  measured  and  changes  observed  if 
any;  pulse,  temperature,  respiration  were 
checked,  and  the  side  effects  if  any  were 
noted. 

Results 

Of  the  13  patients  (12  men  and  1 woman) 
included  in  the  present  study,  one  had  no 
vascular  disease  and  served  as  a control. 
Ages  of  these  subjects  ranged  from  39  to 
82  years,  and  if  the  control  subject  is  ex- 
cluded, the  average  age  was  65.6  years.  The 
fibrinolysin  was  given  primarily  for  throm- 
bophlebitis in  seven  instances;  for  chronic 
lymphedema  and  lymphangitis  with  stasis 
dermatitis  in  one  subject;  and  for  various 
problems  associated  with  endarteritis  oblit- 
erans in  the  remaining  four. 

Cases 

Case  1.  A 32-year-old  patient  with 
multiple  sclerosis  served  as  control 
without  effect  and  without  any  labora- 
tory change. 

Case  2.  A 39-year-old  man  with  su- 
perficial and  deep  venous  thrombosis 
of  the  left  leg  with  stasis  lymphagitis 
and  lymphedema  with  dull  pain. 

After  one  course  the  edema  nearly 
completely  disappeared  and  the  pain 
subsided. 

Case  3.  A 58-year-old  white  man 
with  general  arteriosclerosis  with  re- 
siduals of  left  hemiplegia,  mild  diabetes 
mellitus,  obesity,  marked,  phlebo- 
thrombosis  of  the  right  femoral  vein, 
stasis  lymphangitis  and  lymphedema. 
The  phlebothrombosis  of  six  to  eight 
months  duration  and  the  stasis  lym- 
phangitis and  lymphedema  for  several 
years. 

During  the  administration  of  fibrin- 
olysin the  pain  disappeared  the  first 
day,  the  tightness  decreased,  the  skin 
temperature  became  warmer;  the 
edema  however  remained  unchanged. 
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The  only  side  effect  this  patient  men- 
tioned was  slight  flushing  and  perspira- 
ation  for  one  to  two  hours  the  first  day. 
There  was  a leukocjdosis  with  neutro- 
philia and  lymphopenia,  thrombocytosis, 
and  prolonged  bleeding  time  ^^dth  tests 
to  be  mentioned. 

Case  4.  An  82-year-old  white  man  with 
generalized  arteriosclerosis  with  chron- 
ic brain  syndrome,  stasis  edema  with 
chronic  lymphangitis  of  both  legs,  and 
pressure  ulcer  of  the  right  heel  for  ten 
years.  No  response  obtained  in  any 
of  the  above  symptoms. 

Case  5.  A 65-year-old  white  man 
with  glomus  tumor  of  the  right  leg, 
surgical  graft  left  leg,  stasis  derma- 
titis bilaterally  for  several  years,  and 
phlebothrombosis  for  five  months.  The 
result  of  treatment  was  good.  The 
ulcer  healed  except  for  a one  millimeter 
area  at  the  center.  The  edema  and 
stasis  dermatitis  decreased.  A second 
course  of  streptokinase  was  tried  one 
week  later  with  little  effect.  The  lab- 
oratory tests  did  not  show  real  differ- 
ence; perhaps  the  fibrinogen  level, 
platelet  count  decreased  and  the  pro- 
thrombin time  became  more  prolonged. 
The  differential  blood  picture  showed 
slight  eosinophilia. 

Case  6.  A 64-year-old  white  man 
with  chronic  thrombophlebitis  for  24 
years  and  cellulitis  of  the  left  leg,  dura- 
tion of  two  months.  Under  administra- 
tion of  the  fibrinolysin  the  redness  and 
pain  disappeared  the  next  daj',  the 
tightness  and  swelling  decreased,  and 
the  patient  stated  he  had  not  felt  as  well 
for  years.  Due  to  this  good  effect  a 
second  course  was  tried  one  week  later. 
This,  however,  did  not  show  more  ap- 
parent improvement.  The  laboratory 
tests  remained  within  normal  range. 

Case  7.  A 65-year-old  man  with  bi- 
lateral saphenous  varicosities,  general 
arteriosclerosis,  acute  thrombophlebitis 
with  lymphangitis,  with  cellulitis  and 
edema  of  six  days  duration.  There  was 
an  indurated  pencil-thick,  red  saphen- 


ous thrombosis,  very  painful  and  tender 
to  palpation. 

The  previously  given  antibiotics 
(tetracycline,  phenethicilin,  Chloromy- 
cetin) did  not  help,  and  he  continued  to 
have  a temperature  up  to  102°  F with 
no  clinical  improvement. 

Under  the  influence  of  a fibrinolysin 
course  the  improvement  was  quite  rap- 
id. Patient  became  afebrile  and  re- 
mained so  throughout.  On  the  second 
day  the  burning  sensation,  inflamma- 
tion, and  edema  diminished  and  on  the 
following  day  the  red  streak,  the  con- 
fluent discoloration,  and  edema  dis- 
appeared. No  side  effect  was  noted. 
The  laboratory  tests  revealed  no  appar- 
ent difference  after  the  course. 

Case  8.  A 72-year-old  white  man 
with  general  arteriosclerosis,  chronic 
brain  sjmdrome,  severe  endarteritis 
obliterans,  and  gangrene  of  the  fourth 
left  toe  with  marked  cyanosis. 

During  hospitalization  this  patient 
developed  different  infections,  pleural 
effusion,  empyema,  necrotic  ulcer  of 
the  dorsum  of  the  left  foot,  and  osteo- 
myelitis which  temporarily  subsided 
under  local  treatment,  antibiotics,  and 
sympathectomy:  Prior  to  administra- 

tion of  the  fibrinolysin,  patient  sudden- 
ly developed  again  necrosis  of  the 
fourth  left  toe  with  blister  and  extreme 
cyanosis.  On  high  doses  of  fibrinolysin 
there  was  a rapid  healing  of  the  blister 
and  ulcer  and  the  gangrene  cleared. 

During  the  following  day,  sudden 
deterioration  o c c u r e d with  elevated 
blood  urea  nitrogen  with  reappearing 
cyanosis  and  gangrene,  and  in  spite  of 
all  measures  the  patient  expired  with 
symptoms  of  uremia.  The  autopsy  dis- 
closed occlusion  of  the  inferior  mesen- 
teric artery,  infarction  of  the  inferior 
pole  of  the  left  kidney,  and  chronic 
pyelonephritis. 

Case  9.  A 72-year-old  white  man 
with  general  arteriosclerosis,  chronic 
alcoholism,  cancer  of  the  prostate,  in- 
jury of  the  right  leg  and  chest  one 
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year  ago  with  arterial  thrombosis  of 
the  right  leg  with  absent  femoral  pulse. 

During  hospitalization,  suddenly  one 
day,  a bluish  discoloration,  with  sharp 
demarcation  over  the  dorsum  of  the 
right  foot  developed,  then  one  million 
fibrinolysin  was  introduced.  The  fol- 
lowing day  there  was  a remarkable 
amelioration.  The  discoloration  and 
demarcation  nearly  completely  dis- 
appeared. The  skin  became  warmer 
and  seemingly  the  general  condition  of 
the  patient  improved.  Tragically,  the 
next  day,  nausea,  vomiting,  shock,  dis- 
tended abdomen,  and  cyanosis  of  the 
feet  complicated  the  picture,  and  a 20,- 
000  leukocyte  count  was  present.  Due  to 
suspicion  of  mesenteric  thrombosis,  a 
laparotomy  was  performed,  which 
showed  a thrombosis  of  the  common 
iliac  artery,  multiple  thromboses  in  the 
aorta  and  a questionable  one  of  the  su- 
perior mesenteric  artery  with  gangrene 
of  about  four  inches  of  the  ileum, 
which  was  resected.  During  one  day. 


however,  the  improvement  mentioned 
before  was  remarkable. 

Case  10.  A 67-year-old  white  man  with 
general  arteriosclerosis  with  cerebro- 
vascular accident,  right  hemiplegia,  se- 
vere endarteritis  obliterans,  with  ulcer 
and  cellulitis.  The  ulcer  and  cellulitis 
were  of  two  days  duration. 

On  the  day  following  the  administra- 
tion of  fibrinolysin  the  cellulitis  dis- 
appeared and  on  the  fifth  day  only  a 
faint  redness  remained  around  the 
small  ulcer  which  decreased  about  one- 
half  of  its  depth. 

Case  11.  A 65-year-old  white  man 
with  tabes  dorsalis,  Charcot  joint  of 
the  knee  (left),  old  fracture  of  the 
right  femoral  head,  suddenly,  after 
many  years  of  quiet  hospitalization,  sur- 
prised us  with  pain  and  bluish  discolor- 
ation of  his  second  left  toe  for  which 
amputation  was  suggested  by  the  sur- 
geons. Due  to  the  severe  condition  and 
his  dim  future,  we  introduced  our  one 


Case  No.  11  — Figures  1.  2,  and  3 show  the  marked  progression  toward  normal  of  the  patient’s  foot.  Figure  1 
shows  the  condition  on  October  3.  1962,  before  treatment  was  begun.  Figure  2 shows  a comparative  photograph  taken 
on  October  17  : and  figure  3,  on  October  30,  1962. 
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million  units  of  fibrinolysin-treatment. 
The  result  was  remarkable.  The  dis- 
coloration disappeared,  the  gangi’enous, 
black  area  sloughed  off,  the  color  re- 
turned to  normal  and  the  entire  area 
healed. 

Case  12.  A 63-year-old  white  woman 
had  been  suffering  with  an  acute  ex- 
acerbation of  the  thrombophlebitis  with 
Buerger’s  disease  for  several  years  with 
intermittent  claudication  and  discolora- 
tion of  feet,  which  condition  made  her 
a semicripple.  All  pain,  and  discomfort 
disappeared  during  administration  of 
fibrinolysin.  This  had  not  responded  to 
other  usual  medications  before.  There 
was  only  slight  nausea  following  each 
dose  during  the  third  course  of  treat- 
ment. 


Case  13.  The  last  case  is  a 65-year- 
old  white  man  with  left  tibia  and  fibula 
fracture,  thrombophlebitis  with  pul- 
monary emboli,  endarteritis  obliterans, 
and  varicosities  along  the  left  saphenous 
vein.  He  was  complaining  about  se- 
vere pain  along  the  long  saphenous 
vein,  which  was  inflamed  and  felt  as  a 
whipcord.  After  six  days  of  fibrin- 
olysin the  tightness  and  pain  disap- 
peared on  the  following  day,  and  the 
rolling  thrombosis  could  not  be  palpated 
the  next  day.  The  swelling  with  de- 
pendent cyanosis  however  remained  un- 
changed. No  side  effect  noted. 


For  better  illustration  see  the  following 
table : 


TABLE  1 

CLINICAL  DATA  FROM  THIRTEEN  PATIENTS  WITH  PERIPHERAL 
VASCULAR  DISEASE  TREATED  BY  STREPTOKINASE 


Case 

Age 

Underlying  Diagnoses 

Fibrinolysin 

Admini.stered 

For 

Duration  of 

Condition 

Treated 

No.  Courses 
of 

Treatment 

Results 

Remarks 

1 

39 

Multiple  sclerosis 

Control 

0 

1 

None 

No  change  in  condition.  No  toxic 
effects.  Laboratory  findings 
normal  before  and  after  treat- 
ment. Served  as  a control. 

2 

39 

Superficial  and  deep 
venous  thrombosis 
left  leg 

Chronic  superficial 
deep  venous  throm- 
bosis— subacute 

3 wks. 

1 

Good 

Initially  continuous  4-|-  edema 
gone  in  a.m..  slight  return  to- 
wards evening.  Dull  ache  in 
leg  gone. 

3 

69 

Generalized  arteri- 
osclerosis with  re- 
siduals of  a left 
hemiplegia. 

Diabetes  mellitus  — 
mild. 

Obesity  — marked. 

Phlebothrombosis  ~ 
right  femoral  vein. 

Stasis  lymphangitis 
and  lymphedema 

Phlebothrombosis. 
Stasis  lymphangitis 
and  lymphedema. 

6-8  mos. 
Several 
years 

1 

Fair 

Slight  flushing  and  perspiration 
for  1-2  hours  after  each  dose 
of  fibrinolysin.  The  only  ob- 
jective change  in  the  legs  was 
a softening  of  the  rather  hard 
chronic  lymphedema.  Subjec- 
tive improvement  more  marked 
and  could  have  been  partly 
psychological. 

4 

82 

Generalized  arterioscle- 
rosis with  chronic 
brain  syndrome. 

Stasis  edema  with 
chronic  lymphangitis 
both  lower  extremities. 

Pressure  ulcer  right 
heel. 

Stasis  edema  and 
lymphangitis. 

10  plus 
yrs. 

1 

Poor 

Had  a broken  hip  at  age  75  ; 
allowed  to  become  chair  ridden 
with  both  knees  fixed  at  90®. 

0 

65 

Glomus  tumor  — right 
leg. 

Surgical  graft — left  leg. 
Secondary  varicosities. 
Stasis  dermatitis — both 
lower  legs. 

Stasis  dermatitis  with 
ulcer 

(1^4  X 1 X 1 cm). 
Phlebothrombosis. 

Several 

years. 

5 mos. 

2 

Excellent 

Ulcer  healed  7 days  after  begin- 
ning treatment.  Stasis  der- 
matitis slowly  cleared.  Second 
couree  of  treatment  given  9 
days  after  completion  of  the 
first  with  continuing  slow  im- 
provement in  entire  condition. 
Response  to  first  course 
dramatic. 

6 

63 

Chronic  thi-omboplebitis, 
left  leg. 

Cellulitis,  left  leg. 

Chronic  thrombo- 
phlebitis left  leg 
and  cellulitis  left 
leg. 

24  yrs. 
2 mos. 

2 

Excellent 

Relief  was  nearly  complete  with 
first  course  of  therapy.  Inflam- 
matory signs,  including  fever, 
disappeared  in  24  hrs.,  almost 
completely.  On  2nd  day,  stated 
he  felt  better  than  he  had  for 
years. 
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7 65  Bilateral  long  saphenous  Acute  thrombophle-  6 

varicosities — extensive.  bitis,  lymphangitis. 

Generalized  arterioscle-  etc. 

rosis. 

Acute  thrombophlebitis 
with  lypmhangitis,  cel- 
lulitis and  edema. 


days.  1 Good  Afebrile  on  3rd  day  of  fibrin- 

olysin  mixture.  AH  acute  mani- 
festations gone  by  6th  day. 
Right  leg  much  larger  than 
left  at  beginning  of  treatment, 
equal  by  8th  day. 


8 72  Generalized  arterioscle- 

rosis with  chronic 
brain  syndrome,  severe 
endarteritis  obliterans 
and  gangrene  4th  left 
toe. 


Arterial  insufficiency  Ulcer — 

and  inflammation  3 mos. 

associated  with  ulcer 
on  dorum  of  foot. 


1 Excellent  At  the  height  of  inflammation 

there  was  some  edema,  which 
disappeared  as  a blister  and 
ulcer  healed.  Arterial  inflow 
to  foot  improved  probably  due 
to  improvement  of  the  inflam- 
matory process. 


9 72  Generalized  arterioscle-  Arterial  thrombosis 

rosis.  — right  leg. 

Chronic  alcoholism.  Femoral  pulse  absent. 

Cancer  Prostate. 

Injury  to  right  leg  and 
chest  wall — 1 yr.  PTA. 

Arterial  thrombosis. 


1  day.  1 Excellent  One  day  after  fibrinolysin  was 

started,  line  of  demarkation 
disappeared  and  foot  became 
warmer.  Twenty-four  hours 
later  mesenteric  thrombosis  oc- 
curred with  extensive  gangrene 
of  bowel. 


10  67  Generalized  arterioscle-  Endarteritis  with 

rosis  with  cerebrovas-  ulcers, 
cular  accident  and 
right  hemiplegia,  se- 
vere endarteritis  ob- 
literans with  ulcers. 

Diabetes  mellitus — mild. 


Ulcer — 1 Good  Ulcers  0.8  x 0.8  x 0.25  and  1.1 

2  days.  x 0.5  x 0.15  cm  on  dorsum  of 

right  foot  decreased  to  0.3  x 
0.3  X ? and  0.3  x 0.2  x 0.0  dur- 
ing 5 days  of  varidase  treat- 
ment. 


11  65  Tabes  dorsalis  with  left  Gangrene  left  second  8 days. 

Charcot  knee.  toe. 

Old  myocardial  infarction. 

Old  fracture  right 
femoral  neck. 

Endarteritis  obliterans 
with  gangrene  left 
second  toe. 


12  63  Bilateral  long  saphenous 

F varicosities — 38  yrs. 

Endarteritis  obliterans. 
Chronic  thrombophlebitis 
with  lymphangitis  and 
stasis  dermatitis. 


Acute  exacerbations  Several 

of  chronic  thrombo-  years, 

phlebitis,  lymphan- 
gitis and  stasis 
dermatitis. 


13  65  Fracture  of  left  tibia 

and  fibula  (1  yr.  ago) 
Thrombophlebitis  with 
secondary  pulmonary 
emboli. 

Endarteritis  obliterans. 
Varicosities  left  long 
saphenous  vein 


Thrombophlebitis  with  6 mos. 
edema  and  pul- 
monary embolism — 
subacute. 


1 Excellent  Pain  completely  relieved  and  gan- 

grenous toe  sloughed  off.  Four- 
teen days  after  treatment  was 
completed,  the  entire  area  was 
healed. 


3  Good  A gradual  change  occurred  in  this 

subject  from  a predominantly 
venous  lesion  with  varic(»ities 
and  acute  thrombophlebitis  at 
5 to  10  year  intervals  to  a 
mixed  problem  with  very  poor 
arterial  inflow  and  arterio- 
venous inflammation  with  ex- 
acerbations every  2 to  6 months. 
Stasis  dermatitis  appeared  3 
years  ago.  Until  fibrinolysin 
was  used  in  large  doses  of  anti- 
biotics were  required  for  acute 
attacks.  Second  and  third 
courses  given  2 and  6 months 
after  the  first.  Slight  tendency 
to  nausea  after  each  dose  dur- 
ing third  course. 


1 Good  Long  saphenous  inflammed 

throughout  its  entire  course 
and  felt  as  a whipcord.  Not 
palpable  10  days  after  ther- 
apy. Left  dorsalis  pedis  ar- 
tery not  palpable  until  edema 
and  inflammation  improved. 


Summary 

Twelve  patients  with  peripheral  vascular 
disease  have  been  treated  with  1,000,000 
units  daily  of  an  orally  administrated  Strep- 
tokinase-Streptodornase  mixture  for  six 
days  to  determine  the  antiinflammatory, 
antithrombotic  and  antiedematous  effect. 

Four  of  five  patients  with  acute  or  sub- 
acute thrombophlebitis  responded  dramatic- 
ally to  the  fibrinolytic  agent.  No  such  strik- 
ing changes  were  seen  in  two  subjects  with 
chronic  thrombophlebitis. 

Chronic  stasis  lymphedema  was  uninflu- 
enced by  the  fibrinolytic  mixture  in  the  one 
patient  upon  whom  it  was  tried. 


In  four  patients  with  endarteritis  obliter- 
ans, associated  inflammatory  lesions  re- 
sponded to  the  streptokinase  preparation. 

One  subject  with  embolic  occlusion  of  the 
large  vessels  showed  signs  of  lysis. 

Oral  therapy  with  fibrinolytic  agents  is 
worthy  of  extended  trial. 
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MEDICAL  RESEARCH 

“The  Congress,  as  well  as  the  fund-raising  agencies,  reasoned 
with  some  logic  that  if  two  billion  dollars  would  build  an  atomic 
bomb,  a similar  amount  of  money  should  discover  the  cause  and 
cure  of  cancer  and  the  prevention  of  heart  disease.  As  a result, 
research  funds  have  increased  greatly  since  1941,  and  in  some 
schools,  these  large  research  grants,  instead  of  aiding  medical 
education,  have  had  the  opposite  effect  . . . Several  heads  of  de- 
partments feel  a greater  obligation  toward  the  grantor  in  order 
to  justify  the  research  appropriation  and  to  insure  its  continuance, 
than  toward  their  students.”  (Davison:  The  Pharos  of  AOA,  Octo- 
ber, 1963,  p.  98). 
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Investigation  of  the  Colon  for  Polyps* 


Polyps  of  the  colon  are  much 
discussed,  occasionally  maligned, 
and  often  the  lesions  of  the 
colon  most  difficult  to  detect  with  conven- 
tional diagnostic  methods,  including  barium 
enema. 

Although  the  common  belief  in  most 
medical  circles  is  that  adenomatous  polyps 
often  become  malignant,  there  is  occasion- 
ally a dissenting  opinion  noted  in  the  litera- 
ture.^ However,  since  roentgenologically 
we  cannot  differentiate  between  papillary 
adenomas  and  polpoid  carcinomas,  both  be- 
ing polypoid,  we  can  leave  the  subject  to 
the  discussion  of  the  pathologists,  who  view 
the  specimens  after  surgical  removal.  The 
burden  of  proof  appears  to  rest  equally  on 
the  shoulders  of  those  who  contend  that  be- 
nign adenomatous  polyps  of  the  colon  and 
rectum  possesses  malignant  potentialities, 
and  those  who  claim  that  they  do  not.  There 
is  increasing  evidence  that  they  may  have  no 
more  sinister  significance  than  benign 
polyps  of  the  nose  or  uterine  cervix. ^ 

Our  task,  as  radiologists,  is  accurate 
evaluation  of  the  colon  preoperatively  and 
postoperatively,  by  barium  enema,  in  con- 
junction with  the  proctologic  examination. 
The  execution  of  the  examination  by  barium 
enema  is  one  of  the  most  difficult  tasks  of 
radiologists.  When  satisfactorily  accom- 
plished, it  contributes  importantly  to  the 
detection  of  the  small  lesions,  but  when  done 
improperly  the  results  may  be  misleading. 

It  is  evident,  to  obtain  optimum  results, 
that  (1)  the  colon  must  be  completely  free 
of  all  particulate  matter;  (3)  the  contrast 
material  must  be  in  contact  with  the  entire 
surface  of  the  colon  on  at  least  one  roent- 
genogram; and  (3)  the  roentgen  beam  must 
be  of  sufficient  intensity  to  penetrate  the 
colon  filled  with  contrast  material. 

And  now  a word  regarding  technique,  in- 
cluding preparation. 

Barium  sulfate  has  been  prepared  with 
many  modifications  to  prevent  sedimenta- 
tion. Many  radiologists,  however,  continue 
to  use  mixtures  of  USP  barium  sulfate  and 
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water  without  adding  a suspending  agent. 
Most  reports  regarding  stabilized  suspen- 
sions, discuss  their  use  in  examination  of  the 
stomach  and  small  intestine,  and  in  double 
contrast  studies  of  the  colon.  It  would  ap- 
pear that  these  stabilized  suspensions  are  of 
particular  importance  to  the  study  by  barium 
enema.  Ordinary  barium  sulfate  separates 
rapidly  from  the  suspension  in  water,  even 
when  stirred  intermittently,  and  is  not  agi- 
tated by  peristalsis  of  the  colon,  as  in  the 
case  of  stomach  or  small  intestine. 

There  is  no  substitute  for  castor  oil  for 
thorough  preparation  of  the  colon.'*  Other 
agents  may  be  more  palatable  or  aromatic, 
but  two  oz  of  castor  oil,  taken  in  a cup  of 
Seven-Up  is  not  only  tolerable,  but  thor- 
oughly cleanses  the  entire  colon  with  little  or 
no  discomfort  to  the  average  patient.  In 
addition,  tannic  acid  (in  the  fluffy  form) 
placed  in  the  barium  mixture  serves  to  fav- 
orably influence  the  deposition  of  the  bari- 
um sulfate  on  the  mucosa.  Recently  we  have 
started  using  Clysodrast,  a soluble  tannic 
acid  enema,  the  morning  of  the  barium  ene- 
ma examination. 

Each  radiologist  has  his  own  methods  for 
investigation  of  the  colon  by  barium  enema, 
and  it  can  be  reliably  said  that  it  is  the  case 
of  the  conscientiousness  on  the  part  of  the 
examiner  rather  than  any  set  number  of 
films,  specific  contrast  agents,  and  so  forth, 
which  leads  to  accuracy  in  investigation  of 
the  colon  for  polyps. 

Close  cooperation  between  the  referring 
physician  and  the  radiologist,  particularly 
in  the  preoperative  evaluations,  enhances  the 
accuracy  considerably.  A complete  history 
and  proctoscopic  examination  are  mandatory 
prior  to  the  barium  enema.  Preferably,  the 
proctoscopic  should  not  be  done  on  the  same 

•Presented  before  Omaha  Mid-West  Clinical  Society  30th 
Annual  Session.  October  30,  1962. 
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day  as  the  barium  enema,  if  inflation  by  air 
is  used.  An  example  along  this  line  of  co- 
operative efforts,  is  the  finding  of  a mixture 
of  blood  and  mucous  by  the  proctoscopist. 
This  is  practically  a mandate  to  us  to  find 
a polyp.  So  high  has  been  the  correlation 
at  operation  that  even  in  the  absence  of  pre- 
operative identification  of  a polyp,  surgery 
is  warranted  when  the  above  findings  are 
present. 

Our  experience  suggests  single  adeno- 
matous polyps  of  the  colon  in  adults  are  not 
common.  Often  a seemingly  obvious  single 
polyp  on  X ray  is  accompanied  by  one  or 
more  polyps  near  by,  or  even  far  removed. 
Also,  once  the  polyp  is  identified,  the  colon 
is  always  re-examined  at  another  sitting  for 
confirmation  of  the  polyp  and  further  evalu- 
ation of  the  remaining  colon. 

The  incidence  of  disease  in  the  rectum 
and  sigmoid  colon  is  greater  than  in  other 
parts  of  the  colon.  Of  particular  importance 
to  the  radiologists  then,  is  the  large  number 
of  polyps  and  neoplasms  in  these  latter  re- 
gions. Special  attention,  therefore,  should  be 
directed  to  the  examination  of  the  rectum 
and  sigmoid.  Spot  roentgenograms,  prefer- 
ably with  high  kilovoltage  with  good  pene- 
tration, and  compression  when  possible, 
should  be  obtained. 

A single,  large  spot  roentgenogram  of  the 
rectum  and  sigmoid  is  not  as  satisfactoiy 
as  multiple  small  ones  with  compression 
cone  in  place.  Small  roentgenogi’ams  can  be 
obtained  using  different  degrees  of  rotation 
to  avoid  overlapping  of  folds.  The  cone, 
in  addition  to  compression  of  the  colon, 
limits  the  amount  of  tissue  that  the  roent- 
gen ray  beam  transverses,  which  acts  as  a 
diaphragm,  and  serves  to  diminish  scattering. 
In  addition,  a large  roentgenogram  may  be 
of  adequate  density  for  studying  the  sig- 
moid, but  may  be  underexposed  on  oblique 
projections  of  the  rectum  or  recto-sigmoid 
area.  An  immeasurable  aid,  in  fluoroscopy, 
is  the  image  intensifier. 

At  operation,  the  surgeon  uses  still  an- 
other modality  in  evaluating  the  colon  for 
polyps,  in  addition  to  the  preoperative 
X rays.  Multiple  colotomy  sites  are  made 
and  the  entire  bowel  inspected  by  insertion 
of  the  proctoscope. 


Postoperatively,  the  colon  is  re-examined 
at  inteiwals  by  barium  enema.  Since  addi- 
tional poljT)s  are  occasionally  detected  by  us 
on  postoperative  studies,  we  are  continually 
trying  to  improve  our  technique  both  pre- 
operatively  and  after  operation.  We 
realize  full  well,  of  course,  that  polyps  too 
small  to  be  seen  earlier,  may  in  the  post- 
operative period  become  visible.  It  is  esti- 
mated that  a polyp  doubles  in  size  every  two 
to  three  years  and  since  single  polyps  in 
adults  are  not  common,  the  finding  of  ad- 
ditional polyps  suggests  that  different 
stages  of  growth  are  encountered.  Recent- 
ly, to  replace  the  numerous  re-examinations 
by  barium  enemas  with  the  accompanying 
cost  and  inconvenience  to  the  patient  post- 
operatively, we  have  begun  with  the  sur- 
geons a series  of  patients  where  treatment 
is  as  follows: 

In  patients  where  multiple  (occasionally 
as  few  as  two)  polyps  are  identified  at  the 
operating  room  table,  partial  resection  of 
the  colon  is  carried  out  with  anastomosis 
of  terminal  ileum  to  rectosigmoid  region. 
This  anastomosis  is  done  at  a level  which  is 
easily  visible  by  a proctoscope  in  the  rec- 
tum and  immensely  improves  the  postopera- 
tive evaluation. 

Summary 

1.  The  execution  of  examination  by  the 
barium  enema  is  one  of  the  most  difficult 
tasks  of  the  radiologist.  Adequate  prep- 
aration including  ingestion  of  castor  oil  is 
mandatory. 

2.  Close  cooperation  between  clinician 
and  radiologist  is  essential  if  polyps  of  5 to 
10  mm  size  are  to  be  found. 

3.  Our  experience  with  postoperative 
patients  having  multiple  colonic  polyps  sug- 
gests partial  colectomy,  allowing  complete 
proctoscopic  examination  of  remaining  colon, 
is  superior  to  repeated  roentgenologic 
studies  of  the  colon. 
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Simulated  Renal  Colic 

DUE  TO  NEEDLE  EMBEDDED  in 
CHEST  WALL  OVER  LEFT  KIDNEY 


This  is  a case  of  a 21-year-old 
white  man  who  was  hospitalized 
at  the  height  of  an  attack  of  se- 
vere renal  colic.  The  pain  came  on  just  as 
he  got  home  from  work.  The  pain  was  de- 
scribed as  of  a deep,  piercing  type  “just 
as  if  someone  had  stabbed  me”  — and  it 
made  him  double  up.  The  pain  radiated 
down  his  side  to  his  scrotum.  There  was  no 
blood  in  the  urine  or  burning  on  urination. 
He  had  had  an  appendectomy  ten  years  ago. 
He  had  had  vague  “side  pains”  mostly  on 
the  left  side,  which  he  blamed  on  his  kidney. 
However,  he  never  had  been  hospitalized  to 
investigate  his  kidney  status.  Following 
admission  he  was  given  antispasmodics,  nar- 
cotics and  chemotherapy.  The  pain  sub- 
sided at  once  with  no  residual  soreness  in 
his  left  side.  Microscopic  study  of  the  urine 
showed  no  red  blood  cells  present.  Intra- 
venous pyelography  showed  no  stones,  either 
in  the  kidneys,  ureters,  or  bladder.  Strained 
urine  specimens  did  not  contain  any  stone. 
There  was  no  albumin  in  the  urine,  and  the 
blood  urea  nitrogen  was  normal.  His  recov- 
ery was  quite  satisfactory,  and  he  was  dis- 
charged on  the  sixth  day,  asymptomatic.  In 
fact,  he  wanted  to  go  home  the  next  day  after 
admission. 

There  was  an  incidental  finding  in  the 
intravenous  pyelographic  films  — an  object 
resembling  a needle  five  cm  long  in  a longi- 
tudinal position  appearing  to  lie  between  the 
shadows  of  the  eleventh  and  twelfth  ribs 
over  the  kidney  area,  left,  with  the  point  di- 
rected interiorly  (see  figure  1).  This  was 
mentioned  to  the  patient,  and  he  dismissed 
it  nonchalantly  as  “nothing  at  all.”  He  said 
that  when  he  was  five  years  old  his  four 
year-old  brother  stabbed  a darning  needle 
into  the  middle  of  his  back.  Two  separate 
attempts  were  made  to  remove  the  needle 
after  the  accident  but  with  no  success. 
There  are  two  longitudinal  scars,  each  seven 
cm  long,  near  the  midline  on  the  left  side 
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of  the  back  to  show  for  those  operative 
failures.  Thus  the  needle  has  remained  in 
his  back  during  the  past  17  years.  He  re- 
fused removal  of  the  needle  and  so  he  was 
dismissed. 

A week  after  his  discharge  from  the  hos- 
pital his  renal-colic-like  pain  recurred  while 
he  was  at  work,  but  this  time  the  pain  radi- 
ated to  the  front  of  the  chest,  the  epigastric 
area,  and  down  to  his  left  side.  He  was  hos- 
pitalized, and,  with  his  consent,  operation 
was  scheduled  for  removal  of  the  needle. 
It  was  localized  by  Dr.  McArdle  with  fluor- 
oscopy and  skin  markings  for  the  A-P  and 
lateral  films.  At  operation,  the  needle  was 
easily  located  by  use  of  the  skin  landmark 
made  by  Dr.  McArdle.  The  upper  one-third 
of  the  needle,  which  was  dusty,  broke  off 
while  being  pulled  out  of  its  fibrous  capsule. 
The  remainder  of  the  friable  needle  was  re- 
moved in  its  capsule.  The  radiating  pain 
disappeared  following  the  operation,  and 
he  had  good  postsurgical  recovery.  He  now 
has  been  asymptomatic  for  three  months. 

Discussion 

This  was  indeed  a very  interesting  case. 
Here  was  a patient  with  a textbook  picture 
of  renal  colic,  and  yet  there  were  no  blood 
cells  in  the  urine,  a finding  which  is  present 
in  almost  all  patients  with  urinary  tract 
stone. 2 In  addition  there  was  no  stone 
seen  in  the  X-ray  films  of  the  urinary  tract 
or  in  the  strained  urine  specimen.  Instead, 
there  was  this  embedded  needle  in  the  inter- 
costal muscle  above  the  left  kidney.  It  was 
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Figure  1 — Anterior-posterior  projection  showing  skin-marker 
the  tissues  of  the  back  at  the  point  described  in  the  text. 


(arrow)  and  shadow  of  the  needle  inbedded  in 
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Figure  2 — Postoperative  film  of  the  same  area  showing  absence  of  the  shadows  desci’ibed. 


not  surprising  therefore  that  the  pain  dis- 
appeared with  the  extraction  of  the  needle; 
the  pain  has  not  recurred  the  past  three 
months  and  possibly  will  remain  absent  in- 
definitely. We  strongly  suspect  that  the 
friable  needle,  if  left  alone,  was  on  its  way 
to  complete  resolution  possibly  by  phago- 
cytosis. The  process  may  have  required 
five  years.  This  sort  of  case  and  others 


like  it  make  clinical  medicine  so  consistent- 
ly interesting. 
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SPECIAL  ARTICLE  ^ 


Heart  Association  Membership 


The  new  knowledge  gained 
through  the  extensive  research 
program  supported  by  the 
Heart  Association  is  of  little  value  until  it 
is  put  to  work  by  the  physician.  The  profes- 
sional education  program  of  the  Nebraska 
Heart  Association  goes  far  toward  making 
this  new  knowledge  readily  available  to  Ne- 
braska physicians. 

Through  membership  in  the  Heart  Asso- 
ciation, 50,000  Americans  are  displaying  a 
special  dedication  to  the  continuing  efforts 
to  control  and  eventually  eradicate  heart  and 
blood  vessel  diseases. 

You  can  join  them.  The  information  that 
follows  is  offered  by  the  Nebraska  Heart 
Association  as  a general  introduction  to  the 
Heart  Family.  Additional  information  is 
available  to  you.  Please  feel  free  to  ask  for 
it. 

Q.  What  is  the  Heart  Association? 

A.  The  Heart  Association  is  a voluntary 
health  agency.  It  is  a partnership 
of  physicians,  scientists  and  the  gen- 
eral public  dedicated  to  the  conquest 
of  not  a single  disease  but  a complex 
of  many,  any  one  of  which  might  or- 
dinarily be  considered  a cause  in  it- 
self. This  partnership  is  concerned 
with  the  broad  cardiovascular  field  — 
heart  attack,  stroke,  high  blood  pres- 
sure, rheumatic  heart  disease,  inborn 
heart  defects,  congestive  heart  fail- 
ure, peripheral  vascular  diseases,  kid- 
ney disorders  and  many  others.  The 
Association  devotes  all  its  energies  to 
the  reduction  of  premature  death  and 
disability  caused  by  these  diseases  of 
the  heart  and  blood  vessels.  Exten- 
sive programs  in  research,  education 
and  community  seiwice  are  main- 
tained. 

Q.  How  is  it  organized? 

A.  In  structure  the  Association  is  sim- 
ilar to  many  large  corporations.  The 
American  Heart  Association  is  the 
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“Parent”  organziation.  Its  major 
subdivisions  are  called  “Affiliates” 
and  most  of  them,  like  the  Nebraska 
Heart  Association,  are  statewide  in 
scope.  The  Affiliates  may  delegate 
responsibility  to  subdivisions  within 
its  boundaries,  but  it  is  responsible 
to  the  American  Heart  Association 
for  all  activities  within  the  territoiy 
it  serves.  The  “Head”  of  the  Heart 
Family  is  the  AHA  Board  of  Direc- 
tors, democratically  elected  by  an 
Assembly  representing  more  than  500 
Delegates.  These  Delegates  are  elect- 
ed by  membership  within  the  Affiliate 
they  represent.  The  AHA,  then,  is  a 
family  of  Affiliates,  each  autonomous 
to  a degree  and  yet  bound  together 
by  mutually  agreed  upon  policies  to 
form  a strong,  closely  knit,  nation- 
wide organization.  The  AHA  re- 
quires that  all  Affiliates,  their  Chap- 
ters and  Divisions  meet  certain  stand- 
ard requirements  in  organization, 
program  activity  and  financing. 

Q.  Why  is  it  organized  this  way? 

A.  The  problem  of  the  heart  and  blood 
vessel  diseases  is  never  purely  local. 
Nor  can  it  be  attacked  solely  on  a 
national  basis.  For  example,  medical 
research  may  be  performed  wherever 
facilities  and  competent  scientists  ex- 
ist, but  application  of  research  find- 
ings for  the  benefit  of  patients  re- 
quires participation  by  local  commun- 
ity groups  or  individuals.  Steps  to  re- 
solve the  heart  problem  must  include 
a pooling  of  national  and  local  inter- 
ests and  effort. 

Q.  What  are  the  responsbilities  of  mem- 
bership ? 
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A.  Responsibilities  of  membership  in- 
clude : 

1.  Attendance  at  the  Annual  Meet- 
ing of  the  membership  whenever 
possible. 

2.  Assistance  in  referral,  selection 
and  orientation  of  prospective 
new  members. 

3.  Election  of  officers  and  trustees 
of  the  Association. 

4.  Serving  as  an  officer  or  trustee  of 
the  Association  or  on  committees 
or  special  assignments  as  the 
membership  elects  or  as  may  be 
designated  by  those  responsible. 

5.  Being  familiar  with  the  policies, 
aims,  objectives  and  programs  of 
the  Heart  Association  and  being 
able  to  provide  information  about 
them  to  the  community,  specific 
groups  or  individuals. 

6.  Supporting  the  Heart  Association 
financially. 

Q.  What  are  the  privileges  of  member- 
ship? 

A.  The  privileges  of  membership  include : 

1.  Subscriptions  to  the  newsletters 
of  the  Nebraska  and  American 


Heart  Associations.  (American 
Heart  Quarterly,  Heartening 
News,  Heart  Research  Newslet- 
ter). 

2.  Voting  membership  in  the  Ameri- 
can Heart  Association  as  well  as 
the  Nebraska  Heart  Association. 

3.  The  opportunity  to  help  guide  the 
policies  and  programs  of  the  or- 
ganized Heart  movement  in  Ne- 
braska. 

4.  Ready  access  to  information  about 
recent  advances  in  heart  research 
and  heart  disease  control  pro- 
gram. Copies  of  new  Heart  As- 
sociation publications  are  distri- 
buted to  members. 

5.  In  addition  to  the  foregoing,  phy- 
sician members  receive  subscrip- 
tions to  Modern  Concepts  of  Car- 
diovascular disease  (monthly) 
and  The  Heart  Bulletin  (six  issues 
yearly),  and  admission  to  the  Sci- 
entific Sessions  of  the  Nebraska 
and  American  Heart  Association 
at  reduced  registration  fees. 

Applications  for  membership  accompanied 
by  the  $5.00  fee  should  be  sent  to  Member- 
ship Committee,  Nebraska  Heart  Association, 
514  South  40th  Street,  Omaha. 


NEBRASKA  HEART  ASSOCIATION 
“In  fiscal  1963  the  Association’s  investment  in  cardiovasculai’ 
research  exceeded  $100,000  for  the  fifth  straight  year.  Since  the 
first  such  investment  a dozen  years  ago,  more  than  three  quar- 
ters of  a million  dollars  has  been  allocated  to  this  life-prolonging 
and  life-saving  program.  More  than  half  the  total  vras  allocated  to 
Nebraska  scientists  in  Nebraska  laboratories.  Cardiovascular  re- 
search is  the  priority  program  of  the  Association  . . .”  (From  the 
1963  Annual  Report  of  the  Nebraska  Heart  Association). 
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SPECIAL  CONTRIBUTION 


Postdoctoral  Surgical 

Education  in  Indonesia 


This  is  the  first  of  two  articles 
reporting  experience  gained 
over  many  months  working  in 
medical  education  in  Indonesia.  The  subse- 
quent report  will  deal  with  predoctoral  sur- 
gical education. 

Background 

Indonesia’s  declaration  of  independence  on 
August  17,  1945,  at  the  end  of  Japanese  oc- 
cupation, was  not  consumated  fully  until 
1949.  The  vigorous  struggle  waged  for  this 
independence  and  the  preceding  350  years 
as  a Dutch  colonj-  resulted  in  a depleted 
country,  ill-prepared  for  its  many  needs. 

This  fledging  republic  has  faced  a crit- 
ical shortage  of  doctors  and  medical  edu- 
cators in  the  ensuing  fifteen  years.  At  the 
time  of  this  writing,  it  is  estimated  that 
there  is  not  more  than  one  doctor  for  every 
50,000-60,000  inhabitants.  There  are  now 
five  medical  schools  fully  functioning  and 
only  two  of  these  are  turning  out  physicians 
in  any  numbers. 

The  industrialization  of  Indonesia’s  econ- 
omy is  being  encouraged,  but  the  country 
remains  primarily  dependent  on  a few  ag- 
ricultural and  forest  products.  Isolated  by 
long  distances  between  its  more  than  three 
thousand  islands  and  by  knotty  transpoid 
and  communication  problems,  many  differ- 
ent language  and  cultural  groups  persist. 
The  economy  has  not  yet  become  stable  and 
inflation  constantly  erodes  budgets. 

This  huge,  fertile,  heterogenous,  tropical 
archipelago  presents  innumerable  educa- 
tional, economic  and  political  challenges. 

Current  Status  of  Surgical  Training 
Between  the  years  of  1954  and  1960  the 
University  of  California  worked  diligently 
to  bolster  medical  education  at  the  Univer- 
sity of  Indonesia  School  of  Medicine  in 
Djakarta.  At  the  present  time  there  are 
functioning  in  this  school,  training  programs 
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in  surgery  and  anesthesia.  Trained  physi- 
cians in  these  two  fields  and  nurses  trained 
in  anesthesia  are  being  produced  every  year. 

Since  1960,  field  staff  from  the  Univer- 
sity of  California  Medical  School  have  been 
on  the  scene  here  at  Airlangga  University 
in  Surabaja.  The  author’s  arrival  in  Febru- 
ary of  1962  brought  the  first  Visiting  Pro- 
fessor in  the  clinical  departments.  There 
was  functioning  at  this  time  a postdoctoral 
training  program  in  surgery  consisting  of 
about  four  years  of  training.  Qualification 
as  a surgeon  at  the  end  of  this  period  was 
a perfunctory  procedure  after  recommenda- 
tion by  the  chairman  of  the  department. 

In  the  ensuing  year  many  surprises  and 
complex  problems  have  been  discovered. 

It  was  quicklj^  apparent  that  patient  mater- 
ial was  ample  in  numbers  and  of  sufficient 
variety.  Besides  the  expected  diseases  there 
were  unexpected  disease  patterns,  many  of 
which  sent  the  Visiting  Professor  scurry- 
ing to  his  books.  An  obliterative  arterial 
disease  of  young  men’s  extremities  called 
Buerger’s  disease  is  quite  common.  These 
people  seem  to  come  from  tobacco  gi’owing 
areas.  Intraorbital  meningocoeles  are  com- 
mon. Giant  goitres  fill  our  women’s  wards. 
Carcinoma  and  sarcoma  are  common,  occur- 
ring at  a younger  age  than  in  America.  Blad- 
der stones  occasionally  begin  in  children  six 
months  of  age,  many  coming  to  us  from 
Madura.  Nomas  are  common.  Purulent 
pericarditis  has  been  a problem  on  our  wards 
three  times  in  the  last  three  months.  Worm 
obstruction  and  typhoid  perforation  are  not 

•Academic  Head.  Surgery  Department  Airlangga  University 
and  Visiting  Associate  Professor  of  Surgery.  University  of 
California  (San  Franciscol  Medical  School  Field  Staff.  On 
leave  from  Creighton  University  Medical  School,  Omaha,  Nebr. 
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unusual.  Tuberculosis  of  the  hip  and  spine 
are  a constant  problem.  Portocaval  shunts 
in  Indonesia  are  constructed  as  a result  of 
nutritional  cirrhosis.  I have  yet  to  see  con- 
genital pyloric  stenosis  or  phlebothrombosis. 
In  one  year  there  have  been  only  two  peptic 
ulcers  operated  upon  in  our  1000-bed  gen- 
eral hospital.  Acute  appendicitis  and  chol- 
elithiasis are  unusual.  Despite  reports  to 
the  contrary,  benign  prostatic  hyperplasia, 
rheumatic  heart  disease  and  skin  cancers  are 
frequent.  Therefore,  although  the  volume 
of  material  available  was  reassuring,  the 
pattern  was  worrisome.  Would  our  standard 
American  textbooks  “fit”  in  Indonesia? 

It  was  also  reassuring  to  find  such  en- 
thusiasm and  ability  among  the  young  sur- 
geons of  the  department.  However,  to  my 
amazement,  there  were  only  six  qualified 
surgeons  available  to  help.  All  of  these 
were  trained  in  Java  except  the  neurosur- 
geon who  had  been  in  Holland  several  years. 
He  is  one  of  three  neurosurgeons  in  In- 
donesia serving  a population  of  over  ninety 
million ! Nor  could  the  medical  school  be 
accused  of  discrimination,  because  in  the 
city  of  Surabaja  with  a population  of  two 
million,  this  represented  all  qualified  sur- 
geons excepting  three.  One  of  these  was 
the  navy  surgeon,  one  was  the  retired  pro- 
fessor and  chairman  of  the  department  and 
one  the  retired  chairman  of  the  University 
of  Indonesia  School  of  Medicine  in  Djakarta ! 
The  limitations  of  the  staff  were  also  quick- 
ly apparent.  For  instance,  no  chest  or  cardi- 
ac surgery  was  being  performed  prior  to  my 
arrival.  Our  “urologist”  had  never  used  a 
resectoscope.  Although  cuffed  endotrachial 
tubes  were  available  (from  the  “Hope” 
ship),  they  were  not  in  use.  No  Swenson 
procedure  for  megacolon  had  ever  been 
done,  although  this  condition  is  rather  com- 
monly seen. 

In  the  initial  stages  of  adjustment  here 
there  are  many  vivid  memories  of  seemingly 
insurmountable  problems.  Many  of  these 
have  faded  or  disappeared  as  important  ob- 
stacles to  graduate  surgical  education  in  the 
subsequent  months.  Prominent  among  these 
recollections  for  a surgeon  and  educator  are 
the  lack  of  anesthesia-personnel,  techniques, 
equipment  and  drugs.  The  cleanliness  of  the 


wards  left  much  to  be  desired  and  dulled 
enthusiasm  for  teaching  rounds.  Non-air- 
conditioned  operating  rooms  have  been  and 
remain  a cross  to  bear.  The  language  bar- 
rier seemed  impossible  to  cope  with  at  first. 

Some  problems  remain  difficult.  Indonesia 
has  a new  emerging  language  based  on  Ma- 
lay, long  used  to  promote  southeast  Asian 
trade.  Although  decreed  the  national  lang- 
uage in  1905,  it  is  constantly  being  refined 
and  is  truly  in  a state  of  flux.  It  remains, 
however,  less  exact  than  either  English  or 
Dutch.  Many  of  the  patients  must  be  ap- 
proached through  their  specific  dialect  of 
which  there  are  some  eighty  in  the  country. 
Javanese,  the  most  common  dialect  of  this 
area,  is  spoken  in  three  forms,  depending  on 
the  social  position  of  the  conversants.  There- 
fore, the  simple  extraction  of  the  anamnesis 
becomes  quite  an  exercise  in  linguistics. 

The  pay  rendered  the  teaching  and  resi- 
dent (assistant)  staff  is  totally  unrealistic. 
It  follows  that  a universal  practice  in  this 
country  is  to  supplement  income  with  that 
from  a busy  private  practice.  This  is  true 
of  all  clinical  and  preclinical  departments 
from  the  dean  and  professors  on  down  to 
the  residents.  Internship  (co-assistantship) 
here  is  part  of  the  medical  school  curriculum 
and  must  be  completed  before  the  ARTS  de- 
gree (M.D.)  is  awarded. 

At  this  writing  the  surgical  teaching  staff 
here,  including  residents,  numbers  twenty- 
one.  These  men  are  expected  to  care  for 
an  indigent  hospital  load  of  300  surgical 
beds,  treat  300-400  surgical  out-patients  a 
day  and  carry  on  their  life-sustaining  pri- 
vate practices  in  a population  with  very  few 
doctors.  Added  to  this  are  their  academic 
responsibilities  of  committee  meetings,  lec- 
ture and  clerkship  schedules  for  150  stu- 
dents per  class  and  monitoring  the  activities 
of  about  forty  interns  (co-assistants). 
Shortage  of  time  and  personnel  remains  a 
difficult  obstacle  for  surgeons  in  training 
and  their  preceptors! 

How  does  one  train  a surgeon  without 
equipment?  Where  is  the  chest  surgeon 
without  chest  retractor?  Can  a modern 
cardiac  surgeon  work  without  a defibrilla- 
tor? How  complete  is  a urologist  without 
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a resectoscope  he  can  use?  Can  orthopedics 
be  properly  taught  without  intramedullary 
nails?  Shouldn’t  infants  undergoing  surgery 
be  afforded  miniaturized  equipment  for  bet- 
ter results?  Equipment  and  supplies  (drugs) 
are  a harassing  problem  in  this  country  for 
the  medical  educator. 

Future 

\\'hat  does  the  future  hold  for  these  friend- 
ly, enigmatic  surgeons-to-be?  Many  of  the 
aforementioned  difficulties  can  be  and  are 
being  solved  by  the  efforts  of  our  contract*. 
Many,  however,  are  inexplicably  bound  to 
the  economic,  cultural,  and  political  future 
of  a fascinating,  rich,  beautiful  country. 

At  this  time  we  are  beginning  to  actuate 
a plan  for  revisioii  of  the  clinical  academic 
program  on  both  the  predoctoral  and  post- 
doctoral levels.  Teaching  ward  rounds  and 
clerkships  are  being  discussed  by  a newly- 
formed  curriculum  committee.  Some  joint 
clinical  conferences  have  been  started  and 

♦For  example,  over  $100,000  worth  of  surgical  equipment 
and  supplies  have  been  ordered. 


others  are  planned.  An  attempt  is  being 
made  to  reduce  drastically  the  lecture  hours 
and  eliminate  final  oral  examinations.  A 
plan  to  improve  efficiency  and  reduce  the 
work  load  in  the  surgery  department  has 
been  submitted  to  the  dean  and  the  hospital 
administrator.  Books,  surgical  equipment, 
and  supplies  are  on  order.  Our  former  act- 
ing chairman  is  in  the  United  States  for 
training  and  observation  in  some  of  our 
leading  surgical  departments  and  research 
institutions.  We  hope  to  send,  next  year, 
two  more  surgeon-teachers  and  an  anesthes- 
iologist for  training  if  proper  positions  can 
be  found  in  America.  The  next  few  years 
should  produce  manj^  changes  in  the  clinical 
teaching  programs  of  Airlangga  University. 
Forming  these  programs  to  harmonize  with 
the  pattern  of  local  problems  is  obligatory. 
This  is  our  challenge. 

Conclusion 

The  specialty  training  of  surgeons  in  In- 
donesia is  beset  with  many  obstacles,  some 
of  which  are  peculiar  to  this  country,  but 
all  of  which  are  solvable  in  the  near  future. 


“Quackery  can  negate  the  good  that  medicine  can  do.  It  can 
steal  precious  time  — that  early  period  of  disease  when  prompt, 
efficient  treatment  can  often  mark  the  difference  between  life 
and  death.  The  cancer  patient  who  infuses  himself  with  expen- 
sively bottled  sea  water  is  in  reality  only  withholding  from  himself 
surgery,  chemotherapy  or  radiation  which  might  arrest  the  disease. 

“Quackery  can  also  mask  disease  with  telling  effect.  The  non- 
prescription potion  that  sooths  a persistent  stomach  upset  may 
serve  only  to  delay  a trip  to  the  doctor  by  a man  with  an  unknown 
ulcer  — a delay  that  often  fosters  serious  consequences.”  (From 
release  by  AMA). 
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SPECIAL  CONTRIBUTION 


The  Clinical  Clerkship  as 

AN  INSTRUMENT  OF  MEDICAL  EDUCATION  /f|  Indonesia 


For  the  past  ten  years  the  Uni- 
versity of  California  has  been 
working  in  Indonesia  to  pro- 
mote medical  education.  In  this  symbiotic 
relationship  at  least  40  medical  school  edu- 
cators from  the  United  States  have  come  to 
Java  to  work.  It  is  not  surprising  that  many 
of  the  teaching  methods  common  in  the 
United  States  can  be  recognized  in  the  activ- 
ities of  the  University  of  Indonesia,  Djakar- 
ta, and  of  Airlangga  University,  Surabaja. 
In  the  clinical  years  the  “clerkship”  is  being 
studied,  modified,  and  incorporated  in  the 
curriculum.  To  understand  these  Indonesian 
modifications  and  applications  one  must  re- 
view the  history  of  medical  education  in  both 
the  United  States  and  Indonesia. 

History  — Indonesian 

The  first  medical  school  in  Indonesia  was 
established  in  Djakarta  in  1851.  This  was 
known  as  the  Dokter  Djawa  School.  The 
curriculum  covered  a period  of  two  years 
and  Malay  was  the  language  of  instruction. 
Entrants  were  required  to  be  of  good  char- 
acter, sixteen  years  of  age,  descended  from 
a Javanese  family,  and  literate  in  Malay  and 
Javanese.  In  1853  the  first  eleven  grad- 
uates were  awarded  the  Dokter  Djawa  de- 
gree. During  the  ensuing  century  a grad- 
ual evolution  followed  culminating  in  a sys- 
tem of  medical  education  roughly  equiva- 
lent to  and  patterned  after  the  Netherlands 
medical  schools.  In  1875  other  island  peo- 
ple were  being  admitted  and  Dutch  had  be- 
come the  language  of  instruction.  The  de- 
gree was  changed  to  “Native  Physician”  in 
1902  and  awarded  after  six  years  of  study. 
The  year  1913  saw  the  opening  of  the  school 
in  Surabaja.  Beginning  with  the  closure  of 
the  schools,  in  1942,  by  the  Japanese  occupy- 
ing forces  and  extending  almost  until  the 
date  of  the  negotiations  with  the  University 
of  California  was  a period  of  turmoil  in 
medical  education  brought  on  by  World  War 
II  and  Indonesia’s  struggle  for  independence. 
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At  the  time  of  the  signing  of  the  first 
contract,  in  1954,  between  the  University  of 
Indonesia  Medical  School  and  California  a 
seven  year  curriculum  was  in  use  in  Djakar- 
ta and  Surabaja.  These  schools  accepted 
students  directly  from  the  S.M.A.  (the  In- 
donesian equivalent  of  American  high 
schools).  The  teaching  methods  and  cur- 
riculum differed  markedly  from  those  famil- 
iar to  American  educators.  Premedical 
courses  were  taught  in  the  first  year.  There 
was  little  correlation  or  integration  between 
the  theoretical  and  the  practical.  The  didac- 
tic lecture  system  was  strongly  entrenched. 
The  curriculum  was  long  and  cumbersome. 
There  was  a high  failure  rate  and  a liberal 
policy  for  repeaters.  Lastly,  the  co-assistant- 
ship  was  under  the  control  of  the  medical 
school  and  included  in  the  curriculum.  This 
phase  of  training  corresponded  most  close- 
ly with  our  internships,  and  the  ARTS  de- 
gree (Indonesian  equivalent  of  an  MD)  was 
awarded  after  its  successful  completion. 

History  — American 

The  first  medical  school  in  the  United 
States  was  established  by  Dr.  John  Morgan 
in  1765,  in  Philadelphia.  Three  years  later 
the  first  ten  graduates  received  their  de- 
grees. The  University  of  Pennsylvania  is 
a direct  descendant  of  this  effort.  During 
the  next  century  other  schools  were  estab- 
lished in  the  Colonies  and  the  States.  These 
schools  dealt  largely  with  the  theoretic  as- 
pects of  medicine  as  established  in  this  era 
and  with  medicine  as  an  art.  The  practical 
training  of  the  neophyte  physician  was  large- 
ly left  to  a preceptor  system  which  evolved 
gradually.  As  a matter  of  fact,  many  physi- 

•Academic  Head,  Surgery  Department,  Airlangga  University 
and  Visiting  Associate  Professor  of  Surgery.  University  of 
California  (San  Francisco)  Medical  School  Field  Staff.  On 
leave  from  Creighton  University  Medical  School,  Omaha,  Nebr. 
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cians  received  their  entire  medical  education 
by  this  systemd 

Because  of  the  poor  control  of  medical  ed- 
ucation, almost  all  states  passed  laws  during 
the  nineteenth  century  requiring  licensure 
by  examination.  Also,  one  of  the  strong 
stimulants  to  the  founding  of  the  American 
INIedical  Association  in  1847  was  the  sup- 
ression  of  quackery  and  the  improvement  of 
the  standards  of  medical  education. ^ How- 
ever, these  efforts  were  insufficient  and, 
by  the  turn  of  the  twentieth  century,  medical 
diploma  mills  abounded,  many  as  commer- 
cial enterprises.  It  remained  for  Abraham 
Flexner  and  the  Carnegie  Foundation  to 
stimulate  forces  in  the  United  States  to 
tighten  control  and  change  the  direction  of 
medical  education.^  This  coincided  in  gen- 
eral with  a more  scientific  approach  to  the 
practice  of  medicine.  From  this  date  on- 
ward the  United  States  occupied  a pro- 
gressively more  important  place  in  world- 
wide standards  and  trends  in  medical  edu- 
cation and  care. 

In  the  development  of  medical  education 
in  the  United  States,  bedside  teaching  as 
opposed  to  the  lecture  system  has  now  be- 
come recognized  as  a strong  and  reliable 
method  for  the  transfer  of  knowledge.  Early 
in  the  twentieth  century  medical  schools 
served,  for  the  most  part,  as  instruments  to 
present  the  theoretic  aspects  of  medicine  via 
the  lecture  system.  It  was  recognized,  of 
course,  that  young  physicians  needed  to 
learn  to  apply  these  facts  and  theories  on 
patients  in  a gradual  fashion  and  under  close 
tutelage.  The  “internship”  was  an  out- 
growth of  this  need  and  soon  was  made  obli- 
gatory in  most  states.  This  year  of  exper- 
ience for  the  young  physician  has  been 
classically  under  the  mantle  of  hospital  ad- 
ministration. The  preceptor  concept  also 
survived  into  this  era  and,  as  a matter  of 
fact,  has  enjoyed  a recent  resurgence  with 
medical  school  blessing  in  some  areas. 

Gradually,  in  the  better  medical  schools 
and  teaching  hospitals,  educators  became 
convinced  that  the  classic  lecture  system  fell 
far  short  of  our  goal  of  producing  good 
physicians.  For  one  thing,  modern  med- 
ical textbooks  presented  information  for  the 


student  in  a much  more  lucid,  logical  and 
sequential  fashion  than  the  lecturer.  Vis- 
ual aids  incorporated  in  these  books  added 
greatly  to  their  value.  By  using  textbooks 
as  the  major  tool  for  the  transfer  of  med- 
ical information,  the  speed  of  such  transfer 
could  be  adjusted  to  the  recipient.  During 
a lecture,  all  minds  must  move  at  the  same 
speed  or  lose  out.  The  slower  student  finds 
himself  unable  to  keep  up  and  the  faster 
one  becomes  bored. 

The  role  of  the  lecturer  in  the  United 
States  gradually  changed  character,  there- 
fore. Teachers  worked  diligently  to  con- 
trol the  compulsion  to  encompass  all  med- 
ical knowledge  within  their  field  in  their 
assigned  series  of  lectures.  Deans  ham- 
mered away  at  their  faculties  to  use  the 
lecture  to  stimulate  more  studj'  and  to  sup- 
plement, not  supplant,  the  textbook.  Lec- 
ture time  was  reduced  drastically.  Curric- 
ula began  to  appear  featuring  “integrated” 
and  “coordinated”  teaching  plans.  Despite 
the  addition  of  many  improved  visual  aids, 
the  old  didactic  system  was  losing  the  bat- 
tle. It  was  attacked  from  all  quarters,  com- 
monly being  labeled  as  “not  truly  graduate 
education”  and  “spoon-feeding.” 

In  this  time  of  academic  transition,  bed- 
side teaching  in  small  groups  or  similar 
teaching  around  the  examining  table  in  the 
out-patient  department  became  the  rule  of 
the  day.  The  ward  gradually  assumed 
a role  in  clinical  medicine  similar  to 
the  laboratory’s  relation  to  physics,  for  ex- 
ample. Important  to  the  successful  imple- 
mentation of  such  teaching  was  the  con- 
comitant development  in  the  United  States 
of  the  German  resident-system,  initiated  by 
Dr.  William  Stewart  Halsted.  Although  this 
was  introduced  in  1889,  at  the  Johns  Hop- 
kins Hospital,  it  was  not  widely  accepted 
until  the  1920’s.  Subsequently,  abbreviated 
clinical  lecture  schedules  were  pushed  more 
and  more  toward  the  second  year  of  instruc- 
tion. Many  of  these  lectures  were  fused 
into  multidepartmental  seminars.  The  teiTns 
“extern”  and  “clerkship”  came  to  be  ap- 
plied to  the  patient-oriented  teaching  ef- 
forts on  the  wards  and  in  the  out-patient 
department.  More  and  more  clinical  re 
sponsibility  was  delegated  to  the  advanced 
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medical  school  student.  In  teaching  hos- 
pitals, the  classic  role  of  the  intern  was  being 
usurped.  Medical  educators  now  began 
feeling  more  secure  that  they  were  pro- 
ducing well  selected  and  prepared  doctors. 
For  with  the  transition  in  teaching  meth- 
odology, qualms  had  risen  concerning  the 
educational  value  of  the  internships.  Re- 
appraisal of  these  internships,  required  by 
law  in  many  areas,  seemed  in  order.  It  ap- 
peared that  the  institution  of  internship, 
trapped  between  the  clinical  clerkship  and 
the  expanding  residency  programs,  was 
doomed.  Lastly,  a medical  educational  com- 
pulsion to  shorten  the  curriculum  came  upon 
us,  because  under  this  system,  a doctor  of 
medicine  does  not  use  his  training  until 
thirty  or  thirty-five  years  of  age.  This  is 
neither  economically  nor  biologically  prac- 
tical. 

Application  of  the  Clerkship  Concept 
in  Indonesia 

American  educators  in  Indonesia  are 
faced  with  the  problems  of  discerning  the 
role  of  the  clerkship-like  program  on  the 
local  scene.  Is  this  method  truly  the  best 
tack  in  reforming  clinical  teaching  here? 
Will  it  function  properly  with  younger  stu- 
dents who  seem  emotionally  and  educational- 
ly less  mature?  Will  not  our  efforts 
flounder  among  too  many  students  and  too 
few  teachers?  Are  there  enough  patients 
for  teaching  and  will  they  accept  our  meth- 
od? Will  our  faculty,  long  embued  with 
another  and  seemingly  simpler  arrange- 
ment, overcome  their  inertia  to  change? 
Can  we  convince  them  that  ours  is  truly  the 
best  way?  First  we  must  convince  our- 
selves. 

Economics,  social  customs,  and  world  pol- 
itics must  also  enter  into  our  decisions.  The 
tropical  custom  of  a long  rest  period  in  the 
heat  of  the  day  is  quite  popular.  This  short- 
ens the  work  day  to  five  or  six  morning 
hours.  Most  Indonesian  educators  are  gross- 
ly underpaid  and  depend  upon  other  sources 
of  income  for  their  livelihood.  In  medicine, 
this  means  a busy  clinical  practice  in  a 
country  where  there  is  only  one  doctor  per 
50,000-60,000  people,  three  neurosurgeons 
for  the  whole  population  of  ninety-two  mil- 


lion and  eight  qualified  surgeons  to  serve 
Surabaja  (two  million)  and  the  surrounding 
area  in  East  Java.  Therefore,  critical 
shortages  of  skills,  materials,  and  time  com- 
pound the  problems.  Added  to  this  are  the 
demands  made  by  the  military  to  provide 
these  commodities  to  them  and  to  provide 
preferential  training  to  their  physicians. 
Shortage  of  foreign  exchange  combined  with 
a neonatal  industrial  situation  in  this  new- 
ly emerging  country  has  resulted  in  insuf- 
ficient equipment  and  supplies  for  teaching 
and  service. 

Suppose  one  grants  that  patient  material 
is  no  problem  here  and  that  the  population 
will  docilely  accept  our  teaching  methods  as 
a minor  inconvenience  or  even  an  interesting 
interlude  in  a rather  dull  and  protracted  hos- 
pital stay.  Are  there  not  other  problems  in 
interpersonal  relationships  which  will  clog 
the  mechanism  of  bedside  teaching?  Can 
the  clerk,  accustomed  to  a system  of  educa- 
tion which  stifles  self-expression  and  argu- 
ment, be  induced  to  participate?  Perhaps 
more  important,  will  the  teacher  draw  the 
clerk  out  and  expose  himself  to  the  student’s 
probing  onslaught?  Is  the  oriental  mind, 
with  its  frequently  obscure  or  oblique  ap- 
proach to  situations,  better  adapted  to  tins 
method,  or  to  another?  These  are  some  of 
the  many  factors  being  weighed  as  we  con- 
stantly seek  the  Indonesian  solution  to  bet- 
ter medical  education  for  more  students  of 
medicine.  This  must  be  delivered  through 
a practical  system  which  will  be  self-sus- 
taining when  our  work  is  over. 

Conclusion 

The  “clerkship”  system,  as  known  in  the 
United  States,  needs  considerable  alteration 
before  it  can  be  successfully  applied  in  In- 
donesia. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
February  1 — Scottsbluff,  St.  Mary’s 
Hospital 

February  15  — Hastings,  Mary  Fanning 
Hospital 

February  29  — North  Platte,  Senior  High 
School  Building 

IM  a r c h 14  — Ainsworth,  Elementary 
Grade  School 

IMarch  21  — Broken  Bow,  Elks  Club 

BOARD  OF  COUNCILORS  — Nebraska 
State  Medical  Association;  Mid-Winter 
^Meeting,  Sunday,  Februaiy  9,  1964,  Fort 
Kearney  Hotel,  Kearney. 

CONTINUING  EDUCATION  IN  ATH- 
OSCLEROSIS  AND  PERIPHERAL 
VASCULAR  DISEASE  — February  10 
and  11,  1964;  University  of  Nebraska 
College  of  Medicine,  Conkling  Hall  Post- 
graduate Conference  Room.  (See  also  un- 
der “News  From  Our  Medical  Schools). 

THIRTEENTH  QUARTERLY  POST- 
GRADUATE SEMINAR  FOR  FAMILY 
PHYSICIANS  — Given  by  Greater  Kan- 
sas City  Academy  of  General  Practice, 
the  Western  Missouri  District  Branch  of 
the  American  Psychiatric  Association,  and 
the  G.  Wilse  and  Olive  B.  Robinson  Me- 
morial Fund;  Sunday,  February  16,  2:00 
p.m.  to  7 :00  p.m. ; at  the  Neurological 
Hospital,  2625  West  Paseo,  Kansas  City, 
Missouri. 

AMERICAN  COLLEGE  OF  SURGEONS— 
Three-day  scientific  meeting;  February 
17-19,  1964,  Denver  Hilton  Hotel,  Denver. 

SIOUX  VALLEY  MEDICAL  ASSOCIA- 
TION MEETING  — February  19,  20  and 
21,  1964;  Hotel  Cataract  and  Sioux-Val- 
ley  Hospital,  Sioux  Falls,  S.D. 

HOUSE  OF  DELEGATES  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Saturday  and  Sunday,  February 
22  and  23,  1964,  Fort  Kearney  Hotel, 
Kearney. 

AMERICAN  COLLEGE  OF  ALLERGISTS 
— Graduate  Instructional  Course  and 
Twentieth  Annual  Congress;  March  1-6, 


1964;  The  Americana  Hotel,  Bal  Harbour, 
idiami  Beach,  Florida.  For  further  infor- 
mation write : John  D.  Gillaspie,  MD,  2141 
14th  Street,  Boulder,  Colorado. 

INTERNATIONAL  ACADEMY  OF  PROC- 
TOLOGY — 16th  Annual  Teaching  Sem- 
inar; Deauville  Hotel,  Miami  Beach,  Flor- 
ida; February  29  to  March  5,  1964. 

CLINICAL  RE^^IEWS  — A program  of  lec- 
tures and  discussions  on  problems  of  gen- 
eral interest;  Mayo  Clinic  and  Mayo 
Foundation,  Rochester,  Minn.,;  March  16, 
17,  and  18  and  March  23,  24,  and  25, 
1964;  Theater,  Mayo  Civic  Auditorium, 
Rochester.  (See,  also  under  “Announce- 
ments’’). 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 96th  Annual  Session,  April 
27  to  30  inclusive,  1964,  Cornhusker  Hotel, 
Lincoln. 

SOUTHWEST  SURGICAL  CONGRESS  — 
April  27  to  30,  1964,  at  San  Antonio, 
Texas. 

AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

8TH  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST  — (Amer- 
ican College  of  Chest  Physicians) ; Octo- 
ber 11-15;  Mexico  City. 

DELEGATE’S  REPORT 
on  the 

PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES 

of  the 

American  Medical  Association 

at  the 

SEVENTEENTH  CLINICAL  MEETING 
December  2 to  5,  1963 
Portland,  Oregon 

The  Seventeenth  Clinical  Meeting  of  the 

American  Medical  Association  was  held  in 

Portland,  Oregon,  December  2 to  5,  1963. 

Those  in  attendance  enjoyed  splendid 
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weather,  which  facilitated  travel  from  hotels 
and  motels  to  the  meetings  of  the  House  of 
Delegates  at  the  Portland  Hilton  Hotel  and 
the  scientific  program  and  exhibits  at  the 
Portland  Memorial  Coliseum. 

The  total  registration  was  7103,  of  which 
3144  were  physicians.  Unfortunately  for 
those  concerned  in  making  out  delegates’ 
reports,  the  Daily  Bulletin  did  not  list  the 
names  of  registrants  as  has  been  done  in 
the  past.  Therefore  I do  not  have  any  idea 
as  to  who  or  how  many  members  of  the 
Nebraska  State  Medical  Association  were 
in  attendance. 

At  the  opening  of  the  first  session  of  the 
House  of  Delegates  the  Committee  on  Cre- 
dentials reported  that  224  of  227  delegates 
had  been  seated.  The  3 absentees  were  rep- 
resented by  their  alternates.  Your  dele- 
gates, E.  F.  Leininger  and  J.  D.  McCarthy, 
as  well  as  alternates,  W.  C.  Kenner  and  H. 
S.  Morgan,  were  in  attendance  at  all  meet- 
ings of  the  House. 

Milford  0.  Rouse,  MD,  Speaker  of  the 
House  of  Delegates,  in  his  address  stressed 
the  need  for  streamlining  the  operations  of 
the  House  of  Delegates.  He  pointed  out  that 
an  ad  hoc  committee  to  review  the  organiza- 
tion of  the  House  of  Delegates  had  been  ap- 
pointed and  the  members  were  diligently  en- 
gaged in  their  studies.  Gunnar  Gundersen, 
MD,  chairman  of  the  committee,  later  gave 
a progress  report  wherein  he  pointed  out 
that  the  task  assigned  was  stupendous  and 
that  he  was  of  the  opinion  that  the  report 
could  not  be  completed  in  time  for  delivery 
to  the  House  of  Delegates  during  the  June, 
1964,  session.  He  stated  that  in  lieu  of  the 
final  report  a progress  report  would  be 
forthcoming.  Doctor  Rouse  urged,  as  I have 
done  in  my  previous  reports,  that  all  mem- 
bers of  the  AMA  registered  for  the  annual 
and  clinical  sessions  attend  meetings  of  the 
House  of  Delegates  and  those  of  the  refer- 
ence committees,  thereby  obtaining  a com- 
prehensive idea  of  the  work  being  done  for 
physicians  and  their  patients. 

Edward  R.  Annis,  MD,  president  of 
AMA,  delivered  a masterful  address  to  the 
House  of  Delegates.  His  points  covered  a 
wide  scope  having  to  do  with  the  progress 


and  problems  pertinent  to  the  practice  of 
medicine  as  of  today.  That  part  of  his  ad- 
dress which  it  seems  to  me  is  most  im- 
portant for  the  members  of  our  Associa- 
tion to  analyze  had  to  do  with  the  King- 
Anderson  type  of  legislation  and  the  Kerr- 
Mills  Law.  Believing  that  the  conclusions 
of  the  reference  committee  on  Reports  of 
Officers  regarding  Doctor  Annis’  remarks 
relative  to  these  matters  are  comprehen- 
sive and  at  the  same  time  not  too  lengthy, 
and  also  believing  that  all  physicians 
should  have  this  information,  I am  quot- 
ing from  the  committee  report.  Additional 
documents  on  this  subject  may  be  procured 
on  request  to  the  AMA. 

“(a)  The  growth  of  voluntary  health  in- 
surance and  prepayment  plans  in  protecting 
the  aged  against  the  cost  of  medical  care 
has  been  remarkable,  rising  from  50  per 
cent  of  the  aged  population  in  1961  to  more 
than  60  per  cent  in  1963. 

“(b)  The  record  of  the  Kerr-Mills  Law 
is  a highly  successful  one,  despite  the  road- 
blocks placed  in  its  way.  Within  the  next 
7 months,  40  states  and  territories  out  of 
54  will  have  Kerr-Mills  programs  in  oper- 
ation. 

“(c)  The  most  devastating  blow  to  the 
hopes  of  the  King-Anderson  forces  came 
not  from  our  testimony,  nor  from  the  vol- 
untary testimony  of  any  witness.  It  came 
from  the  penetrating  questioning  of  HEW 
witnesses  by  Committee  Chairman  Wilbur 
Mills,  backed  by  his  vast  and  intimate 
knowledge  of  the  Social  Security  System. 

“As  a result  of  Chairman  Mills’  search- 
ing examination,  HEW  actuaries  admitted 
that  the  program  of  tax-paid  hospitalization 
and  related  benefits  for  the  aged  proposed 
in  the  King-Anderson  Bill  would  require  a 
tax  rate  twice  as  high  as  they  have  claimed. 
Chairman  Mills  drew  from  the  chief  actu- 
ary of  HEW,  Robert  J.  Myers,  the  damag- 
ing admission  that  a prudent  Congress 
should  not  enact  the  program  at  the  tax 
rates  proposed  with  the  knowledge  that 
shortly  thereafter  another  tax  increase 
would  be  necessary  to  keep  it  solvent. 

“Independent  actuarial  studies  by  the  in- 
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surance  industry  predicted  that  the  King- 
Anderson  program  would  require  an  em- 
ployee-employer tax  rate  of  as  much  as  li/? 
to  2 per  cent  on  a wage  base  of  $5200.” 

President  Elect  Norman  A.  Welch,  MD, 
was  called  on  and  in  a few  words  stated 
that  he  would  give  his  all  to  the  duties  of 
president  when  he  takes  office  in  June,  1964. 
Mrs.  C.  Rodney  Stoltz,  president  of  the 
Woman’s  Auxiliary  to  the  AMA,  gave  a 
splendid  , report  covering  the  activities  of 
this  organization.  She  stressed  the  need 
for  more  members  in  the  Auxiliary,  and 
asked  the  direct  question,  “Is  your  wife  a 
member  — if  not,  why  not?”  Members  of 
the  AMA  were  urged  to  see  to  it  that  if  their 
wives  are  not  members  of  their  local  aux- 
iliary they  make  application  for  member- 
ship as  soon  as  possible. 

Robert  0.  Voy,  University  of  Oregon 
Medical  School,  Portland,  Oregon,  and  John 
Packer,  Bowman  Gray  Medical  School,  Win- 
ston-Salem, North  Carolina,  Student  AMA 
delegates,  were  introduced  to  members  of 
the  House  and  gave  reports  which  would 
suggest  that  the  Student  AMA  is  a real  go- 
ing concern  dedicated  to  the  responsibilities 
of  its  members  as  future  members  of  the 
AMA. 

The  next  order  of  business  was  the  cita- 
tion of  a layman  for  distinguished  service, 
the  nomination  coming  from  the  Board  of 
Trustees.  This  award  was  established  in 
1948.  M.  Lowell  Edwards  of  Oregon,  an 
engineer,  is  the  sixth  recipient.  He,  in  as- 
sociation with  Dr.  Albert  Starr  of  the  Uni- 
versity of  Oregon,  designed  and  perfected 
artificial  mitral  and  aortic  heart  valves 
that  have  saved  many  lives  and  are  now  in 
use  in  more  than  2600  persons. 

Raymond  M.  McKeown,  MD,  president  of 
the  AMA  Education  and  Research  Founda- 
tion and  a member  of  the  Board  of  Trustees, 
gave  a glowing  account  as  to  progress  made 
by  this  most  worthwhile  organization.  He 
pointed  out  that  physician  and  physician- 
related  contributions,  through  November  15, 
1963,  to  “Funds  for  Medical  Schools” 
amounted  to  $496,357.04  and  that  $317,- 
512.20  was  contributed  to  the  “Loan  Guar- 
antee Program”  for  undergraduate  and 


graduate  students.  The  latter  fund  is  set 
up  for  loans  to  undergraduate  students,  in- 
terns and  residents  who  are  in  need  of  finan- 
cial assistance,  whereas  the  three-year  fed- 
eral government  program  permits  loans  to 
only  medical,  dental  and  osteopathic  stu- 
dents. Doctor  McKeown,  following  his  re- 
port, was  presented  checks  totaling  $499,- 
369.52,  this  amount  being  contributed  by  the 
following : 

Merck,  Sharp  and 

Dohme  $100,000.00 

California  State  Medical 

Association  200,962.52 

Illinois  State  Medical 

Association  185,000.00 

Utah  State  Medical 

Association  13,407.00 

Nebraska  physicians,  up  to  November  15, 
1963,  had  contributed  $3,628.50  to  the  medi- 
cal schools  and  $2,180  to  the  loan  guarantee 
program  for  undergraduate  and  graduate 
students.  The  total  contributed  bj^  Nebras- 
ka physicians,  if  placed  on  a physician  per 
capita  would  amount  to  approximately  $4.40. 

The  number  of  reports  from  the  Board 
of  Trustees,  the  Commission  on  Cost  of 
Medical  Care,  supplementary  reports  of 
standing  committees  of  the  House,  the  vari- 
ous councils,  special  committees  of  the 
House  were  voluminous  and  to  cover  all  in 
this  report  would  be  impossible.  In  one  of 
the  reports  it  is  interesting  to  note  that 
ground  has  been  broken  for  the  new  addi- 
tion to  the  AMA  building,  within  which 
space  has  been  alloted  for  the  Biomedical  Re- 
search Institute.  Able  personnel  will  be  re- 
cruited to  carry  on  basic  research  on  the 
physiology  of  the  living  cell. 

The  report  of  the  Council  on  Constitution 
and  By-Laws  was  considered  by  the  refer- 
ence committee  on  Amendments  to  the  Con- 
stitution and  By-Laws.  These  were  many, 
the  more  important  of  which  are  as  follows : 

A.  The  word  “session”  has  been  changed 
to  “convention”  and  the  word  “constituent” 
to  “state”  throughout  the  Constitution  and 
By  Laws. 

B.  Two  types  of  membership,  namely  ac- 
tive and  special.  Active  members  will  be 
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regular  or  service  members;  special  will  be 
associate,  affiliate,  or  honorary  members. 
Affiliate  membership  was  extended  to  non- 
physician, non-teaching  scientists  in  fields 
allied  to  medicine  and  to  physicians  engaged 
in  medical  missionary  and  similar  education- 
al and  philanthropic  work  in  United  States 
possessions. 

C.  The  quorum  of  the  House  of  Dele- 
gates has  been  increased  from  75  to  100. 

D.  Procedure  is  established  for  replace- 
ment of  the  President  of  the  AMA  if  he 
dies,  resigns  or  is  removed  from  office. 

The  reference  committee  report  on  Sup- 
plementary Report  K from  the  Board  of 
Trustees  having  to  do  with  hospital  staff 
privileges  for  Negro  physicians  was  adopted. 
This  recommendation  states  in  part  that 
“members  of  the  medical  staff  of  every  hos- 
pital, where  the  admission  of  physicians  to 
hospital  staff  privileges  is  subject  to  re- 
strictive policies  and  practices  based  on  race, 
be  urged  to  study  this  question  in  the  light 
of  prevailing  conditions  with  a view  to  tak- 
ing such  steps  as  they  may  elect  to  the  end 
that  all  men  and  women  professionally  and 
ethically  qualified  shall  be  eligible  for  ad- 
mission to  hospital  staff  privileges  on  an 
equal  basis,  regardless  of  race.” 

On  recommendation  of  the  Board  of 
Trustees  the  name  of  the  Council  on  Medi- 
cal Education  and  Hospitals  was  changed 
to  the  Council  on  Medical  Education,  and 
that  of  the  Council  on  Scientific  Assembly 
to  the  Council  on  Postgraduate  Programs. 
This  report  was  adopted. 

There  was  considerable  discussion  re- 
garding the  suggestion  made  by  the  Council 
on  Constitution  and  By  Laws  which  would 
permit  the  opening  meeting  of  the  House  of 
Delegates  to  be  held  on  Sunday  afternoon 
or  evening  rather  than  Monday  morning. 
Some  argued  that  if  this  recommendation 
were  adopted  it  might  be  in  considerable 
conflict  with  the  various  preconvention 
meetings.  The  recommendation  was  ap- 
proved by  the  House  and  referred  to  the 
Speaker  and  Vice  Speaker  for  implementa- 
tion. The  AMA  staff  was  instructed  to 
study  the  feasibility  of  moving  forward  the 


opening  of  the  Clinical  Meeting  to  two  weeks 
before  Thanksgiving  Day. 

In  November  1962,  the  House  of  Delegates 
adopted  the  Board  of  Trustees  report  on 
“Efficiency  Study  of  Hospital  Records.”  At 
this  session  it  was  changed  to  read : 

“A  short  form  medical  record  may  be  used 
in  cases  of  a minor  nature  and,  in  general, 
should  apply  to  hospital  status  of  48  hours 
or  less.  Tonsillectomies,  cystoscopies,  lacer- 
ations, plaster  casts,  removal  of  superficial 
growths  and  accident  cases  held  for  observa- 
tion are  some  examples  of  cases  where  the 
use  of  the  short  form  is  in  order.”  This 
change  was  adopted. 

Thirty  resolutions  were  introduced.  I 
would  like  to  cite  some  which  should  be  of 
general  interest. 

Resolution  No.  1,  introduced  by  the  dele- 
gations from  Texas,  Pennsylvania  and  Illi- 
nois, had  to  do  with  the  tragic  death  of 
President  John  F.  Kennedy.  This  resolu- 
tion read  as  follows ; 

“Whereas,  Members  of  the  American 
Medical  Association,  along  with  all  Ameri- 
cans, were  deeply  shocked  by  the  tragic 
death  of  President  John  Fitzgerald  Ken- 
nedy; and 

“Whereas,  He  was  a dedicated  leader  who 
fought  vigorously  for  those  ideals  in  which 
he  believed ; and 

“Whereas,  He  championed  the  dignity  of 
man  and  the  cause  of  peace  throughout  the 
world;  now  therefore  be  it 

“Resolved,  That  the  House  of  Delegates 
of  the  American  Medical  Association  ex- 
press its  heartfelt  sympathy  in  a letter  to 
Mrs.  Kennedy,  her  children  and  to  the  late 
President’s  family;  and  be  it  further 

“Resolved,  That  a copy  of  this  resolution 
accompany  the  letter  of  sympathy.” 

The  resolution  was  not  referred  to  a ref- 
erence committee  but  adopted  by  a standing 
vote  of  the  House  of  Delegates. 

Another  resolution  was  introduced  by  the 
Texas  delegation  entitled  “Best  Wishes  to 
President  Johnson,”  the  resolves  of  which 
are  as  follows : 
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"Resolved,  That  the  House  of  Delegates 
of  the  American  Medical  Association  ex- 
tend best  wishes  and  good  health  to  Presi- 
dent Johnson,  and  pledge  its  support  in 
forging  national  unity  in  the  weeks  and 
months  ahead;  and  be  it  further 

"Resolved,  That  the  American  Medical 
Association  particularly  wishes  to  offer  its 
resources,  its  counsel,  and  its  cooperation  to 
President  Johnson,  and  stands  ready  to  con- 
fer with  him  and  his  Administration  on  mat- 
ters of  health  with  the  objective  of  making 
available  the  highest  quality  of  medical  care 
possible  to  the  people  of  this  nation.” 

A resolution  submitted  by  the  Pennsyl- 
vania delegation  having  to  do  with  “Hos- 
pitals to  Purchase  Malpractice  Insurance 
for  Interns  and  Residents”  was  referred  to 
the  Board  of  Trustees  for  further  study  and 
report  back  to  the  House  of  Delegates  during 
its  next  meeting. 

The  Oregon  and  Florida  delegates  pre- 
sented a resolution  which  called  for  “Pay- 
ment of  Expenses  of  American  Medical  As- 
sociation Past  Presidents  to  the  Associa- 
tion’s Annual  and  Clinical  Sessions.”  Tliis 
resolution  was  adopted.  Your  delegates  op- 
posed. 

The  Michigan  delegation  presented  a reso- 
lution favoring  the  inclusion  of  all  physi- 
cians under  the  Federal  Social  Security  Pro- 
gram. This  along  with  a resolution  pre- 
sented by  the  Georgia  delegation  urging  the 
AMA  to  reaffirm  its  policy  of  opposing  the 
inclusion  of  self-employed  physicians  under 
social  security  were  considered  concurrent- 
ly. The  House  adopted  the  Georgia  resolu- 
tion ; that  from  Michigan  was  not  adopted. 

The  House  approved  a Board  of  Trustees 
proposal  that  the  American  Medical  Associa- 
tion Education  and  Research  Foundation 
undertake  a “comprehensive  program  of 
research  on  tobacco  and  health,”  the  study 
to  be  “devoted  primarily  to  determining 
which  significant  human  ailments  may  be 
caused  or  aggravated  by  smoking,  how  they 
may  be  caused,  the  particular  element  or 
elements  in  smoking  that  may  be  the  causal 
or  aggravating  agent,  and  methods  for  the 
elimination  of  such  agent.”  Subsequent  to 


the  House  action  the  AMA  Board  of  Trust- 
ees voted  to  contribute  $500,000  to  help  fi- 
nance this  research  program  and  invited 
other  sources,  such  as  industry,  foundations, 
et  cetera,  to  contribute  to  this  fund. 

The  House  approved  the  Board  of  Trust- 
ees Report  on  Professional  Relationships 
with  Voluntary  Health  Agencies,  which  stat- 
ed, “The  AMA  will  maintain  its  policy  of 
neither  approving  nor  disapproving  national 
voluntary  health  agencies  but  would  through 
its  Committee  on  'S^oluntary  Health  Agen- 
cies maintain  its  position  of  offering  guid- 
ance on  medical  aspects  of  national  volun- 
tary health  agency  programs.”  The  Com- 
mittee on  Voluntary  Health  Agencies  was 
given  the  status  of  a Council  in  the  AMA 
organizational  structure. 

The  House  expressed  gratification  that 
the  work  of  the  Committee  on  Medicine  and 
Religion  has  received  widespread  acceptance 
and  support  from  state  and  county  medical 
societies,  religious  groups  and  other  related 
organizations. 

The  House_  urged  that  the  term  “the  ag- 
ing” be  used  instead  of  “the  aged”  in  all 
statements  by  the  medical  profession  re- 
garding older  persons. 

The  House  approved  a resolution  contain- 
ing the  assertion  that  listings  in  the  Amer- 
ican Medical  Directory  “have  become  diffi- 
cult to  decipher.”  The  AMA  staff  was  re- 
quested to  seek  improvement  in  the  format 
of  the  Directoiy. 

The  House  accepted  an  interim  report 
from  the  Commission  on  the  Cost  of  jMedical 
Care.  David  B.  Allman,  MD,  Chairman  of 
the  Commission,  said  the  four  volume  final 
report  will  be  presented  to  the  House  dur- 
ing the  June,  1964,  session. 

The  responsible  authorities  of  the  United 
States  Government  were  requested  to  ap- 
point an  ophthalmologist  to  all  Boards  of 
Disability  and  Retirement  having  eye  cases 
under  examination. 

Blood  banks  came  in  for  consideration,  the 
House  stating  that  “It  is  highly  essential 
that  the  organization  of  new  blood  banking 
programs  and  the  modification  of  existing 
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ones  should  have,  in  the  interest  of  public 
health  and  safety,  the  approval  of  the  county 
or  district  medical  society,  and  therefore, 
should  be  coordinated  with  existing  ap- 
proved blood  banking  facilities.” 

Many  members  of  the  Nebraska  State 
Medical  Association  have  had  the  privilege 
of  meeting  Mr.  Thomas  A.  Hendricks,  who 
retired  December  31,  1963,  after  twenty 
years  of  service  to  the  AM  A.  He  was  given 
a rising  vote  of  thanks  by  the  House  of 
Delegates,  and  during  the  luncheon  meeting 
of  “Aces  and  Deuces”  was  made  an  honor- 
ary member,  the  second  individual  to  re- 
ceive this  recognition,  and  was  also  declared 
Poet  Laureate  of  this  organization. 

RECOMMENDATIONS 

1.  In  past  reports  your  delegates  have 
recommended  that  our  Association,  in  a 
method  to  be  devised,  contribute  as  a whole 
to  the  Funds  for  Medical  Schools  and  the 
Loan  Guarantee  Program.  We  are  as  of 
now  of  the  same  opinion.  The  majority  of 
states  have  such  continuing  programs. 

2.  Your  delegates  approve  the  sugges- 


tion regarding  older  persons,  i.e.,  the  term 
“aging”  be  substituted  for  “the  aged”  in 
all  future  references  regarding  the  elderly. 

3.  It  would  be  well  if  all  members  of 
this  Association  attending  annual  or  clin- 
ical conventions  of  the  AMA  would  contact 
one  or  the  other  of  your  delegates  or  Ken 
Neff,  giving  the  following  information: 

(a)  Date  of  arrival 

(b)  Registered  — when 

(c)  Address  during  meeting 

(d)  Date  of  departure 

4.  Members  of  our  Association  when  at- 
tending national  conventions  of  the  AMA 
should  attend  at  least  one  meeting  of  the 
House  of  Delegates  as  well  as  one  meeting 
of  a reference  committee  having  to  do  with 
the  individual’s  interests. 

Respectfully  submitted, 

J.  D.  McCarthy,  MD, 
Delegate. 

(Submitted  to  Board  of  Councilors  and 
House  of  Delegates,  Nebraska  State  Medical 
Association,  Mid-Winter  Meeting,  1964). 


DELEGATE  J.  D.  McCARTHY  IN  CEREMONY 

Dr.  J.  D.  McCarthy,  one  of  Nebraska’s  delegates  to  the 
AMA  House  of  Delegates,  is  shown  here  as  President  of  Aces 
and  Deuces,  presenting  a plaque  to  Dr.  Thomas  McGuire  of 
Delaware,  the  immediate  past  president.  Aces  and  Deuces 
is  an  organization  of  delegates  from  states  having  only  one 
or  two  delegates. 
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Medicare  in  Operation 

Basis  for  Payment  for  Obstetrical  Care — 

When  a phj^sician  has  rendered  pre- 
natal care  for  a minimum  of  29  weeks,  he 
is  entitled  to  Medicare  payment  under  Code 
4821  of  the  Medicare  Manual  and  Schedule 
of  Procedures.  This  payment  is  for  the 
entire  obstetrical  care  including  delivery, 
and  complete  pre  and  post  partum  care. 
When  the  patient  is  treated  for  less  than 
29  weeks.  Medicare  benefits  are  paid  under 
Code  4829  for  the  delivery  and  4830  and 
4831  for  the  ante  partum  visits.  The  allow- 
ance for  these  ante  partum  visits  is  based  on 
trimester  calculation:  the  first  14  weeks  of 
pregnancy  are  considered  the  first  trimester, 
and  a maximum  of  two  visits  is  authorized 
for  this  period;  the  second  trimester  in- 
cludes the  following  13  weeks  and  a maxi- 
mum of  three  visits  is  authorized;  the  third 
and  final  trimester  consists  of  the  remaining 
weeks  until  delivery  and  four  visits  are  au- 
thorized. If,  however,  a doctor  does  not  see 
a patient  until  the  third  trimester,  he  may 
bill  for  an  additional  visit  which  includes 
a complete  physical  examination  (Code 
4830) ; this  makes  a maximum  of  five  visits 
during  the  third  trimester.  All  post  partum 
care  is  considered  to  be  included  in  the  de- 
livery fee.  Treatment  for  complications 
that  arise  during  the  pregnancy  both  pre 
and  post  partum  is  also  authorized  by  Medi- 
care. When  a caesarean  operation  is  per- 
formed, the  physician  is  allowed  payment 
for  the  operation  plus  payment  for  the  ante 
partum  care. 

THE  MONTH  IN  WASHINGTON 

Proposals  to  provide  limited  health  care 
for  the  aged  under  social  security  continue 
to  be  the  most  important  legislation  before 
Congress  so  far  as  the  medical  profession  is 
concerned. 

In  his  State  of  the  Union  message  to  Con- 
gress, President  Johnson  labeled  it  “must” 
legislation  and  asked  for  Congressional  ap- 
proval before  the  end  of  this  summer. 

The  House  Ways  and  Means  Committee, 
late  in  January,  wound  up  hearings  on  the 
King-Anderson  bill,  the  Administration’s 


medicare  legislation.  The  hearings  had 
been  interrupted  by  President  Kennedy’s 
assassination. 

The  committee  — with  a majority  of  its 
members  believed  still  to  be  opposed  to 
such  legislation  — did  not  indicate  imme- 
diately when  it  would  act  further  on  the 
bill. 

In  commenting  on  the  State  of  the  Union 
message.  Dr.  Edward  R.  Annis,  president 
of  the  American  Medical  Association,  said 
that  President  Johnson  apparently  had  been 
grossly  misinformed  by  his  advisers  on  the 
legislation. 

“Medicare  would  not  be  an  insurance  pro- 
gram of  health  care  for  the  elderly,  and 
workers  would  not  contribute  to  a fund  for 
their  old  age,”  Dr.  Annis  said. 

“Medicare  would  be  strictly  a tax  pro- 
gram, forcing  wage  earners  to  pay  a sub- 
stantial increase  in  their  payroll  taxes  to 
finance  hospitalization  for  everyone  over  65, 
including  those  who  are  wealthy  and  mil- 
lions of  others  who  already  are  protected 
with  hospital  insurance. 

“The  President  has  also  been  misinformed 
on  the  cost  of  such  a program.  Testimony 
of  the  Chief  Actuary  of  the  Social  Security 
Administration  before  the  Ways  and  Means 
Committee  in  November  shows  that  every 
worker  earning  one  hundred  dollars  or  more 
a week  would  be  forced  to  pay  at  least 
23  per  cent  more  in  payroll  taxes  to  finance 
this  inequitable  program. 

“Medicare  is  unnecessary.  Private  health 
insurance,  now  protecting  more  than  10  mil- 
lion elderly,  is  available  to  those  who  can 
pay  their  own  way,  and  the  Kerr-Mills  Law, 
already  enacted  in  more  than  40  states,  can 
help  those  who  need  help.” 

Other  legislative  proposals  of  interest  to 
physicians  include: 

An  amendment  to  the  Keogh  law  that 
would  remove  the  present  50  per  cent  limi- 
tation on  the  amount  of  income  tax  deduction 
a self-employed  person  can  claim  on  his  an- 
nual retirement  savings.  It  also  removes 
the  $2500  or  10  per  cent  of  income  limitation 
on  the  amount  of  retirement  savings  an  in- 
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dividual  with  employees  could  use  foi*  tax 
deduction  purposes.  This  would  be  a tre- 
mendous boost  for  the  Keogh  program  and 
for  self-employed  persons  with  retirement 
savings  plans. 

Rep.  Eugene  Keogh  (D.,  N.Y.),  and  Sen. 
George  Smathers  (D.,  Fla.)  are  sponsoring 
the  amendment. 

The  Internal  Revenue  Service  (IRS)  re- 
cently issued  a tentative  ruling  that  was  a 
setback  to  physicians  and  other  professional 
men  planning  to  band  together  into  corpora- 
tions for  tax  purposes.  A proposed  regula- 
tion stated  that  such  prfoessional  organiza- 
tions must  have  all  of  the  characteristics  of 
a business  corporation  in  order  to  qualify 
for  corporation  tax  treatment,  which  would 
be  virtually  impossible  for  a group  of  profes- 
sional men. 

The  regulation  would  knock  out  the  so- 
called  Kintner  regulations  of  1960  under 
which  IRS  stated  that  associations  of  pro- 
fessional men  would  be  classified  for  tax 
purposes  as  corporations  provided  certain 
corporate  characteristics  were  followed  and 
provided  that  state  law  authorized  estab- 
lishment of  the  groups  as  corporations. 

The  IRS  proposal  is  not  final  and  will  be 
the  subject  of  hearings  at  a later  date.  It 
appears  certain  to  be  the  subject  of  court 
litigation,  if  made  final. 

— A civil  defense  bill  that  has  passed  the 
House  and  is  before  the  Senate.  It  would 
provide  a $190  million  program  of  grants  to 
hospitals  and  other  nonprofit  institutions  for 
building  fall-out  shelters.  These  shelters 
could  be  used  as  garages,  storage  areas,  and 
so  forth,  in  peacetime. 

— An  Administration  proposal  to  require 
clearance  and  approval  of  new  medical  de- 
vices, which  means  anything  from  a new 
type  of  forceps  to  the  most  complicated  ra- 
diation device.  FDA  would  rule  on  the  ef- 
ficacy as  well  as  the  safety  of  such  devices, 
as  it  does  now  on  new  drugs. 

— “Humane”  treatment  of  laboratory  ani- 
mals. Most  of  such  bills  would  require  re- 
search institutions  to  provide  laboratory 
animal  care  conforming  to  certain  fixed  fed- 


eral standards  in  order  to  qualify  for  federal 
grants. 

— An  amendment  to  the  medical  education 
law  that  would  forgive  part  of  the  repay- 
ment of  federal  loans  to  students  if  the 
young  physician  settles  in  a physician-short- 
age area. 

— The  American  Medical  Profession  and 
the  US  Public  Health  Service  (PHS)  have 
joined  forces  in  opposing  a Senate-passed 
bill  that  would  deprive  PHS  of  its  authority 
over  water  pollution  control  activities.  The 
bill,  now  before  the  House  Public  Works 
Committee,  would  set  up  a separate  organ- 
ization in  the  HEW  Department  to  handle 
this  function.  The  AMA  contends  that  this 
would  subordinate  the  health  aspects  of  wa- 
ter pollution. 

' — Appropriations  for  the  National  In- 
stitutes (NIH).  Last  year  Congress  cut  the 
NIH  budget  request  by  $12  million  in  ap- 
proving $918  million  for  NIH.  This  was 
the  first  time  in  recent  years  Congress  has 
failed  to  substantially  increase  the  NIH 
budget-request  of  the  Administration.  It  in- 
dicated that  Congress  is  going  to  take  a 
closer  look  at  all  federal  research  projects, 
which  total  some  $14  billion  a year. 

The  AMA  has  pledged  its  aid  to  a Special 
House  Committee  investigating  the  Federal 
research  effort.  The  AMA  told  the  commit- 
tee that  medical  research  spending  should 
not  grow  to  the  point  where  quality  is  over- 
looked in  favor  of  quantity. 

“Research  is  an  investment  in  the  future,” 
Dr.  F.  J.  L.  Blasingame,  executive  vice 
president  of  AMA,  said  in  a letter  to  the 
committee.  “Properly  conducted  and  sup- 
ported by  prudent  expenditures,  medical  re- 
search, providing  for  his  physical  and  social 
well-being,  is  vital  to  the  total  health  se- 
curity of  man  . . . 

“Certainly,  the  effort  of  your  Committee 
and  the  review  being  conducted  should  prove 
helpful  to  the  nation.  We  would  like  to  aid 
that  effect  in  every  way  that  we  can.” 

President  Johnson  signed  into  law  a bill 
authorizing  $95  million  over  the  next  three 
years  to  help  states  and  local  agencies  com- 
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bat  air  pollution,  including  that  from  auto- 
motive exhausts  and  industries. 

The  new  law  revised  the  old  air  pollution 
control  program  and  makes  it  permanent. 
It  expands  the  1955  program  that  provided 
Federal  grants  for  cooperative  research  un- 
der the  direction  of  the  Secretary  of  Health, 
Education  and  Welfare.  He  was  given 
broader  authority  for  such  research  and  di- 
rected to  recommend  remedial  actions. 

These  remedial  actions  could  include  Fed- 
eral suite  for  abatement  of  interstate  air 
pollution.  The  Attorney  General  also  could 
aid  states  in  such  intra-state  actions  if  aid 
were  asked  by  the  governor  and  other  state 
officials. 


UNIVERSAL  MEDICAL 
IDENTIFICATION  SYMBOL 

This  is  the  universal  emergency  medical 
identification  symbol  devised  by  the  Amer- 
ican Medical  Association. 


The  person  who  displays  it  carries  infor- 
mation which  should  be  known  to  anyone 
helping  him  during  an  accident  or  sudden 
illness. 

First  announced  in  June,  1963,  this  sym- 
bol is  already  in  such  general  use  that  it 
is  essential  that  it  be  recognized  by  all 
emergency  personnel  who  care  for  the  ill 
or  injured.  It  means,  “Look  for  medical  in- 
formation that  can  protect  life.”  Failure  to 
recognize  this  symbol  and  to  heed  its  vital 
message  could  be  disastrous. 

This  symbol  has  been  freely  offered  by 
the  AMA  to  manufacturers  and  distributors 
of  emergency  medical  signal  devices  and  the 
publishers  of  medical  identification  cards. 
Thirty  corporations  and  associations  have 


adopted  the  universal  symbol  for  use  on 
their  identifications  and  the  number  is  in- 
creasing continuously.  The  AMA  neither 
manufactures  nor  distributes  signal  devices. 

Manj-  signal  devices  of  metal  or  plastic 
will  bear  this  symbol  on  one  side  with  a few 
words  of  vital  information  on  the  other. 
Other  devices  will  have  a pocket  within 
which  more  detailed  information  can  be 
found.  Still  others  may  consist  of  the  sjun- 
bol  alone  — a suggestion  to  look  elsewhere 
in  purse  or  pocket  for  important  informa- 
tion or  identification. 

Fix  this  symbol  in  your  memory  — the 
star  of  life  (or  the  asterisk  of  reference), 
bearing  the  snake  entwined  staff  of  Aescu- 
lapius, the  mythical  Roman  god  of  medicine 
— taken  from  the  seal  of  the  American 
Medical  Association,  and  all  contained  in  a 
hexagon.  This  symbol  may  appear  in  any 
size  or  color.  It  is  most  likely  to  be  found 
on  the  wrist  or  about  the  neck,  though  it 
may  identify  the  presence  of  information  in 
other  locations. 

Recognizing  it  as  the  universal  sjonbol  of 
emergency  medical  identification  will  help 
you  to  locate  information  that  may  protect 
life  in  an  emergency. 

Where  to  Obtain  Cards  and  Devices — 

Identification  cards  are  distributed  by 
many  national  as  well  as  local  health  agen- 
cies. The  American  Medical  Association 
distributes  one.  Single  copies  are  free  on 
request.  Quantities  can  be  purchased  from 
the  AMA  at  $1.00  per  hundred,  $5.00  per 
thousand. 

Many  organizations  and  manufacturers 
sell  durable  signal  devices  for  emergency 
medical  identification.  The  names  of  those 
reported  to  the  AMA  as  of  October  1963, 
most  of  whom  have  adopted  the  universal 
sj-mbol,  follow: 

Antin’s  Jewelers 
308  Royal  Street 
New  Orleans,  Louisiana 
Atlas  Idento-Belt  Co. 

1010-18  Race  Street 
Philadelphia,  Pennsylvania 
Coreco  Research  Corporation 
159  W'est  25th  Street 
New  York,  New  York 
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Crest  Line 
Box  229 

Green  Harbor,  Massachusetts 

Guardall  Industries 

Huntington  Valley,  Pennsylvania 

John  M.  Lee 

Ligonier,  Pennsylvania 

M & D Co.,  Inc. 

113  East  11th  Street 
Ottawa,  Kansas 

Medical-Alert  Foundation  International 
1030  Sierra  Drive 
Turlock,  California 

Medical  Message  Foundation 
Box  11009 

Philadelphia,  Pennsylvania 

Meditag  Company 

950  East  Westminister  Road 
Lake  Forest,  Illinois 

National  Hemophilia  Foundation 
175  Fifth  Avenue 
New  York,  New  York 

National  Identification  Company 
3965  Oneida  Street 
Denver,  Colorado 

National  Nameplate  Company 
Manchester,  Iowa 

Ortho-Fit,  Inc. 

25  East  Washington,  Suite  1229 
Chicago,  Illinois 

Charles  E.  Petrie  & Company 
P.  0.  Box  603 
Long  Beach,  California 

J.  O.  Pollack  and  Company 
17  North  State  Street 
Chicago,  Illinois 

Practical  Products  Company 
31  Light  Street 
Baltimore,  Maryland 

Rochester  Medical  Locket  Co.,  Inc. 

23  2nd  Street,  S.W. 

Rochester,  Minnesota 

Speidel  Corporation 
Medilog  Division 
70  Ship  Street 
Providence,  Rhode  Island 

Westminster  Engraving  Company 
Caesar  Misch  Building 
51  Empire  Street 
Pi’ovidence,  Rhode  Island 

UNITED  STATES  COMMITTEE,  INC., 
THE  WORLD  MEDICAL  ASSOCIATION 

Many  times  you  may  have  wondered  what 
means  of  self  expression  on  an  international 
level  do  physicians,  who  are  engaged  in 
private  practice,  have  for  protecting  and 
encouraging  the  vital  principle  of  profes- 
sional freedom  in  this  and  other  countries. 


The  answer  appears  to  be  through  the 
World  Medical  Association,  an  organiza- 
tion of  national  voluntary  medical  associa- 
tions in  58  countries  representing  over  700,- 
000  physicians. 

The  United  States  Committee,  Inc.  of  the 
World  Medical  Association  links  American 
physicians  with  doctors  around  the  world 
through  its  international  programs  and 
through  US  observer  delegations  attending 
annual  World  Medical  Assemblies  in  the  va- 
rious member  countries. 

Dr.  Edward  R.  Annis,  President  of  the 
American  Medical  Association,  currently 
President  of  the  World  Medical  Association; 
and  the  AM  A is  the  US  member  association 
of  the  WMA.  Because  many  American  doc- 
tors desire  closer  contact  with  the  important 
work  of  the  World  Medical  Association,  a 
special  support  group  exists  which  allows 
individual  affiliation  with  the  World  Medi- 
cal Association.  This  is  the  United  States 
Committee,  Inc.,  of  the  World  Medical  Asso- 
ciation. 

Please  remember  that  United  States  Com- 
mittee membership  will  serve  to  re-affirm 
your  belief  in  freedom  in  medical  practice 
to  your  colleagues  abroad.  As  an  American 
doctor,  I know  you  will  want  to  support  the 
work  of  the  World  Medical  Association. 

The  US  Committee’s  annual  dues  are  $10 
and  are  tax  exempt.  They  include  a mem- 
bership card  and  certificate;  a subscription 
to  the  World  Medical  Journal,  and  periodic 
newsletters.  Should  you  desire  to  join  this 
imporant  group,  please  contact:  Gerald  D. 
Dorman,  MD,  Secretary  - Treasurer,  The 
World  Medical  Association,  United  States 
Committee,  Inc.,  10  Columbus  Circle,  New 
York,  New  York,  10019. 

H.  W.  McFadden,  Jr.,  MD 

Membership  Chairman  for  Nebr. 

United  States  Committee,  Inc. 

World  Medical  Association 


PRESENT  STATUS  OF  MENTAL 
HEALTH  PLAN  FOR  NEBRASKA 

Definite  progress  has  been  made  in  the 
past  few  months  in  formulating  a Compre- 
hensive Long  Range  Mental  Health  Plan  for 
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Nebraska  leading  to  the  development  and 
strengthening  of  community  based  pro- 
grams. 

]\Ieetings  have  been  held  by  the  delegates 
of  each  of  the  seven  Regional  Committees 
in  Nebraska.  These  committees  are  now  en- 
gaged in  task-force  study  and  survey  ac- 
tivities. 

The  topics  chosen  for  task-force  study  in- 
clude : 

Childhood  Mental  Illness 
Adult  Mental  Illness 
Juvenile  Delinquency 
Mental  Retardation 
Alcoholism  and  Drug  Addiction 
Problems  of  Aging 
Chronic  Disease 

Vocational  and  Educational  Problems 
Cultural  Variance 
IMarriage  and  Family  Problems 
Problems  of  Adolescence 

Prevention  was  made  a sub-topic  for  each 
task-force. 


— R.J.S. 

LETTERS  TO  THE  EDITOR 

It  is  always  interesting  to  contrast  di- 
vergent views  on  a medical  subject.  It  is 
well  that  we  do  not  all  hold  the  same  views, 
else  the  progress  of  scientific  medicine 
might  be  slowed  to  a snail’s  pace.  It  is  true, 
also,  that  when  one  has  convinced  himself 
that  his  theory  is  the  correct  one,  he  may 
not  even  permit  himself  to  read  and  study 
the  writings  of  those  who  disagree  with 
him.  It  is  not  difficult  to  find  articles  in 
such  periodicals  as  the  British  Medical 
Journal  and  others  that  take  exception  to  the 
all-out  acceptance  of  cigarette  smoke  as  the 
cause  of  bronchogenic  cancer.  It  is  not  dif- 
ficult to  find  articles  devoted  to  scientific 
proof  that  factors  other  than  cigarette 
smoke  have  to  do  with  causing  lung  cancer. 
This  subject  is  being  widely  studied  and  the 
results  reported.  For  these  reasons  the 
publication  of  the  following  letters  may  be 
of  some  value  to  those  who  still  have  an 
enquiring  attitude. 


Central  City,  Nebraska 
December  2,  1963 

Editor: 

Nebraska  State  Medical  Journal, 

Lincoln,  Nebraska 

Dear  Editor: 

It  was  indeed  disturbing  to  read  the  edi- 
torial, Cigarette  Smoking  and  Lung  Cancer, 
in  the  September  Nebraska  State  Medical 
Journal.  Several  of  the  points  the  writer 
advances  in  order  to  discourage  us  from  dis- 
suading high  school  students  to  smoke  are 
questionable. 

He  states  — “Cigarette  smoking  as  a 
cause  of  cancer  of  the  lung  is  accepted  al- 
most entirely  on  the  basis  of  statistical  evi- 
dence.” Is  the  writer  asking  us  to  discard 
the  ovei*Avhelming  evidence  that  statistics 
bring  to  bear  on  the  question  of  this  rela- 
tionship? Also,  to  suggest  that  these  con- 
clusions are  based  “almost  entirely  on  sta- 
tistical evidence”  is  to  ignore  a gi’eat  amount 
of  objective  scientific  observation  other 
than  statistics.  Has  this  writer  reviewed 
the  work  of  Auerbach,  et  al.,  where  post 
mortem  lungs  from  1000  patients  were  each 
divided  into  208  specimens  and  examined 
under  microscope?  The  smoking  habits  of 
these  1000  patients  were  obtained  by  an  in- 
terviewer in  the  homes  from  which  these 
patients  came.  If  this  is  the  type  of  evidence 
that  the  writer  calls  “statistics”  then  I don’t 
know  what  he  means  by  statistics.  Inci- 
dentally, this  editorial  was  shown  to  Dr. 
Auerbach  at  his  recent  appearance  Novem- 
ber 19th  at  Kearney.  His  comment  was, 
“this  is  nonsense  — probably  written  by  an 
addicted  cigarette  smoker.”  (Dr.  Auer- 
bach’s answer  was  uninformative,  to  say 
the  least.  — Ed.) 

With  the  massive  evidence  at  hand,  it  is 
difficult  to  understand  why  the  writer  of 
this  editorial  (unfortunately,  he  did  not 
sign  it)  would  discourage  attempts  to  dis- 
suade our  high  school  students  from  becom- 
ing addicted  to  cigarette  smoking. 

In  my  opinion,  the  time  has  come  for  or- 
ganized medicine  in  Nebraska  to  make  a 
statement,  as  several  other  State  Medical  So- 
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cieties  have  done,  regarding  this  major  pub- 
lic health  menace. 

(Signed) 

John  A.  Campbell,  MD 

December  4,  1963 

John  A.  Campbell,  MD 
Central  City  Clinic 
Central  City,  Nebraska 

Dear  Dr.  Campbell : 

It  was  interesting  to  get  your  rather  criti- 
cal letter  about  the  editorial,  “Cigarette 
Smoking  and  Lung  Cancer.”  There  is  no 
secret  about  who  writes  the  editorials.  I 
publish,  in  the  editorial  section,  from  time  to 
time,  a note  that  all  unsigned  editorials  are 
written  by  the  editor.  All  others  are  signed 
or  initialed. 

There  seems  to  be  a great  divergence  of 
opinion  in  the  profession  as  to  whether  we 
should  push  the  idea  that  bronchogenic  car- 
cinoma is  caused  by  cigarette  smoking,  be- 
cause we  may  find,  eventually,  that  cigar- 
ette smoke  is  only  one  of  many  irritants 
man  is  breathing  in  our  progressively  pol- 
luted air  — one  to  which  man  voluntarily 
exposes  himself  to  a greater  degree  than  to 
the  others;  and  that  this  irritant  is  only 
the  exciting  factor  in  a person  who  harbors 
another,  fundamental  cause  of  cancer.  Any 
other  theory  must  ignore  a number  of  im- 
portant questions  some  of  which  I shall  ask 
you. 

I had  a note  from  a nationally  known 
scientist  (physician)  who  said  he  agreed 
with  me  entirely,  that  it  may  be  some  time 
before  we  know  the  actual  cause  of  broncho- 
genic carcinoma,  and  that  we  are  unwise 
to  be  dogmatic  about  what  we  tell  the  youth. 
Certainly,  we  all  agree  that  any  legitimate 
effort  to  cut  down  cigarette  smoking  among 
school  children  is  fine. 

To  get  back  to  the  editorial  to  which  you 
object,  let  me  ask: 

1.  How  do  you  explain  the  disease  in  the 
victim  who  never  smoked  in  his  life? 

2.  Why  do  the  British,  who  smoke  more 


cigarettes  per  capita  than  Americans  have 
a lower  incidence  of  lung  cancer? 

3.  Why  did  the  incidence  of  broncho- 
genic carcinoma  among  the  English  who  mi- 
grated to  Australia  drop  so  precipitously 
even  while  they  smoked  more  cigarettes? 

4.  Why  does  the  careful  work  of  Taku- 
hata  and  Lilienfeld  show  that  blood  rela- 
tives of  victims  of  lung  cancer  have  a def- 
initely higher  incidence  of  the  disease  than 
nonrelatives? 

Other  important  questions  could  be  asked 
and  should  be  answered  before  we  go  out 
100  per  cent  for  the  idea  that  the  cause  is 
cigarette  smoking  and  this  only. 

(Signed) 

George  W.  Covey,  Editor, 

Nebraska  State  Medical  Journal. 

Central  City,  Nebraska 
December  19,  1963 

Editor,  George  W.  Covey,  MD 
Nebraska  State  Medical  Journal 
Lincoln,  Nebraska 

Dear  Dr.  Covey: 

I’m  grateful  for  your  kind  response  to 
my  “rather  critical  letter.”  However,  I 
must  continue  to  disagree  with  the  thesis 
of  your  Sept.  ’63  NSMJ  Editorial,  “Cigar- 
ette Smioking  and  Lung  Cancer.” 

In  this  very  serious  consideration  I am 
reminded  of  what  Sir  Alexander  Fleming 
said  upon  receiving  the  Nobel  Prize  for  his 
discovery  of  penicillin.  The  discovery  was 
made  in  1929  but  the  information  wasn’t 
used  until  1939.  He  reminded  the  audience 
of  the  multiplied  thousands  who  had  died  of 
pneumonia  during  this  10  year  period  who 
would  still  be  alive  had  the  information 
available  in  1929  been  utilized  at  that  time. 

I wonder  if  we  are  not  being  negligent  in 
our  duty  toward  society  as  physicians  by 
being  so  hesitant  in  utilizing  the  informa- 
tion at  hand  in  letting  our  high  school  stu- 
dents know  to  what  they  are  committing 
themselves  when  they  accept  at  face  value 
the  brain  washing  to  “Have  a real  cigar- 
ette. Have  a Camel.” 
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I ’would  disagree  ’with  the  points  you  men- 
tion in  your  Dec.  4th  response.  I know 
of  no  one  who  thinks  that  cigarette  smoking 
is  the  only  cause  of  lung  cancer.  Certainly 
there  are  many  predisposing  factors.  The 
consideration  here  would  be  that  if  a high 
school  student  never  acquired  the  addiction 
would  he  have  less  chance  of  dying  in  the 
future  of  lung  cancer?  I think  the  mass  of 
evidence  would  suggest  that  his  chances 
would  be  less  of  dying  of  this  cause  were  he 
to  remain  a non-smoker. 

You  ask  “How  do  you  explain  the  disease 
in  the  victim  who  never  smoked  in  his  life?” 
Here  I quote  Dr.  Auerbach  who  stated  at 
the  Kearney  meeting  on  Nov.  19th,  “I  have 
never  seen  an  authenticated  case  of  squam- 
ous cell  carcinoma  or  ‘small  cell’  carcinoma 
of  the  lung  in  a non-smoker.”  He  said  many 
disagree  with  this  but  this  has  been  his  ex- 
perience. 

Your  second  point  “Why  do  the  British, 
who  smoke  more  cigarettes  per  capita  than 
Americans  have  a lower  incidence  of  lung 
cancer?”  Would  you  reveal  your  reference 
data  on  this  point? 

A recent  UPI  news  release  (World  Herald, 
Dec.  3,  ’63)  stated  that  the  habit  of  the 
British  of  snuffing  out  a cigarette  and  saving 
the  butt  for  relighting  “may  explain  the 
challenging  fact  that  the  rate  of  lung  cancer 
is  much  higher  in  Great  Britain  than  in  the 
United  States  although  the  smoking  rate  is 
about  the  same.” 

Your  third  point  about  Englishmen  mi- 
grating to  Australia  and  noting  a drop  in 
the  incidence  of  lung  cancer  could  well  re- 
flect the  lesser  concentrations  of  other  car- 
cinogenic agents  in  the  Australian  atmos- 
phere. This  doesn’t  alter  the  fact  that  the 
smoker  in  England  has  a higher  incidence 
of  lung  cancer  than  the  non-smoker. 

Again  I say  thank  you  for  your  kind  reply. 
It  is  not  my  intention  to  be  unkind  but  it 
is  my  feeling  that  the  time  is  overdue  for 
organized  medicine  in  Nebraska  to  take  a 
stand  on  this  issue.  According  to.  The 
Medical  Bulletin  on  Tobacco,  “More  than 
one-third  of  State  Medical  Societies  have 


taken  some  form  of  action  concerning  the 
effects  of  smoking  on  health.” 

(Signed) 

John  A.  Campbell,  MD 

Doctors  and  Medicine  in  the  News 

We  .See  by  the  Newspapers — 

Angiograph  of  the  renal  arteries  has  been 
revived.  It  was  discarded  because  angi- 
ographic materials  caused  too  frequent  side 
effects.  Newer  media,  causing  much  less 
reaction  have  been  developed.  So  said  Dr. 
H.  K.  Mardis  a native  of  Lincoln  and  a 
graduate  of  the  University  College  of  Medi- 
cine, when  he  came  from  the  Charity  Hos- 
pital of  New  Orleans  to  speak  to  the  staff 
of  the  Nebraska  Methodist  Hospital.  He 
feels  this  type  of  angiography  is  “valuable 
until  a better  diagnostic  test  comes  along.” 
(Omaha  Evening  Workl-Herald,  Nov.  30, 
1964). 

From  the  Aurora  News-Register  (Nov. 
28,  1963)  we  learn  that  a Nebraska  boy 
who  has  made  good  in  medicine  has  become 
the  first  male  president  of  the  113-year-old 
Woman’s  Medical  College  of  Pennsylvania. 
Dr.  Glen  Leymaster,  who  was  born  and  be- 
gan his  education  in  Aurora,  Nebraska,  took 
over  this  unusual  post  on  January  1,  1964. 
An  enumeration  of  the  important  posts  he 
has  held  is  very  impressive,  and  the  doctor 
says  he  has  some  precedent-shattering  plans 
for  this  old  medical  school. 

The  ninth  annual  Mid-State  Medical  Con- 
ference met  at  Kearney,  November  19.  By 
noon,  52  doctors  from  out  of  the  city  had 
registered,  and  27  Kearney  doctors  were  in 
attendance.  The  theme  of  the  meeting  was 
“pulmonary  disease,”  and  the  speakers  list 
was  highlighted  by  Dr.  Oscar  Auerbach  of 
East  Orange,  N.J. ; Dr.  Michael  L.  Furcolow, 
USPHS,  Kansas  City;  Dr.  Roger  S.  Mitchell, 
Denver,  and  Dr.  Delbert  D.  Neis,  Omaha. 

According  to  the  Lincoln  Morning  Star 
(Dec.  2,  1963)  Dr.  Elmer  E.  Glenn  of  Hast- 
ings has  a novel  proposal  to  settle  civil 
rights  troubles  by  moral  persuasion,  rather 
than  by  legislation.  Dr.  Glenn  would  have 
each  firm  or  merchant  display  a sign  in  the 
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window  of  his  establishment  saying  “All 
Citizens  Welcome.”  People  would  be  asked 
to  patronize  only  those  displaying  this  sign. 
This  type  of  boycott  of  the  nonconformists 
would  soon  bring  them  all  into  line.  The 
doctor  is  an  optimist,  to  say  the  least. 

Success  in  increasing  attendance  has  ac- 
companied migration  of  the  annual  meeting 
of  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  from  its  home  state  to  the 
Flamingo  Hotel  in  Las  Vegas.  The  last 
meeting  was  held  there  December  6-7,  1963 
with  112  members  present.  This  is  a sharp 
contrast  with  21  members  attending  when 
it  was  held  in  Broken  Bow,  four  years  ago. 
Dr.  R.  E.  Tibbels  of  Oakland  was  the  re- 
tiring president;  Dr.  W.  Riley  Kovar,  Oma- 
ha, secretary-treasurer;  Dr.  William  Rum- 
bolz,  Omaha,  program  chairman,  and  Theo- 
dore Koefoot,  MD,  Broken  Bow,  local  ar- 
rangements chairman.  ( Custer  County 
Chief,  Broken  Bow). 

The  York  News-Times  (Nov.  20,  1963) 
reports  that  the  York  General  Hospital  re- 
cently has  purchased  some  greatly  improved 
X-ray  equipment.  Mrs.  Ester  Dyer,  the 
X-ray  and  laboratory  technician  has  been 
with  the  hospital  13  years. 


Announcements 

American  College  of  Phy.sicians  Offers 
Postgraduate  Courses — 

The  following  postgraduate  courses  are 
offered  by  the  American  College  of  Physi- 
cians during  the  next  six  months.  Tuition 
fees:  Members,  $60;  nonmembers,  $100. 

Febi-uary 

10-14  Hypertension  and  Its  Complications,  Medi- 
cal College  of  Georgia 

24-28  Recent  Advances  in  Metabolic  Diseases, 
Mt.  Sinai  Hospital,  New  York 

Mai’ch 

2-  5 Neurology  for  the  Internist,  Mayo  Clinic, 
Rochester,  Minn. 

9-13  The  Physiological  Basis  of  Electrocardiog- 
raphy, University  of  Utah,  College  of  Medi- 
cine 

April 

2-  4 Current  Concepts  of  the  Physiology  of  Res- 
piration, Circulation  and  Electrolytes,  Amer- 
ican Physiological  Society,  Atlantic  City 


May 

11-15  Clinical  Auscultation  of  the  Heart,  George- 
town University  Hospital,  Washington,  D.C. 
25-29  The  Medical  Care  of  the  Adolescent,  Chil- 
dren’s Hospital,  Boston,  Mass. 

June 

1-  5 Recent  Advances  in  Clinical  Nutrition,  Tufts 
University  and  Harvard,  Boston 
8-12  Recent  Progi'ess  in  Endocrinology,  Univer- 
sity of  Washington,  Seattle 
15-19  Psychiatry  for  the  Internist,  University  of 
Maryland 

If  interested,  write  Edward  C.  Rosenow, 
Jr.,  MD,  Executive  Director,  the  American 
College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 

AMA  Awards  for  Medical  Journalism  — Not 
To  MB’s  or  Employees — 

The  American  Medical  Association  has  an- 
nounced a $5000  medical  journalism  awards 
program  “to  recognize  journalism  that  con- 
tributes to  a better  public  understanding  of 
medicine  and  health  in  the  United  States.” 

Awards  of  $1000  each  will  be  presented 
for  outstanding  reporting  on  health  and 
medicine  in  five  categories  — neiv spacers, 
magazines,  radio,  television,  and  in  news- 
paper editorial  writing,  said  F.  J.  L.  Blas- 
ingame,  MD,  executive  vice  president  of  the 
AMA. 

The  awards  are  intended  for  recognition 
of  outstanding  reporting  of  the  scientific 
and  clinical  aspects  of  medicine.  Dr.  Blas- 
ingame  said.  Awards  will  be  presented  for 
the  first  time  in  1965,  based  on  work  pub- 
lished or  broadcast  during  the  calendar  year 
of  1964. 

Entries  will  be  judged  on  a basis  of  ac- 
curacy, significance,  quality,  public  interest 
and  impact.  Entries  will  be  judged  by  the 
1964  Medical  Journalism  Awards  Commit- 
tee, which  will  include  outstanding  members 
of  the  publishing  industry,  radio  and  tele- 
vision industry  and  the  medical  profession, 
he  said. 

Entries  may  be  sent  to  the  1964  Medical 
Journalism  Awards  Committee,  American 
Medical  Association,  535  N.  Dearborn  St., 
Chicago,  111.  Deadline  is  Feb.  1,  1965,  al- 
though entries  may  be  submitted  at  any  time 
prior  to  that  date. 
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Newspaper  and  magazine  articles  should 
be  submitted  in  triplicate,  validating  date  of 
publication  and  showing  the  material  as  it 
was  presented  to  the  public.  Entries  for 
radio  or  television  should  consist  of  three 
copies  of  the  complete  script  and  a 200- 
word  summary  of  the  script,  together  with 
film  or  kinescope  of  television  entries  and 
audio  tape  or  transcription  of  radio  entries. 
Entrants  may  make  as  many  entries  as 
they  wish. 

Each  entry  should  be  accompanied  by  a 
statement  listing  title  of  entiy,  writer  or 
producer,  publication  in  which  the  article 
appeared  or  station  or  network  over  which 
progi’am  was  broadcast,  date  entry  was 
published  or  broadcast,  category  for  which 
entry  is  submitted,  name,  address  and  title 
of  person  submitting  entry.  Radio  and  tele- 
vision films,  tapes  or  kinescopes  will  be 
returned  if  requested. 

Categories  of  competition  are: 

1.  NEWSPAPERS:  For  a distin^ished  ex- 

ample of  a news  or  feature  stoi’y  or  series 
in  a United  States  newspaper  of  general 
circulation  published  daily,  Sunday  or  at  least 
once  a week. 

2.  MAGAZINES:  For  a distinguished  example 

of  an  article  or  series  in  a United  States 
magazine  of  general  circulation  published 
weekly,  monthly,  quarterly  or  at  other  regu- 
lar inter^mls. 

3.  EDITORIAL:  For  a distinguished  example 

of  editorial  writing  in  a United  States  news- 
paper of  general  circulation  published  daily, 
Sunday  or  at  least  once  a week. 

4.  RADIO:  For  a distinguished  example  of  re- 

porting on  medicine  or  health  on  a United 
States  radio  station  or  network. 

5.  TELEVISION:  For  a distinguished  example 

of  reporting  on  medicine  or  health  on  a Unit- 
ed States  television  station  or  network. 

The  awards  will  not  be  given  for  work, 
however  excellent,  that  involves  primarily 
the  relaying  of  medical  knowledge  to  the 
medical  profession  and  to  allied  professions. 
^Members  of  the  medical  profession,  medical 
associations  and  their  employees  are  not 
eligible  to  submit  entries. 

Registration  in  Radioisotope  Technology — 

It  is  the  intention  of  the  Education  Com- 
mittee of  the  Nebraska  Society  of  X-ray 
Technicians  to  bring  to  the  attention  of  your 


association  the  subject  of  Registration  in 
Radioisotope  Technology. 

The  American  Registry  of  Radiologic 
Technologists  is  offering  examinations  of 
certification  to  radioisotope  technologists. 

The  American  Society  of  Radiologic 
Technologists  has  submitted  a new  one  year 
curriculum  in  radioisotopes  to  AMA  for  ap- 
proval. This  curriculum  has  the  endorse- 
ment of  the  Registry  Board  and  the  Com- 
mission on  Technician  Affairs  of  the 
American  College  of  Radiologj'.  Copies  of 
the  curriculum  will  be  available  from  the 
office  of  the  Executive  Secretary,  the  Amer- 
ican Society  of  X-ray  Technicians. 

Application  materials  and  full  instructions 
may  be  obtained  from  the  Executive  Direc- 
tor, American  Registiy  of  Radiologic  Tech- 
nologists, 2600  Wayzata  Boulevard,  Minne- 
apolis, Minnesota  55405.  To  be  eligible  for 
the  November  Radioisotope  Technology  ex- 
aminations, applications  must  be  postmarked 
to  the  Registry  office  in  Minneapolis  no 
later  than  midnight  the  preceding  Septem- 
ber 1. 

Description  of  Eighth  Postgraduate  Course — 

The  Eighth  Postgraduate  Course  on  Frac- 
tures and  Other  Trauma  sponsored  by  the 
Chicago  Committee  on  Trauma  of  the  Amer- 
ican College  of  Surgeons  will  be  held  April 
22,  23,  24,  25,  1964,  at  the  John  B.  Mur- 
phy Memorial  Auditorium,  50  East  Erie 
Street,  Chicago. 

Participating  in  the  course  will  be  well 
known  teachers  and  surgeons  from  the  five 
medical  schools  of  Chicago  and  several  dis- 
tinguished visiting  lecturers  who  will  discuss 
many  phases  of  trauma,  fractui*es  and  dis- 
locations in  children  and  adults,  hand  in- 
juries, nerve  injuries,  plastic  surgery,  ten- 
don injuries,  trauma  to  the  head,  chest, 
genito-urinary  system,  blood  vessels,  shock, 
respiratory  obstruction  in  trauma,  the  pre- 
vention and  treatment  of  wound  infections, 
fracture  healing,  as  well  as  symposia  on 
the  management  of  injuries  of  the  knee  and 
abdominal  injuries. 

The  registration  fee  will  be  $75.00.  Each 
registrant  will  be  a guest  of  the  Chicago 
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Regional  Committee  on  Trauma  for  one 
luncheon  and  for  the  cocktail  party  on 
Thursday  evening,  April  23rd,  at  the  Drake 
Hotel. 

Help  Sent  to  Nepal  During  Smallpox 
Epidemic — 

One  of  our  eradicable  diseases,  smallpox, 
is  in  epidemic  form  in  Nepal.  The  Capital 
city  of  109,000  had  5000  cases  with  1000 
deaths  up  to  December  19,  1963.  A call  for 
help  came  to  the  Pharmaceutical  Associa- 
tion of  America  (PMA)  through  the  State 
Department  and  Red  Cross.  Wyeth,  who 
makes  the  special  freeze-dried  vaccine  which 
will  keep  for  long  periods  without  refrig- 
eration, donated  100,000  doses.  It  was 
flown  to  Nepal  via  Pan  American  airlines 
the  following  day.  This  is  real  foreign  aid. 

Month  of  Birth  Affects  Lung  Cancer  Rate — 

A Dutch  scientist.  Dr.  B.  K.  S.  Dijkstra, 
studied  a considerable  number  of  people, 
with  great  care,  and  has  arrived  at  the  con- 
clusion that  those  born  in  the  month  of 
March  are  more  than  twice  as  susceptible 
to  lung  cancer  than  those  born  in  other 
months  of  the  year.  He  explains  his  unsual 
findings  on  the  fact  that  there  is  a deficien- 
cy in  vitamin  A at  that  time  of  year.  This 
deficiency  leads  to  an  irreversible  meta- 
plasia predisposing  the  person  to  pulmonary 
diseases  later  in  life. 

News  From  Our  Medical  Schools 

Psychological  Problems  of  Children  and 
Their  Families — 

A course  covering  the  psychiatric  prob- 
lems of  childhood  and  their  effects  on  the 
families  will  be  given  by  the  University  of 
Nebraska  College  of  Medicine  on  February 
20  and  21,  1964,  at  the  Auditorium  of  the 
Nebraska  Psychiatric  Institute. 

Postgraduate  Course  in  Atherosclerosis  and 
Peripheral  Vascular  Disease — 

The  following  continuation  study  of 
atherosclerosis  and  peripheral  vascular  dis- 
ease will  be  conducted  at  the  University  of 
Nebraska  College  of  Medicine  on  February 


10  and  11,  1964,  in  Conkling  Hall  Postgrad- 
uate Conference  Room ; conducted  by  the  De- 
partment of  Medicine  and  the  Nebraska 
State  Health  Department.  The  course  co- 
ordinator will  be  Denham  Harman,  PhD, 
MD. 

Monday,  February  10th 
ATHEROSCLEROSIS 
8:15  Registration,  Conkling  Hall  Lobby 

9:00  Welcome  and  Remarks,  Dean  J.  Perry  Toll- 
man 

9:05  Morbidity  and  Mortality  from  Atheroscle- 
rosis, Dr.  Carl  J.  Potthoff 

9:30  Morphologic  Development  of  Atherosclerosis, 
Dr.  Robert  M.  More 

10:15  Coffee,  School  of  Nursing  Lounge 

10:45  Lipids  and  Atherosclerosis,  Dr.  William  E. 
Connor 

11:30  Panel:  Pathogenesis  of  Atherosclerosis 

Dr.  William  E.  Connor,  Dr.  Herbert  L. 
Davis,  Dr.  William  D.  Kannel,  Dr.  Rob- 
ert M.  More,  Dr.  Otto  A.  Wurl,  and  Dr. 
Denham  Harman,  moderator 

12:15  Luncheon,  Conkling  Hall  Lounge 

1:30  The  Framingham  Study:  A Study  of  Fac- 
tors Involved  in  the  Development  of  Clin- 
ical Atherosclerosis,  Dr.  William  B.  Kan- 
nel 

2:15  Ischemic  Heart  Disease:  Diagnosis  and 

Treatment,  Dr.  Otto  A.  Wurl 

3:00  Coffee,  School  of  Nursing  Lounge 

3:30  Operative  Approach  to  Cerebral  Atheroscle- 
rosis, Dr.  Roger  F.  Smith 

4:15  Panel:  Prevention  and  Treatment  of  Ather- 

osclerosis 

Dr.  William  E.  Connor,  Dr.  Robert  L. 
Grissom,  Dr.  Denham  Harman,  Dr.  John 
L.  Juergens,  Dr.  Roger  F.  Smith,  Dr. 
Otto  A.  Wurl,  and  Dr.  Carl  J.  Potthoff, 
moderator 

Tuesday,  February  11th 
PERIPHERAL  VASCULAR  DISEASE 
8:15  Registration,  Conkling  Hall  Lobby 

9:00  Chronic  Occlusive  Arterial  Disease  of  the 
Extremities,  Dr.  John  L.  Juergens 

9:45  Coffee,  School  of  Nursing  Lounge 

10:15  Current  Status  and  Results  of  Direct  Op- 
erations for  Atherosclerotic  Occlusive  Dis- 
ease of  the  Aorta  and  Femoral-Popliteal 
Arteries,  Dr.  Roger  F.  Smith 

11:00  Discussion  of  Your  Problem  Case 

Dr.  John  L.  Juergens,  Dr.  Robert  Oneal, 
Dr.  Roger  F.  Smith,  and  Dr.  Delbert  D. 
Neis,  moderator 
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12:00  Luncheon,  Conkling  Hall  Lounge 

1:00  Venous  Thrombosis:  Diagnosis  and  Treat- 
ment, Dr.  John  L.  Juergens 

1:45  Non-operative  Treatment  of  Leg  Ulcer,  Dr. 
Paul  E.  Hodgson 

2:30  Coffee,  School  of  Nursing  Lounge 

3 :00  Gangrene  — • Diabetic  or  Arteriosclerotic  ? 
Dr.  Merle  M.  Musselman 

3:45  Discussion  of  Your  Problems 

Dr.  Robert  L.  Grissom,  Dr.  Merle  M. 
Musselman,  Dr.  Roger  F.  Smith,  Dr. 
Otto  A.  Wurl,  and  Dr.  Paul  E.  Hodgson, 
moderator 

GUEST  FACULTY 

William  E.  Connor,  MD,  Assistant  Prof. 
Department  of  Internal  Medicine 
University  of  Iowa  College  of  Medicine 

Robert  M.  More,  MD 

Department  of  Pathology 
Queen’s  University 
Kingston,  Ontario,  Canada 

John  L.  Juergens,  MD,  Consultant 
Section  of  Medicine,  Mayo  Clinic 
Assistant  Professor  in  Medicine 
Mayo  Foundation,  Graduate  School 
University  of  Minnesota 

Roger  F.  Smith,  MD 

Division  of  General  Surgery 
Heniy  Ford  Hospital,  Detroit 

William  B.  Kannel,  MD 
Associate  Medical  Director 
Heart  Disease  — Epidemiology  Study 
National  Heart  Institute 

COLLEGE  OF  MEDICINE  FACULTY 

Herbert  L.  Davis,  PhD 

Associate  Research  Professor 
Departments  of  Biochemistry  and  Surgery 

Robert  L.  Grissom,  MD 
Professor  and  Chairman 
Department  of  Internal  Medicine 

Denham  Harman,  PhD,  MD 
Professor  of  Biochemistry 
Associate  Pi-ofessor  of  Internal  Medicine 

Paul  E.  Hodgson,  MD 
Professor  of  Surgerj" 

Merle  M.  Musselman,  MD 
Professor  and  Chairman 
Department  of  Surgery 

Delbert  D.  Neis,  MD 

Assistant  Professor  of  Surgery 

Robert  M.  Oneal,  MD 
Instructor  in  Surgery 

Carl  J.  Potthoff,  MD 
Professor  and  Chairman 
Department  of  Preventive  Medicine 
and  Public  Health 

Otto  A.  Wurl,  MD 

Assistant  Professor  of  Internal  Medicine 


Lniversity  of  Nebraska  College  of  Medicine 
Medical  Library  — Selected  Recent  Book 
Acquisitions,  Fall  1963 — 

Advances  in  cardiopulmonary  diseases.  Chicago.  Year  Book, 
1963-I-.  (in  Post  Index) 

Advances  in  tracer  methodology.  New  York.  Plenum  Press. 
1963 -I-.  (in  Post  Index) 

Allen,  A.  W. : Abdominal  surgery.  New  York.  Hoeber, 

1961.  (617.55  A15a) 

Allen.  F.  W. : Ribonucleoproteins  and  ribonucleic  acids. 

Amsterdam,  New  York.  Elsevier,  1962.  (612.015  A15r) 

Arthur.  D.  R. : Ticks  and  disease.  Evanston,  111.,  Row, 

Peterson.  1962.  (595.42  Ar7t) 

Bailey,  J.  L. : Techniques  in  protein  chemistrj'.  Amsterdam, 

New  York,  Elsevier,  1962.  (612.015  B15t) 

Bateman.  J.  E. : Trauma  to  nerves  in  limbs.  Phila.,  Saun- 
ders. 1962.  (617.48  B31t) 

Bergmeyer.  H.  U. : Methods  of  enzymatic  analysis.  New 

York.  Academic  Press.  1963.  (612.0151  B45mGw) 

Bier.  Norman ; Correction  of  subnormal  vision.  London, 

Butterworth,  1960.  (617.7  B47c) 

Blake.  F.  G. ; Essentials  of  pediatric  nursing.  7th  ed. 

Phila.,  Lippincott,  1963.  (610.746  J34e7) 

Bland,  J.  H. : Clinical  metabolism  of  body  water  and  elec- 
trolytes. Phila.,  Saunders,  1963.  (612.014  B61cl) 

Borasky.  Rubin : Ultrastructure  of  protein  fibers.  New 

York.  Academic  Press.  1963.  547.8  B64u) 

Bourne.  G.  H. : Muscular  dystrophy  in  man  and  animals. 

New  York,  Hafner,  1963.  (616.748  B66m) 

Bracket,  Jean : The  biological  role  of  ribonucleic  acids. 

Amsterdam.  New  York,  Elsevier,  1960.  (612.015  B72b) 

Brain,  W.  R. : Recent  advances  in  neurology  and  neuro- 
psychiatrj'.  7th  ed.  Boston,  Little,  Brown,  1962.  (616.8 

B73r7 ) 

Brieger,  E.  M. : Structure  and  ultrastructure  of  micro- 
organisms. New  York,  Academic  Press,  1963.  (576.3  B76s) 

Bucher.  Otto:  Histologie  und  mikroskopische  Anatomie  des 

Menschen  mit  Berucksichtigung  der  Histophysiologie  und  der 
mikroskoptischen  Diagnostik.  3d  ed.  Bern,  H.  Huber,  1962. 
(611.018  B85h3) 

Burr,  H.  S. : The  nature  of  man  and  the  meaning  of  ex- 
istence. Springfield,  111.,  Thomas,  1962.  (573  B94n) 

Busch.  HaiTis : Biochemical  frontier's  in  medicine.  Boston, 

Little.  Brown,  1963.  (612.015  B96b) 

Chargaff.  Erwin  : Essays  on  nucleic  acids.  Amsterdam.  New 

York,  Elsevier,  1963.  (547.7  C37e) 

Ciba  Foundation  Symposium : Bilharziasis,  Cairo,  1962.  Bos- 
ton. Little,  Brown,  1962.  (616.963  C48b) 

Clayson.  D.  B. : Chemical  carcinogenesis.  Boston,  Little, 

Bi-own.  1962.  (616.994  C57c) 

Collis,  J.  S. : Lumbar  discography.  Springfield,  111.,  Thomas, 

1963.  (616.73  C691) 

Conference  on  Cell-Bound  Antibodies,  Washington,  D.C., 
1963.  Cell-bound  antibodies.  Phila.,  Wistar  Institute  Press, 
1963.  (612.1182  C76c) 

Conference  on  Genetics.  2d.  Princeton,  N.J..  1960.  Muta- 
tions. Ann  Arbor,  Univ.  of  Michigan  Press,  1962.  (In  Post 
Index) 

Cooper,  I.  S. : Parkinsonism : its  medical  and  surgical 

therapy.  Springfield,  111.,  Thomas,  1961.  (616,842  C78p) 

Currie,  D.  J. : Photographic  illustrations  for  medical  writing. 

Springfield,  111,,  Thomas,  1962.  (770  C93p) 

Cusumano,  C.  L.  : Malpractice  law  dissected  for  quick  grasp- 
ing. New  York.  Medicine-Law  Press,  1962.  (614.23  C96m) 

Davson,  Hugh : The  physiology  of  the  eye.  2d  ed.  Boston, 

Little,  Brown,  1963.  (612.84  D31p2) 

Dawes,  E.  A. : Quantitative  problems  in  biochemistry.  2d 

ed.  Balti.,  Williams  & Wilkins,  1962.  (612.015  D32q2) 

Day,  M.  C. : Theoretical  inorganic  chemistr>'.  New  York, 

Reinhold,  1962.  (546  D33t) 

Denny-Brown.  Derek : The  basal  ganglia,  and  their  relation 

to  disorders  of  movement.  London,  Oxford  Uni.  Press,  1962. 
(611.83  D42b). 

De  Sanctis,  A.  G. : Handbook  of  pediatric  medical  emer- 
gencies. 3d  ed.  St.  Louis,  Mosby,  1963.  (618.9  D45h3) 

Ellis.  P.  P. ; Handbook  of  ocular  therapeutics  and  pharma- 
cology. St-  Louis,  Mosby,  1963.  (617.7  E155h) 

Emmons,  C.  W. : Medical  mycology.  Phila.,  Lea  & Febiger, 

1963.  (616.969  Em6m) 

Engelberg,  Hj'man : Heparin : metabolism,  physiology  and 

clinical  application.  Springfield,  111.,  Thomas.  1963.  (615.718 

En3h) 

Evans.  J.  P. ; Acute  head  injui-y.  2d  ed.  Springfield.  111., 
Thomas,  1963.  (617.51  Evla2) 

Finney,  L.  A. : Transtentorial  herniation.  Springfield,  111., 

Thomas,  1962.  (617.48  F49t). 

Flatt.  A.  E. : The  care  of  minor  hand  injuries.  2d  ed. 

St.  Louis.  Mosby.  1963.  (617.57  F61c2) 

Flatt,  A.  E. : The  care  of  the  rheumatoid  hand.  St.  Louis, 

Mosby,  1963.  (616.72  F61c) 
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Francois,  Jules : Les  cataractes  cong-enitales.  Paris,  Mas- 
son. 1959.  (617.74  F84c) 

Freeman,  R.  B. : Public  health  nursing  practice.  3d  ed. 

Phila..  Saunders.  1963.  (610.739  F88p3) 

Gleason.  M.  N. : Clinical  toxicology  of  commercial  products. 

2d  ed.  Balt.,  Williams  & Wilkins,  19-63.  (615.9  G47c2) 

Grady,  H.  G.  : The  ovary.  Balt.,  Williams  & Wilkins,  1963. 

(618.11  G75b) 

Grant,  W.  M.  : Toxicology  of  the  eye.  Springfield,  111., 

Thomas,  1962.  (617.7  G765t) 

Gray.  Peter : The  encyclopedia  of  the  biological  sciences. 

New  York,  Reinhold,  1961.  (574.03  G79e) 

Grollman.  Arthur.  The  functional  pathology  of  disease. 
2d  ed.  New  York.  Blakiston,  1963.  (616  G89c2) 

Gutmann,  Ernest:  The  denervated  muscle.  Prague.  Czech. 

Academy  of  Sciences,  1962.  (616.74  G98d) 

Haldane  (J.  S. ) : Centenai-y  Symposium,  Oxford,  1961.  The 

regulation  of  human  respiration.  Phila.,  Davis.  1963.  (612.2 

H12re) 

Hall.  J.  E. : Applied  gynecologic  pathology.  New  York, 

Appleton.  1963.  (618.1  H14a) 

Harris.  R.  J.  C. : Cell  growth  and  cell  division.  New  York, 

Academic  Press,  1963.  (576.3  H24c) 

Harris,  R.  J.  C. : Cellular  basis  and  aetiology  of  late  somatic 

effects  of  ionizing  radiation.  New  York,  Academic  Press, 
1963.  (612.0144  H24c) 

Hartman,  C.  G.  : Science  and  the  safe  period.  Balt.,  Wil- 
liams & Wilkins.  1962.  (612.63  H25s) 

Haurowitz,  Felix : The  chemistry  and  function  of  proteins. 

2d  ed.  New  York.  Academic  Press,  1963.  (547.8  H29c2) 

Hochster,  R.  M. : Metabolic  inhibitors.  New  York,  Aca- 
demic Press,  1963-I--  (612.0151  H65m)  (2  vols.) 

Howorth,  M.  B. : Examination  and  diagnosis  of  the  spine 

and  extremities.  Springfield,  111.,  Thomas,  1962.  (616.73 

H84e) 

Hunt.  H.  B. : Cancer  survival  rates.  University  of  Ne- 

braska College  of  Medicine,  1937  to  1956.  Omaha,  1963. 
(616.994  H91c) 

Huxley,  J.  S. : The  elements  of  experimental  embi*yology. 
New  York,  Hafner,  1963.  (591.3  H98e) 

Illig,  Leonhard : Die  Terminale  Strombahn,  Capillarbett 

und  Mikrozirkulation.  Berlin,  Springer,  1961.  (612.1  I16t) 

International  Committee  on  Blood  Clotting  Factors.  New 
blood  clotting  factors.  Stuttgart,  Schattauer,  1960.  (612.115 

In85n) 

International  Congress  of  Exfoliative  Cytology.  Proceedings. 
Phila.,  Lippincott,  1961 -j-*  Post  Index) 

International  Symposium  on  Myasthenia  Gravis.  Proceed- 
ings. Springfield,  111.,  Thomas,  1961 -4-.  (616.744  In8p) 

James,  T.  N. : The  etiology  of  myocardial  infarction. 

Boston,  Little,  Brown,  1963.  (616.12  J23e) 

Julian,  O.  C. : Cardiovascular  surgery.  Chicago,  Year 

Book.  1962.  (617.41  J94c) 

Karlson,  Peter;  Introduction  to  modern  biochemistiT-  New 
York,  Academic  Press,  1963.  (612.015  K14kGd) 

Kauffmann,  Fritz : Die  Bakteriologie  der  Salmonella- 

Species.  Kopenhagen,  Munksgaard,  1961.  (589.953  Kl6b) 

Kestenbaum,  Alfred : Applied  anatomy  of  the  eye.  New 

York,  Grune  & Stratton,  1963.  (611.84  K48a) 

Lapin,  B.  A. : Comparative  pathology  in  monkeys.  Spring- 

field.  111.,  Thomas,  1963.  (616  LSloR) 

Lieber,  Bernfried : Der  menschliche  Lymphknoten.  Munchen, 

Urban  & Schwartzenberg,  1961. 

Levine,  Laurence:  The  cell  in  mitosis.  New  York,  Aca- 
demic Press,  1963.  (576.3  L57c) 

Lewis.  W.  M. : Maintaining  fishes  for  experimental  and 

instructional  purposes.  Carbondale,  Southern  111.  Uni.  Press, 
1963.  (639.3  L58m) 

Litton,  L.  O. : Athletic  injuries.  Boston,  Little,  Brown, 

1963.  (617.1  L73a) 

MacCarty,  C.  S.  : The  surgical  treatment  of  intracranial 

meningiomas.  Springfield,  111.,  Thomas,  1961.  (617.48  M12s) 

Mayo  Clinic.  Rochester,  Minn.:  Clinical  examinations  in 

neurology.  2d  ed.  Phila.,  Saunders,  1963.  (616.8  M455c2) 

Merritt,  H.  H. : A textbook  of  neurology.  3d  ed.  Phila., 

Lea  & Febiger,  1963.  (616.8  M55t3) 

Michelson,  A.  M. : The  chemistry  of  nucleosides  and  nu- 
cleotides. New  York,  Academic  Press,  1963.  (612.015  M58c) 

Naim.  R.  C.:  Fluorescent  protein  tracing.  Edinburgh, 

Livingstone,  1962.  (574.1  N14f) 

O’Brien,  Donough : Laboratory  manual  of  pediatric  micro- 

and  ultra-micro-biochemical  techniques.  3d  ed.  New  York. 
Harper,  1962.  (616.075  C7113) 

Obstetrical  Conference.  1st,  Portsmouth,  Eng.,  1961.  The 
obstetrician,  anaesthetist  and  the  paediatrician  in  the  man- 
agement of  obstetric  problems.  New  York,  Macmillan,  1963. 
(618.2  Ob7o) 

Obstetrics  and  Gynecology.  2d  ed.  St.  Louis,  Mosby,  1963. 
(618  Ob7o2) 

Orbison.  J.  L. : The  peripheral  blood  vessels.  Balt.,  Wil- 
liams & Wilkins,  1963.  (616.13  Orlp) 

Palmer,  E.  D. : Clinical  gastroenterology.  2d  ed.  New 

York.  Hoeber,  1963.  (616.3  Pl8c2) 


Papper.  E.  M. : Uptake  and  distribution  of  anesthetic 

agents.  New  York.  Blakiston,  1963.  (615.781  P19u) 

Perutz.  M.  F. : Proteins  and  nucleic  acids.  Amsterdam, 

New  York,  Elsevier,  1962.  (612.015  P43p) 

Progress  in  Nucleic  Acid  Research.  New  York.  Academic 
Press,  1963-I-.  (in  Post  Index) 

Poller,  L. : The  theory  and  practice  of  anticoagulant  treat- 
ment. Bristol.  J.  Wright,  1962.  (615.718  P76t) 

Pullman.  Bernard : Quantum  biochemlstiy.  New  York, 

Interscience,  1963.  (574.19  P96q) 

Pyke.  D.  A.  : Disorders  of  carbohydrate  metabolism.  Phila.. 

Lippincott.  1962.  (616.63  P99d) 

Race,  R.  R. : Blood  groups  in  man.  4th  ed.  Phila., 

Davis.  1962.  (612.1163  R12b4) 

Richardson,  J.  S. : Connective  tissue  disorders.  Phila., 

Davis.  1963.  (616.77  R39c) 

Schneer,  H.  I. : The  asthmatic  child.  New  York,  Hoeber, 

1963.  (618.92977  Sch5a) 

Sherman.  A.  I. : Cancer  of  the  female  reproductive  or- 
gans. St.  Louis,  Mosby,  1963.  (616.99465  Sh5c) 

Smith.  D.  W. : Care  of  the  adult  patient.  Phila.,  Lippin- 
cott, 1963.  (610.74  Sm5c) 

Stark,  R.  B. : Plastic  surgery.  New  York,  Hoeber,  1962. 

(617.95  St2p) 

Strauss.  M.  B. : Diseases  of  the  kidney.  Boston.  Little, 

Brown,  1963.  (616.61  St8d) 

Symposium  on  Membrane  Transport  and  Metabolism.  Prague, 
1960.  Membrane  transport  and  metabolism.  New  York, 
Academic  Press,  1961.  (612.014  Sy65m) 

Symposium  on  Protein  Metabolism : Influence  of  Growth 

Hormone,  Anabolic  Steroids,  and  Nutrition  in  Health  and 
Disease,  Leyden,  1962.  Protein  metabolism.  Berlin,  Springer, 
1962.  (612.398  Sy6p) 

Waldeyer,  Anton : Anatomie  des  Menschen.  4th  ed.  Bei’- 

Hn.  de  Gruyter,  1962.  (611  W14a4) 

Walk,  L. : Lumbar  diskography  and  its  clinical  evaluation. 

Springfield,  111.,  Thomas,  1962.  (616.73  W151) 

Webb,  J.  L. : Enzyme  and  metabolic  inhibitors.  New 

York,  Academic  Press,  1963.  (574.193  W38e) 

Weigelin,  Erich:  Ophthalmodynamometry.  New  York. 

Hafner,  1963.  (617.7  W425oGd) 

Wells,  C.  A. : Peptic  ulceration.  Edinburgh,  Livingstone, 

1960.  (616.33  W46pt 

Wilhelmj.  C.  M.  : Dietary  and  neural  factors  in  hyperten- 
sion. Springfield.  111.,  Thomas.  1963.  (616.13  W64d) 

Wilson,  Frank : Nui^sing  care  of  the  anaesthetized  patient. 

Phila.,  Davis,  1962.  (610.742  W69n) 

Wright,  J.  G. : Veterinary  anaesthesia  and  analgesia.  5th 

ed.  Balt.,  Williams  & Wilkins,  1961.  (636.0897  W93v5) 

Year  Book  of  Veterinary  Medicine.  Chicago,  Year  Book, 
1963 -|-.  (in  Post  Index) 


Hartford  Foundationu  Grant  to  Creighton — 

A John  A.  Hartford  Foundation  grant  of 
$38,859  to  the  Creighton  University  School 
of  Medicine  for  a study  of  the  role  of  endo- 
genous vasopressin  in  cardiac  arrest  dur- 
ing surgery  was  announced  recently  by  Mr. 
Ralph  W.  Burger,  President  of  the  Founda- 
tion, and  Dr.  Richard  L.  Egan,  Dean  of  the 
School  of  Medicine. 

The  program  will  be  under  the  direction 
of  Doctors  Edward  H.  Grinnell,  Associate 
Professor  of  Physiology  and  Pharmacology, 
and  Jeno  L.  Kramar,  Professor  of  Pediatrics. 

They  explained  that  vasopressin  is  a 
blood  pressure-raising  hormone  which  is  re- 
leased by  any  number  of  non-specific  stress- 
ful stimuli,  and  that  an  excessive  amount  in 
the  blood  stream  may  result  in  a decreased 
blood  flow  through  the  coronary  artery 
causing  damage  to  the  heart  muscle.  They 
have  found  that  an  increased  level  of  the 
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hormone  in  circulating  blood  is  a prominent 
and  consistent  feature  in  most  cases  of 
cardiac  failure. 

The  study  will  evaluate  the  role  of  the 
hormone  as  a contributing  cause  of  heart 
failure  and  will  attempt  to  determine 
whether  or  not  it  is  possible  to  control  the 
release  of  the  hormone,  to  inactivate  the 
hormone  that  is  released,  and  to  protect  the 
heart  against  the  effects  of  increased  levels 
of  the  hormone  in  the  circulating  blood  dur- 
ing surgical  anesthesia. 


Human  Interest  Tales 

Doctor  Richard  Lamphere,  Bertrand,  has 
been  named  county  coroner  for  the  Bertrand 
area. 

Doctor  John  H.  Floyd  is  the  new  staff 
radiologist  at  St.  Mary  Hospital  in  Scotts- 
bluff. 

Doctor  Joseph  J.  Borghoff,  Omaha,  was 
elected  to  the  City-County  Health  Board  in 
December. 

Doctor  Jack  Wisman,  North  Platte,  was 
elected  president  of  St.  Mary  Hospital  Med- 
ical Staff  in  December. 

Doctors  Robert  M.  Penor  and  Robert  H. 
Rasmussen,  in  December,  opened  a new 
clinic  building  in  Chadron. 

Doctor  J.  William  Hervert,  Lincoln, 
spoke  at  a meeting  of  the  Lincoln  Lay  Dia- 
betics Association  in  December. 

Doctor  0.  Byron  Nelson,  Omaha,  will  lo- 
cate in  Scribner  after  July  1st,  on  com- 
pleting his  internship  at  Bishop  Clarkson 
Hospital. 

Doctor  and  Mrs.  Harold  Walker,  North 
Platte,  were  honored  by  the  Lincoln  County 
Medical  Society  and  Auxiliary  on  his  re- 
tirement. 

Doctor  Bascom  Johnson,  Grand  Island, 
has  been  transferred  to  the  Veterans’  Ad- 
ministration Hospital  in  Manchester,  New 
Hampshire. 

Doctor  Maurice  Frazer,  Lincoln,  was  elect- 
ed chairman  of  Nebraska’s  first  State  Radi- 


ation Advisory  Council  to  the  State  Health 
Department. 

Doctors  Robert  H.  Messer  and  Rex 
Fischer,  Omaha,  participated  in  the  Ameri- 
can College  of  Obstetrics  and  Gynecology 
Meeting  in  Milwaukee. 

Doctor  Max  Raines,  North  Platte,  was 
presented  a certificate  of  commendation  by 
the  Lincoln  County  Unit  of  the  American 
Cancer  Society,  in  November. 

Doctor  Fred  H.  Hathaway,  Lincoln,  was 
chosen  president-elect  of  the  Lancaster 
County  Medical  Society  at  a December  meet- 
ing held  at  the  Dorsey  Laboratories  plant. 

Doctor  Bowen  E.  Taylor  of  Lincoln  was 
elected  president  of  the  Nebraska  Heart 
Association  at  the  14th  annual  meeting  of 
the  association,  held  in  Lincoln  on  October 
11,  1963. 


Deaths 

SYNHORST  — Doctor  Alfred  P.  Syn- 
horst  died  November  21,  1963,  at  the  age 
of  65  years,  in  Grand  Island  where  he  had 
lived  since  1928.  A graduate  of  the  Uni- 
versity of  Iowa,  Doctor  Synhorst  a surgeon, 
retired  from  practice  in  1955. 

LISTON  — Doctor  Oscar  Earl  Liston  died 
December  10,  1963,  at  the  age  of  80  years. 
A physician  for  53  years,  he  had  been  at 
Elmwood,  Nebraska  since  1910.  In  1959 
he  was  honored  by  Elmwood  for  his  services 
to  the  city. 

BOYER  — Doctor  William  R.  Boyer  died 
December  3,  1963  at  Pawnee  City,  where 
he  had  practiced  from  1903  until  his  retire- 
ment in  1947.  He  was  92  years  old.  In 
1956,  and  again  in  1962,  the  Pawnee  City 
community  recognized  his  service  with  ob- 
servances. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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Much  of  our  Auxiliary  year  has  passed 
and  we  now  approach  the  months  in  which 
we  are  to  complete  projects  and  prepare 
to  report  on  the  year’s  activities.  Let  us 
take  time  to  pause  and  to  review  our  year’s 
objectives,  to  re-consider  this  year’s  theme 
“Serve  and  Communicate,’’  and  to  ask  our- 
selves, “are  we  truly  serving  in  our  com- 
munities and  are  we  really  putting  com- 
munication into  action.’’ 

TO  SERVE  IS  OUR  FIRST  COMMAND! 

How  we  serve  our  communities  reflects 
medicine’s  concern  for  the  health  and  wel- 
fare of  that  community.  Service  is  the 
tradition  of  doctors  of  medicine,  and  there- 
fore becomes  our  tradition.  Our  State 
Chairmen  of  the  eight  service  projects  have 
made  available  to  us  plans  and  materials 
for  a variety  of  projects.  They  have  pro- 
vided the  ideas  and  guides  for  our  activity; 
it  is  for  the  county  auxiliary  and  its  mem- 
bers to  act.  It  is  well  for  members  to  be 
acquainted  with  the  entire  program  of  the 
organization,  but  it  is  important  to  choose 
carefully  the  project  best  suited  to  each 
community’s  need.  Possibly  our  greatest 
auxiliary  contribution  comes  through  the 
work  we  do  as  members  of  our  church  and 
other  worthwhile  organizations,  where 
knowledge  about  health  problems  and  pro- 
grams can  be  invaluable  . . . Good  public 
relations  are  built,  not  by  a few  who  dream 
of  moving  mountains,  but  from  a good  many 
who  are  willing  to  carry  stones. 


TO  COMMUNICATE  IS  A NUMBER 
OF  COMMANDS! 

First  comes  the  challenge  to  the  Aux- 
iliary to  “prepare  its  members  to  speak 
for  medicine  with  knowledge  and  convic- 
tion.” Our  National,  State  and  County 
Chairmen  of  Program,  Legislation,  Educa- 
tional Foundations  and  Bulletin  have 
worked  diligently  in  the  endeavor  to  pre- 
pare us,  and  they  shall  continue  to  do  so. 
It  now  becomes  the  responsibility  of  each 
of  us  as  individual  members  to  relay  our 
convictions  to  others.  We  approach  the 
place  where  our  need  is  not  so  much  for 
knowledge  as  it  is  for  widespread  and  ef- 
fective action  of  our  best  knowledge.  Let 
us  not  be  like  the  backwoods  farmer  who 
was  approached  by  a book  salesman  about 
purchasing  a set  of  books  on  scientific  ag- 
riculture. The  old  gentleman  thumbed  his 
way  through  the  volumes  and  then  an- 
nounced, “Nope,  I ain’t  a goin’  to  buy  them 
books.” 

“But,  Sir,”  answered  the  salesman,  “if 
you  had  these  books  you  could  farm  twice  as 
well  as  you  do.” 

“Shucks,  son,”  the  farmer  replied,  “I 
don’t  farm  half  as  good  as  I know  how  now.” 

Second  comes  the  challenge  to  listen  to 
that  which  others  have  to  communicate  to 
us.  In  our  preoccupation  with  telling  “medi- 
cine’s story”  do  we  sometimes  forget  to  re- 
spect the  ideas  of  others?  Do  we  under- 
stand and  appreciate  why  others  interpret 
the  medical  needs  of  our  country  differ- 
ently than  do  the  majority  of  doctors  caring 
for  those  needs?  Do  we  know  why  many 
are  not  only  willing,  but  eager,  to  promote 
a plan  for  governmental  control?  Do  we 
realize  that  many  advocates  of  medicare 
base  their  convictions  upon  erroneous  infor- 
mation and  half-truths,  and  still  others  upon 
unfortunate  experiences,  but  that  vast 
numbers  of  supporters  simply  refuse  to  be- 
lieve that  freedom  and  responsibility  go  hand 
in  hand?  Only  through  listening  to  that 
which  the  public  desires  to  communicate  to 
the  medical  profession,  only  through  aware- 
ness can  unfair  charges  be  repudiated  and 
unfortunate  ones  be  corrected.  Is  not  the 
doctor’s  wife  the  most  logical  and  most 
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available  “listener?”  Is  not  communications 
as  much  listening  as  it  is  telling? 

Third  in  the  challenge  to  communicate  is 
the  importance  of  projecting  a public 
image  that  does  not  invite  animosity. 
Hypocrites  within  the  Church  have  long 
been  confronted  with  the  accusation  that 
“what  they  say  cannot  be  heard  because 
of  what  they  are.”  Let  us  continue  to  BE 
so  that  what  we  saij  will  be  heard. 

A last  but  most  important  communication 
is  that  of  reaching  all  doctor’s  wives  who 
do  not  belong  to  auxiliary.  During  the 
forthcoming  months  our  Membership  Chair- 
man will  contact  all  who  might  be  interested 
in  organizing  a county  auxiliary  within  their 
area.  An  annual  letter  will  again  be  sent  to 
each  nonmember  in  the  state  urging  mem- 
ship.  Members-at-large  will  have  the  op- 
portunity to  renew  their  memberships  for 
another  year.  It  is  true  that  many  organ- 
izations are  competing  for  the  time  of  the 
doctor’s  wife,  but  her  first  choice  and  ob- 
ligation should  be  the  medical  auxiliary.  Let 
there  be  no  confusion  in  our  minds  as  to 
where  our  first  loyalty  belongs! 

Our  national  President,  Mrs.  C.  Rodney 
Stoltz,  who  has  chosen  our  theme,  is  a tire- 
less worker  in  the  field  of  Service  and  Com- 
munications. We  are  reminded  that  “a 
candle  sheds  light  only  while  consuming 
itself.”  Let  us  keep  our  own  candles  burn- 
ing! 

Mrs.  R.  B.  Rundquist,  President 

Woman’s  Auxiliary  Fall  Conference, 

October  6-9,  1963— 

The  Woman’s  Auxiliary  to  the  American 
Medical  Association,  as  a guide  and  a serv- 
ice to  the  state  presidents  and  the  presi- 
dents-elect,  each  October  conducts  a work- 
shop. The  twentieth  annual  conference  was 
held  October  6-9,  1963,  at  the  Drake  Hotel 
in  Chicago;  representing  Nebraska  were 
Mrs.  Wayne  Waddell,  regional  chairman  for 
community  service,  and  Mrs.  John  A. 
Brown  III,  state  president-elect.  Unfor- 
tunately a sudden  illness  prevented  the  par- 
ticipation of  the  State  President,  Mrs.  R.  B. 
Rundquist. 


All  fifty  states  were  represented  at  the 
Fall  Workshop;  in  attendance  M^ere  almost 
every  president  and  president-elect,  yes, 
even  from  points  as  distant  as  Hawaii  and 
Alaska.  Leading  the  activities  were  the 
national  officers  and  directors,  and  the  na- 
tional committee  chairmen  and  their  com- 
mittees. 

The  guide  for  the  current  year,  and  the 
theme  of  the  1963-64  workshop,  chosen  by 
Mrs.  C.  Rodney  Stoltz,  the  national  presi- 
dent of  the  auxiliary,  was  SAC,  Serve  arid 
Communicate,  of  particular  significance  to 
us  of  Nebraska. 

We  were  guests  of  AMP  AC  the  first  eve- 
ning. Following  the  banquet,  a mock  elec- 
tion was  held,  to  demonstrate  practical 
policies  at  the  precinct  level. 

The  next  two-and-a-half  days  were 
crammed  with  activities:  plays,  skits,  ques- 
tion and  answer  panels,  slides,  films,  and 
key  speakers  chosen  from  all  over  the 
United  States.  Of  gi-eat  value  was  one  ses- 
sion where  the  group  was  divided  accord- 
ing to  the  size  of  the  state  auxiliary.  At 
another  session  the  president-elect  worked 
with  the  national  President-elect,  Mrs.  Wil- 
liam H.  Evans.  At  the  conclusion  of  the 
workshop,  the  national  committee  chairmen 
conducted  a series  of  clinics  where  the  par- 
ticipants could  move  from  group  to  group 
to  share  ideas,  to  attempt  to  solve  common 
problems.  The  last  morning  was  spent  at 
the  AMA  headquarters,  where  members  of 
the  staff  conducted  small  tours;  later,  sig- 
nificant teaching  films  were  shown. 

The  national  Bulletin,  November,  1963,  is 
devoted  entirely  to  a summary  of  this 
Workshop : presented  are  interesting  and 
well-written  summaries  of  the  keynote 
speeches  and  photographs  of  the  activities 
of  the  fall  conference.  This  issue  demon- 
strates its  great  usefulness  in  the  transmis- 
sion of  information  of  the  medical  auxiliary 
from  the  national  to  the  local  Zevel  — I 
sincerely  recommend  to  you  the  study  of  this 
particular  Bulletin. 

My  personal  observations:  this  workshop 
was  my  first  contact  with  auxiliary  at  the 
national  level.  The  meetings  were  unusual- 


94 


Nebraska  S.  M.  J. 


ly  well  organized,  followed  very  closely  to 
the  time  schedule,  and  reflected  the  tre- 
mendous amount  of  preliminary  prepara- 
tion. I was  greatly  impressed  with  the 
women  themselves,  not  only  by  their  leader- 
ship in  each  particular  phase  of  auxiliary 
activities,  but  as  individuals,  poised,  en- 
thusiastic, with  much  personal  charm. 

As  president-elect,  I appreciated  the  op- 
portunity of  attending  this  conference.  The 
knowledge  gained  from  the  various  discus- 
sions will  prove  valuable  and  helpful  in 
planning  the  future  course  of  the  Nebraska 
State  Medical  Association  Auxiliary  — in 
accordance  with  those  objectives  set  up  by 
the  national  Woman’s  Auxiliary  to  the 
AMA. 

Mrs.  John  A.  Brown  III, 
President-elect 

Adams  County  Medical  Auxiliary — 

Dr.  John  G.  Yost  was  the  speaker  for  the 
Woman’s  Auxiliary  to  the  Adams  County 
Medical  Society,  at  the  first  meeting  of  the 
new  year.  His  topic  was  “Backaches,” 
which  was  concluded  with  a question  and 
answer  period. 

Dr.  Lloyd  S.  McNeill  addressed  the  Aux- 
iliary on  “Operation  Hometown.”  His  talk 
was  to  outline  to  the  group  some  of  the 
ways  in  which  they  could  assist  the  Medical 
Society  to  carry  out  “Operation  Hometown” 
locally. 

Lancaster  County  Medical  Auxiliary — 

Members  of  the  Lancaster  County  Medical 
Auxiliary  met  at  the  home  of  Mrs.  Hiram 
D.  Hilton  on  Monday,  December  2nd,  for 
luncheon  and  a display  of  the  organization’s 
annual  doll  collection.  Each  member  con- 
tributes a doll  for  the  collection  which  is 
presented  to  the  Family  Service  Association 
for  distribution  to  needy  children  at  Christ- 
mas time.  Co-hostesses  for  the  luncheon 
were  Mrs.  L.  F.  Pfeifer  and  Mrs.  A.  L. 
Smith. 

Dodge  County  Medical  Auxiliary — 

“Current  Legislation”  was  the  program 
topic  given  by  Mrs.  Howard  Yost,  chairman 
of  the  legislative  committee,  at  a meeting 


of  the  Auxiliary  to  the  Dodge  County  Medi- 
cal Society.  The  group  met  with  the  Medical 
Society  for  a dinner  at  Harr’s  Restaurant. 
Separate  business  meetings  followed.  Com- 
mittee reports  were  given  and  plans  dis- 
cussed for  future  events. 

Gage  County  Medical  Auxiliary — 

The  Gage  County  Medical  Auxiliary  spon- 
sored a coke  party  for  high  school  junior 
boys  and  girls  who  are  interested  in  medical 
technology.  This  party  was  held  on  De- 
cember 11,  at  3:15  p.m.,  in  the  Beatrice 
High  School  cafeteria. 

Phases  of  medical  technology  include 
X-ray  technology,  anesthesiology,  physical 
therapy,  medical  record  librarian,  and  nurs- 
ing. Interested  students  will  see  demon- 
strations and  have  the  opportunity  to  talk 
with  people  in  the  fields. 

Otoe  County  Medical  Auxiliary — 

The  Otoe  County  Medical  Auxiliary  en- 
tertained the  members  of  Future  Nurses  of 
America  of  Senior  High  at  a tea  on  Tuesday 
afternoon,  December  3rd,  at  the  home  of 
Mrs.  John  Gilligan.  The  auxiliary,  with 
Mrs.  R.  C.  Fenstermacher  as  president,  spon- 
sors this  project  each  year;  it  was  attended 
by  23  members. 


Know  Your 
Blue  Shield  Plan 

AMA  Resolution  on  Blue  Shield  Programs 
For  Senior  Citizens — 

The  following  is  a copy  of  a resolution 
adopted  by  the  American  Medical  Associa- 
tion House  of  Delegates  at  its  November  26- 
28,  1962  Clinical  Meeting,  commending  Blue 
Shield  Plans  for  their  efforts  in  providing 
medical  care  coverage  for  senior  citizens. 

Whereas,  Component  societies  of  the 
American  Medical  Association  have,  through 
their  sponsorship  of  local  Blue  Shield  Plans, 
developed  programs  that  represent  effective 
mechanisms  for  financing  the  health  care 
needs  of  all  segments  of  the  community ; and 
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Whereas,  These  medical  societies  together 
with  their  local  Blue  Shield  Plans  have  ap- 
plied this  principle  of  prepayment  to  the  de- 
velopment of  special  forms  of  coverage  for 
senior  citizens  at  rates  consistent  with  the 
income  of  this  group;  and 

Whereas,  The  availability  of  these  pro- 
grams through  Blue  Shield  represents  a spe- 
cific response  to  the  joint  action  of  the 
AMA  Board  of  Trustees  and  officials  of  the 
National  Association  of  Blue  Shield  Plans 
in  January  of  this  year  calling  for  cooper- 
ative action  to  provide  coverage  for  senior 
citizens  through  Blue  Shield  Plans;  there- 
fore be  it 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  commend 
the  Board  of  Trustees,  the  component  medi- 
cal societies,  and  the  National  Association 
of  Blue  Shield  Plans  for  developing  and 
sponsoring  programs  of  health  coverage  for 
senior  citizens;  and  be  it  further 

Resolved,  That  the  House  of  Delegates 
of  the  American  Medical  Association  urge 
its  component  societies  to  continue  their  ef- 
forts to  promote  aggressively  and  consist- 
ently the  development  of  Blue  Shield  senior 
citizens  programs  so  that  they  may  offer 
a practical  and  fiscally  responsible  means 
for  meeting  the  costs  of  the  health  needs 
of  our  senior  citizens  on  a continuing  basis. 


Post-Infarction  Ventricular  Aneurysm:  Four 
Year  Follow  - up  of  Surgically  Treated 
Cases  — R.  T.  Cathcart,  W.  Fraimow,  and 
J.  Y.  Templeton,  III,  Dis  Chest  44:449 
(Nov.)  1963. 

Three  patients  with  surgical  correction  of 
post-infarction  ventricular  aneurysms  are 
alive  more  than  four  years  following  surgery. 
Serial  measurements  of  cardiac  output  at 
rest  and  during  graded  exercise  reveal  an 
improvement  in  cardiac  function.  This  im- 
provement has  been  accompanied  by  marked 
clinical  improvement.  It  is  evident  that 
surgical  resection  of  post-infarction  aneu- 
rysm of  the  myocardium  is  a feasible  and 
valuable  therapeutic  procedure.  The  inci- 
dence of  two  of  the  more  important  causes 


of  death  in  this  entity,  congestive  heart  fail- 
ure and  thromboembolic  phenomena,  can  be 
prevented  or  markedly  reduced.  It  is  prob- 
able that  the  improvement  in  cardiac  output 
is  accompanied  by  an  improvement  in  coro- 
nary blood  flow. 


Regional  Lymph  Node  Dissection  and  Malig- 
nant Melanoma  — W.  E.  Price  and  M.  K. 

DuVal,  Jr.,  Arch  Surg  87:747  (Nov.)  1963. 

The  effect  of  prophylactic  regional  node 
dissection  on  survival  of  patients  with  mal- 
ignant melanoma  of  the  extremities  was 
evaluated  in  a review  of  70  cases  (27  men 
and  43  women)  obseiwed  during  a 17-year 
period.  The  peak  incidence  of  the  disease 
was  observed  in  the  sixth  decade  of  life.  In 
44  patients  the  tumor  was  in  the  lower,  and 
in  26  it  was  in  the  upper  extremities.  Twen- 
ty inoperable  patients  with  advanced  meta- 
stases  were  excluded  from  the  analysis.  Of 
the  remaining  50,  clinically  positive  regional 
nodes  were  found  in  27.  Two  patients  died 
without  treatment,  having  refused  to  be  op- 
erated on.  Of  25  who  underwent  local  exci- 
sion and  therapeutic  node  dissection,  5 sur- 
vived. Of  23  with  clinically  negative  nodes, 
9 underwent  excision  only,  and  2 survived. 
Of  14  who  were  treated  by  excision  plus  pro- 
phylactic node  dissection,  6 survived.  Pro- 
phylactic regional  node  dissection  apparently 
improved  the  survival  rate  in  melanoma  of 
the  extremities  by  approximately  20%. 


Benign  Bronchopulmonary  Neoplasms  — A. 
Aletras,  V.  O.  Bjork,  B.  Fors,  F.  Intonti, 
and  R.  Madsen,  Dis  Chest  44:498  (Nov.) 
1963. 

In  3 years  (1959-1962),  16  cases  of  “be- 
nign” broncho-pulmonary  tumor  were  seen. 
Eight  were  adenomas  of  the  carcinoid  type, 
of  which  one  had  local  metastases  and  re- 
quired pneumonectomy.  The  remaining  sev- 
en were  treated  more  conservatively.  Of  the 
other  eight  cases,  five  were  bronchiomas  or 
hamartomas  (one  endobronchial  and  the  rest 
peripheral).  There  was  one  case  of  fibroma, 
one  of  arteriovenous  anginoma,  and  one  of 
neurinoma.  The  neurinoma  has  been  dis- 
cussed in  some  detail  due  to  its  rarity. 
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Books 


“Cancer  Registration  and  Survival  in  California” 
edited,  compiled,  and  published  by  the  Cali- 
fornia Tumor  Registry  Section  of  the  Depart- 
ment of  Public  Health  of  the  State  of  California, 
2151  Berkeley  Way,  Berkeley  4,  California.  406 
pages. 

The  California  Tumor  Registry  is  a central  regis- 
try of  53  hospitals  in  California,  operated  by  the 
Bureau  of  Chronic  Diseases,  California  State  De- 
partment of  Public  Health.  The  Registry  receives 
abstracts  of  approximately  20,000  cancer  cases  a 
year,  which  includes  about  one-third  of  the  cancer 
cases  newly  diagnosed  in  the  State  each  year.  The 
Registry  has  a total  of  over  250,000  cases  in  its 
files;  follow-up  of  patients  is  93%  complete.  This 
report  is  based  on  a total  of  110,229  cancer  cases 
initially  diagnosed  in  37  hospitals  between  1 Jan 
42  and  31  Dec  56. 

This  book  is  the  most  complete  reference  book 
that  this  reviewer  has  seen. 


“The  Retinal  Ganglion  Cell  layer”  by  J.  M.  Van 
Buren,  MD,  Associate  Neurosurgeon  at  the  Na- 
tional Institute  of  Neurological  Diseases  and 
Blindness,  National  Institutes  of  Health,  Be- 
thesda,  Maryland.  Published  1 Nov  63  by 
Charles  C.  Thomas,  Publisher,  Springfield,  Illi- 
nois. 143  pages.  $10.75. 

This  book  is  essentially  a physiological-anatomical 
correlation  in  man  and  primates  of  the  normal  topo- 
graphical anatomy  of  the  retinal  ganglion  cell  layer 
and  its  alterations  with  lesions  of  the  visual  path- 
ways. Despite  intensive  study  of  the  retina  for  over 
a century,  this  aspect  has  previously  received  little 
attention. 

This  book  will  interest  physiologists,  pathologists, 
and  those  doctors  with  a special  interest  in  dis- 
eases of  the  eye. 


“A  Study  Guide  for  Student  X-ray  Technicians”  by 
Joyce  Oliphant,  Chief  Instructor  of  the  X-ray 
School  of  Technology,  Macon  Hospital,  Macon, 
Georgia.  Published  15  October  1963  by  Charles 
C.  Thomas,  Publisher,  Springfield,  Illinoi.s.  156 
pages.  $5.50. 

This  is  not  a book  for  the  use  of  practicing  physi- 
cians. It  was  written  for  use  by  teachers  and  stu- 
dents in  schools  for  X-ray  technicians,  and  it  will 
also  serve  as  a refresher  course  for  graduate  X-ray 
technicians.  Based  on  the  author’s  many  years  of 
teaching  experience,  this  guide  covers  such  topics 
as  ethics,  nursing  procedures,  contrast  medias, 
terminology,  anatomy,  physiology,  darkroom,  phys- 
ics, radioactive  substances,  radiation  protection,  rou- 
tine radiography,  positioning,  and  special  proce- 
dures. 


“Elastolysis  and  Ageing”  by  David  A.  Hall,  De- 
partment of  Medicine,  School  of  Medicine,  Uni- 
versity of  Leeds,  England.  Published  5 Dec  63 
by  Charles  C.  Thomas,  Publisher,  Springfield,  Illi- 
nois. 160  pages.  $6.75. 

Doctor  Hall  represents  a research  group  which 
has  long  been  active  in  the  field  of  elastic  tissue 
biochemistry.  His  present  work  shows  how  a study 
of  the  degradation  of  elastic  tissue  by  pancreatic 
enzymes  may  help  in  the  ultimate  elucidation  of 
those  clinical  problems  of  ageing  which  are  asso- 
ciated with  the  elastic  elements  of  connective 
tissue. 

Major  divisions  of  the  book  cover: 

a.  Substrate  elastin 

b.  Pancreatic  enzymes 

c.  Elastase  inhibitors 

d.  Theories  as  to  the  possible  role  of  elastolysis 
in  ageing  and  arteriosclerosis 

Although  the  approach  heie  to  one  of  the  prob- 
lems of  ageing  is  essentially  biochemical,  this  mono- 
graph should  interest  pathologists  and  clinicians 
and  encourage  them  in  their  study  of  the  ageing 
processes. 

F.M.N. 


February,  1964 


97 


TUBERCULOSIS  ABSTRACTS 

ROLE  OF  TOBACCO  SMOKING  IN  CAUSATION 

OF  CHRONIC  RESPIRATORY  DISEASE 

Study  undertaken  in  population  group  in  Ber- 
lin, New  Hampshire,  revealed  significant  link  be-' 
tween  cigarette  smoking  and  chronic  respiratory 
diseases.  Risk  of  disease  doubled  after  3000 
packs  of  cigarettes  had  been  smoked,  the  equiva- 
lent of  one  pack  a day  for  eight  years. 

In  a study  of  chronic  respiratory  disease  under- 
taken in  Berlin,  New  Hampshire,  in  1961,  the  preva- 
lence of  various  forms  of  respiratory  disease  accord- 
ing to  age,  sex,  current  tobacco  smoking  habits,  and 
lifetime  cigarette  consumption  was  determined.  A 
questionnaire  supplemented  simple  tests  of  pul- 
monary ventilation  in  a probability  sample  of  resi- 
dents 25  to  74  years  of  age. 

Subjects  were  assigned  to  one  of  the  follow- 
ing categories:  never  smoked  cigarettes;  fonner 

smoker  of  cigarettes;  and  currently  smoking  1 to 
10,  11  to  20,  21  to  30,  31  to  40,  or  41  or  more  cigar- 
ettes a day. 

The  approximate  number  of  packages  of  cigar- 
ettes smoked  during  a lifetime  was  estimated  from 
the  age  the  subject  began  regular  cigarette  smok- 
ing. 

DISEASE  CLASSIFICATIONS 

The  disease  categories  weere  defined  as  chronic 
bronchitis,  if  a subject  produced  phlegm  on  at 
least  four  days  a week  for  three  months  of  a year 
for  three  years;  asthma,  if  a subject  had  a history 
of  bronchial  asthma  and  it  was  still  present  (be- 
cause asthma  was  usually  associated  with  one  of 
the  other  diseases,  it  was  not  analyzed  separately); 
irreversible  obstructive  lung  disease,  if  a subject 
had  a history  of  wheezing  or  whistling  in  the  chest 
and  dyspnea  not  due  to  known  causes;  and  all 
chronic  respiratory  disease,  including  all  subjects 
who  had  at  least  one  of  the  diseases  listed  above. 

There  was  a regular  increase  in  the  prevalence 
of  chronic  bronchitis  with  age  in  men,  ranging  from 
24.1  per  cent  in  the  age  group  25-34,  to  34.7  per 
cent  in  those  65-74.  The  age  gi’adient  in  iri-eversible 
obstructive  lung  disease  was  irregular  for  both  men 
and  women. 

The  prevalence  of  chronic  respiratory  disease  in 
men  consistently  exceeded  that  in  women  for  each 
age  group  except  that  from  25  to  44;  women  in 
this  age  group  had  a slightly  higher  prevalence 
of  irreversible  obstnictive  lung  disease.  Irreversible 
obstructive  lung  disease  appears  to  be  more  fre- 
quently combined  with  chronic  bronchitis  in  men 
than  in  women.  In  women  the  latter  may  remain  a 
pure  disease,  with  little  sputum. 

Of  the  532  men  interviewed,  261,  or  49.1  per 
cent,  were  currently  smoking  cigarettes,  and  200, 
or  32.9  per  cent,  of  607  women  were  cigarette  smok- 
ers. 

INCREASED  SMOKING  — RISE  IN  RD 

There  was  almost  uniform  progression  in  the 
prevalence  of  all  chronic  respiratory  disease,  chronic 


bronchitis,  and  irreversible  obstructive  lung  disease 
with  increasing  cigarette  smoking.  Among  men, 
the  rate  for  all  chronic  respiratory  disease  rose 
from  19.7  per  cent  among  those  who  had  never 
smoked  cigarettes  to  87.7  per  cent  among  those 
who  smoked  more  than  two  packs  a day.  Among 
women,  it  rose  from  17.2  per  cent  among  non- 
smokers  to  an  average  of  43.3  per  cent  among  all 
those  who  smoked  more  than  a pack  a day. 

The  comparable  rates  for  chz'onic  bronchitis  in 
relation  to  the  number  of  cigarettes  smoked  were, 
for  men,  from  15  per  cent  among  non-smokers  to 

75.3  per  cent  among  those  who  smoked  more  than 
two  packs  a day,  and,  for  women,  from  9.4  per  cent 
(nonsmokers  and  ex-smokers)  to  an  average  of 

27.3  per  cent  of  those  who  smoked  more  than  a pack 
a day. 

Chronic  respiratory  disease  in  smokers  increased 
above  that  of  nonsmokers  only  when  a threshold 
of  3,000  packages  had  been  passed,  or  the  equiva- 
lent of  one  package  a day  for  about  eight  years. 

Despite  age,  standardization,  the  risk  of  disease 
doubled  after  3,000  packs  had  been  smoked,  and 
more  than  tripled  after  18,000  packs.  However, 
after  standardization  to  lifetime  cigarette  exposure, 
age  was  found  to  be  no  longer  significantly  asso- 
ciated with  the  presence  of  any  disease  in  men;  a 
significant  association  with  age  remained  for  ir- 
reversible obstructive  lung  disease  in  women. 

LIFETIME  SMOKING  SIGNIFIED 

Since  the  lifetime  cigarette-smoking  exposure 
was  a function  of  age,  current  and  past  smoking 
habits  and  the  age  smoking  began,  it  could  logically 
be  regarded  as  a composite  of  several  variables. 
In  men,  however,  after  standardization  to  lifetime 
exposure,  current  cigarette  smoking  was  still 
to  be  significantly  associated  with  the  presence 
of  chronic  bronchitis  but  no  longer  with  the  pres- 
ence of  iiTeversible  obstnzctive  lung  disease.  After 
standardization  to  current  cigarette-smoking  hab- 
its, however,  lifetime  cigarette-smoking  exposure 
was  still  found  to  be  significantly  associated  with 
the  presence  of  chronic  bronchitis  and  highly  sig- 
nificantly associated  with  the  presence  of  irrever- 
sible obstnictive  lung  disease.  In  women,  how- 
ever, standardization  to  either  variable  completely 
removed  any  significant  association  of  the  other 
variable  to  all  forms  of  chronic  respiratory  disease. 

RELATIVE  RISKS 

The  greater  relative  risk  of  sickness  and  death 
from  chronic  respiratory  disease  in  smokers  as 
compared  to  nonsmokers  has  been  reported  in  case- 
history  studies  of  patients  with  chronic  bronchitis 
and  emphysema  and  by  cohort  studies. 

In  the  present  report  the  increased  rates  of  dis- 
ease have  been  expressed  as  relative  risks  on  the 
basis  of  the  rate  in  those  who  had  never  smoked 
as  unity. 

Pipe  and  cigar  smokers  were  found  to  have  a 
greater  risk  of  disease  than  subjects  who  had 
never  smoked  tobacco.  However,  those  w h o 
smoked  cigarettes  and  a pipe  or  cigars  did  not 
have  any  increased  risk  of  disease  above  that  ob- 
seiwed  in  cigarette  smokers  alone. 
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Certain  evidence  from  this  study  supports  the 
hypothesis  that  there  may  be  a threshold  beyond 
which  cigarette  smoking  materially  increases 
prevalence  of  chronic  respii-atory  disease.  The 
data  indicate  that  it  lies  above  3,000  and  below 
9,000  packages  or  after  eight  years  of  cigarette 
smoking  at  the  rate  of  between  one  and  three  pack- 
ages a day.  The  precise  threshold  is  not  clear,  and 
further  studies  are  indicated. 


The  obseiwation  that  cigarette  smoking  is  clearly 
associated  with  the  prevalence  of  chronic  respira- 
tory disease  means  that  any  demographic  or  epi- 
demiologic study  must  standardize  for  its  effect 
in  some  acceptable  epidemiologic  fashion.  Non- 
smokers  may  be  the  most  suitable  subjects  in  whom 
the  effects  of  atmospheric  pollution  or  occupational 
exposure  to  noxious  dusts  or  gases  should  be  studied. 

— Donald  O.  Anderson.  M.D. : Benjamin  G.  Ferris,  Jr.,  M.D. ; 

New  England  Journal  of  Medicine,  October  18,  1962. 


To  pay  for  their  medical  education,  thou- 
sands of  students,  interns  and  residents  are 
applying  for  bank  loans  guaranteed  by  the 
AMA-ERF  student  loan  program.  Your  do- 
nation to  AMA-ERF’s  Loan  Guarantee  Fund 
can  help  provide  top  quality  medical  care  for 
America’s  future  generations.  Mail  your 
contribution  to  535  North  Dearborn  Street, 
Chicago  10,  Illinois. 
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Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  LTniversity  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Ardith  VonHousen,  President 
315  North  72nd,  Omaha 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretai’y 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  df  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 
P.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers, M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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PRO-BANTHINE 

...MO  OP  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-Banthine  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-BanthIne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-Banthine  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-Banthine  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-Banthine  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

G.  D.  S EARLE  & CO. 

CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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who  coughed P 


for  fast  and  long-lasting  cough  control 

HYCOMINE  SYRUP 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  | 

(Warning:  May  be  habit-forming)  / 6.5  mg. 

Homatropine  methylbromide  1.5  mg.  ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vi  teaspoonful;  3 to  6 years,  V4  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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Labor  LTnions  Outspend  AMA  on  Lobbying — 

Five  labor  unions  spent  more  for  lobby- 
ing costs  in  1962  than  did  the  American 
Medical  Association,  according  to  official 
figures  on  file  with  the  clerk  of  the  U.S. 
House  of  Representatives. 

The  AMA  spent  $83,075.87,  which  is  $66,- 
136.35  less  than  that  spent  by  the  AFL-CIO, 
leading  lobbying  spender  among  the  labor 
groups.  The  AFL-CIO  spent  $149,212.22. 

A report  compiled  by  the  AMA’s  Legis- 
lative Department  shows  that  organized 
labor  spent  a total  of  $1,126,213.86  for  1962 
lobbying  costs.  Of  this  amount,  the  largest 
portion  was  spent  by  the  AFL-CIO  and  its 
affiliates. 

The  other  four  groups  which  outspent  the 
AMA  are  the  United  Federation  of  Postal 
Clerks,  $125,732.90;  International  Brother- 
hood of  Teamsters,  $93,596.31 ; Railway  La- 
bor Executives’  Association,  $88,000;  and 
the  National  Association  of  Letter  Carriers, 
$83,435.28. — Texas  State  Journal  of  Medi- 
cine. 


Protects  your 
angina  patient 
better  than 
vasodilators  alone 

‘Miltrate’  contains  both  pentaerythritol 
tetranitrate,  which  dilates  the  patient’s 
coronary  arteries,  and  meprobamate, 
which  relieves  his  anxiety  about  his  con- 
dition. Thus  ‘Miltrate’  protects  your  angi- 
na patient  better  than  vasodilators  alone. 

Pentaerythritol  tetranitrate  may  infre- 
quently cause  nausea  and  mild  headache, 
usually  transient.  Slight  drowsiness  may 
occur  with  meprobamate  and,  rarely,  al- 
lergic reactions.  Meprobamate  may  in- 
crease effects  of  excessive  alcohol.  Con- 
sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Like  all  nitrate-con- 
taining drugs,  ‘Miltrate’  should  be  given 
with  caution  in  glaucoma. 

Dosage:  1 or  2 tablets  before  meals  and  at  bed- 
time. Individualization  required. 

SuppUed:  Bottles  of  50  tablets. 

CML.9646 

Miltratef 

meprobamate  200  mg.+ 
pentaerythritol  tetranitrate  10  mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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How  can  JOHNSON'S  Baby  Lotion  help 
the  doctor,  the  mother  and  the  baby? 


The  doctor  knows  the  young  mother  wants 
to  do  everything  in  her  power  to  keep  her 
baby  clean  and  happy  and  in  good  health. 

And  more  and  more  evidence  points  to  the 
fact  that  the  physical  expression  of  her  love 
for  her  baby  is  not  only  a delight  to  the 
mother  and  pleasant  for  her  child,  but  an 
essential  element  in  the  development  of  a mature, 
self-reliant  adult.’'  A father  as  well  as  a physician, 
he  knows  that  Johnson's  Baby  Lotion  not  only  makes 
changing  diapers  easier  and  more  pleasant  for  all 
concerned,  but  that  the  antibacterial  effect  of  its 


hexachlorophene  content  (0.5%'  persists  for 
days,  to  protect  the  baby's  delicate  skin  from 
rashes  and  infections.  With  Johnson's  Baby 
Lotion  normal  skin  functions  are  unaltered 
because  the  protective  film  is  aqueous  rather 
than  occlusively  oily.  These  are  some  of  the 
reasons  so  many  physicians  recommend 
Johnson's  Baby  Lotion  for  routine  use  to  protect  deli- 
cate skin.  May  we  send  you  samples  of  this  superior 
antibacterial  emollient  in  the  convenient  new  plastic 
bottle? 

*Donnelly,  A.M.A.  Arch.  Environmental  Health  6:697,  June,  1%3 


New  Brunswick,  N.  J. 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains; 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 

Vitamin  Bj  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  Intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder" jars  of  30  and  100;  bottles  of  500. 

iLEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Splint  & Brace 
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Artificial  Limbs 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


PHYSICIANS'  EXCHANGE 


AdTcrtisements  in  this  colamn  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing. Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

INTERNIST  OR  GENERAL  PRACTITIONER  — 
To  join  well  established  office  in  Omaha.  Very  in- 
teresting opportunity  for  the  right  physician.  For 
further  details,  write  Box  33,  Nebraska  State  Medi- 
cal Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

LOCUM  TENNENS  — General  Practitioner 
wanted  for  2 or  3 weeks  in  May.  Nebraska  license 
required.  Possible  permanent  association.  Write 
Box  36,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln,  Nebraska. 


MODERN  ESTABLISHED  MEDICAL  OFFICE 
— For  Rent.  Busiest  corner  in  large  Nebraska 
town.  Plenty  of  off  street  parking.  Two  modern 
hospitals.  Write  Box  35.  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 


GENERAL  PRACTITIONER  — To  join  long 
established  group  in  small  progressive  community 
with  new  clinic  and  hospital.  Excellent  schools  and 
churches.  Alternate  eveiy  third  night  and  week- 
end. Month  vacation  in  summer  and  2-4  weeks 
P.G.  in  winter.  Good  fishing  and  hunting.  $12,000 
first  year  with  early  full  partnership.  Write  to 
H.  G.  Steenburg,  M.D.,  Aurora,  Nebraska. 


IOWA  — Illness  forces  sale  or  lease  of  general 
practice  grossing  $45,000;  established  18  years;  fully 
equipped  medical  building;  2000  square  feet  floor 
space;  prosperous  agricultural  area;  95%  collections; 
25  miles  to  hospital  center;  going  concern;  fringe 
benefits  unbelievable.  Will  introduce.  Write,  Box 
34,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska. 
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When  you 
prescribe  for 

nasal  remember 

congestion...  ‘Empirin 

Compound 
to  relieve 
common  cold 
discomfort 


— too — 

‘EMPIRIN’* 
Compound 

2't/3 

pr.  M/J 

Coffaiaa ^ t/1 

tar«h«f  fs4  f«ss, 

0«ICrK>NS— Aduif.,  I Of  2 May  ^ '•* 

in  2 b««n  Do  ne»  oxeood  6 !« 

ONdfo#  6 to  12  yoon.  1/2  odvir  den*.  » 

05  mcttn  ffo^jvoftUjr,  and  for  do*off*  ^ 
**ocU«n  uiufor  6,  uinivU  yoof  okyskioa- 
Weroinp.— 'Keyp  fi(t«  o«d 
wodkifio*  of  tWJOfon’*  rooe**- 
»U««OUGH5  WEltCOMt  i CO 
•fO  IU4Jk.l  live.,  tiiclelvo..  N.Y. 
l»«  AAod.  lit  0 5.* 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  —No.  1/gr.  Va  —No.  2/gr.  Vi  —No.  3/gr.  I —No.  4 
*Warning— may  be  habit  forming 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKEDAVIS 

extends  horizons 


This. agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals^  containing  0. 1 Gm.  and  0.03  Gm. 

»Roseman,  E.:  Neurology  11:912,  1961  33664 


PARKE-DAVIS 

OAVfS  A COUfiMr.  OHre-r. 


Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.’"^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”*  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,**  moder- 
ate,**'‘*  or  severe  hypertension.'*'^ 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 


Supply:  Rautrax-N— capsule-shaped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 


References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9:920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  6J:545  (Apr.)  1960.  (3)  Berry,  R.  L.,  and  Bray, 
H.  P.:  J.  Am.  Geriatrics  Soc.  70:516  (June)  1962.  (4)  Hutchison, 
J.  C.:  Current  Therap.  ' 

Squibb 

Squibb  Quality  | 

—the  Priceless  Ingredient 


Res.  4:610  (Dec.)  1962. 
(5)  Feldman.  L.  H.:  North 
Carolina  M.  J.:  23:248 
(June)  1962. 


8QU1BB  DIVISION  ' 


RAUTRAX-N  RAUWOLFIA  SERPENTINA  WHOLE  ROOT  (50  MG.), 
BENDROFLUMETHIAZIDE  (4  MG.)  WITH  POTASSIUM  CHLORIDE  (400  MG.),  SQUIBB 
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ing his  license,  in  1891. 


The  Editor  of  this  Juornal  assumes  no  re- 
sponsibility for  opinions  and  claims  ex- 
pressed in  the  articles  published  herein. 

Manuscripts  to  be  presented  for  publica- 
tion in  the  JOURNAL  should  be  typewritten, 
double-spaced,  on  one  side  only  of  firm  (not 
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paper  and  minimum  of  about  5 by  7 in.  in 
size.  A legend  should  be  provided  for  each 
illustration  and,  preferably,  attached  to  it. 

Manuscripts  (original,  not  a carbon)  should 
be  sent  directly  to  the  Editor  at  the  Journal’s 
address. 

Reprints  should  be  ordered  from  the  print- 
er. NEWS  Printing  Company,  Norfolk,  Nebr. 
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Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 


soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


~W/nfhrop 


Current  Comment 


or  obviate 
the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 


capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  ■■  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  core  on  patients 

with  a predisposition 


DSM«nn»® 


parenteral  hemostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 


Distributed  in  Canada  by  Austin  Laboratories,  Ltd,  • Paris,  Ontario 


Credit  Card  for  Hospital  Bills — 

A guaranteed  in-patient  accounts  pro- 
gi’am,  the  first  national  one  sponsored  by  a 
credit  card  company,  went  into  effect  Janu- 
ary 1. 

It  guarantees  the  first  $200  of  hospital 
bills  incurred  by  patients  and  provides  them 
with  immediate  credit  recognition  at  other 
associate  hospitals. 

More  than  1200  hospitals  in  50  states  are 
participating  in  the  program  sponsored  by 
the  Hilton  Credit  Corporation,  whose  cards. 
Carte  Blanche,  provide  credit  privileges  on 
a worldwide  basis  including  such  establish- 
ments as  restaurants,  hotels,  motels,  air- 
lines, and  retail  stores.  They  are  also  hon- 
ored for  automotive  repairs  and  accessories, 
in  major  oil  company  service  stations,  and 
for  many  other  services.  — Texas  State  Jour- 
nal of  Medicine 


The  Monopoly  of  ^Medicine — 

The  January  1964  issue  of  The  Unionist 
asks  if  the  US  medical  profession  is  delib- 
erately keeping  doctors  in  short  supply  in 
order  to  “jack  up”  the  earnings  of  those  in 
practice.  Economist  Manuel  Gottlieb  of  the 
University  of  Wisconsin  is  quoted  as  having 
said  yes  to  this  question  at  a session  on  the 
economics  of  medicine  which  was  a part  of 
a recent  meeting  of  the  American  Associa- 
ation  for  the  Advancement  of  Science. 

Gottlieb  is  quoted  as  stating  that  the 
American  medical  setup  is  a“virtual  mo- 
nopoly,” with  a closed  shop  status  “tighter” 
than  the  controls  maintained  in  the  law  pro- 
fession and  with  the  number  of  entries 
sharply  limited. 

The  article  continues  and  states  that  the 
doctor’s  income  has  increased  nearly  600 
per  cent  since  1960  for  an  average  income 
of  $24,000  per  year. 

The  American  Medical  Association  is  said 
to  be  bitterly  fighting  all  government  moves 
to  reduce  the  burden  of  high  medical  costs. 
Millions  of  Americans  are  said  to  question 
the  sincerity  of  the  AMA. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  ("numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma^Compound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

WALLACE  LABORATORIES  J Cranbury,  N.J. 


CSO-9193 


Current  Comment 

Doctors  and  Community  Service — 

The  physician’s  mission,  since  ancient 
times  has  been  to  a high  and  unbending  code 
of  ethics  in  treating  the  sick.  The  influence 
of  this  discipline  is  seen  in  the  work  of 
physicians  in  every  part  of  the  country.  We 
are  living  in  a time  when  service  is  more 
demanding  than  any  previous  time  in  our 
history.  The  physician  now  has  a broader 
concept  of  service,  according  to  an  editorial 
in  the  Texa^  State  Jouryial  of  Medicine.  In 
addition  to  the  ancient  responsibility  to  the 
patient,  as  defined  by  Hippocrates,  the  physi- 
cian has  the  modern  necessity  of  civic  re- 
sponsibility. The  physician  has  a great  re- 
sponsibility to  work  for  the  prevention  of 
traditional  integrity  and  independence  of  the 
American  community. 

The  community  needs  the  competent,  in- 
telligent, and  better  educated  citizen  both 
for  his  professional  skill  and  for  his  con- 
tribution to  public  discussion  and  action. 
At  the  same  time,  all  citizens  need  the  com- 


mon welfare  efforts  of  an  enterprising  com- 
munity. A physician  can  make  a special 
contribution  to  community  action  and  stands 
to  benefit  from  the  concerted  action  of  in- 
telligent citizens. 

Because  the  local  Chamber  of  Commerce 
brings  together  the  talents  and  resources  of 
business  and  professional  people,  this  or- 
ganization offers  the  physician  a means  for 
participating  in  community  affairs. 

In  a majority  of  cases,  the  local  Cham- 
ber is  a member  of  the  Chamber  of  Com- 
merce of  the  United  States  — a federation 
that  brings  together  a national  concensus 
of  the  American  business  community  and 
others  who  believe  in  free  enterprise. 

Some  physicians  may  object  to  joining 
their  local  Chambers  for  various  reasons. 
Some  physicians  may  claim  that  they  are 
too  busy,  but  a physician  should  not  be  too 
busy  to  attend  to  his  civic  responsibilities. 

Others  may  object  to  the  cost  of  such 
memberships  but  usually  they  are  a small 
(Contiued  on  page  10-A) 
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ASSURING 


AFETY 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects;  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


abalate-SF 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


he’ll  like  the  way 
it  tastes 


*By  liquefying  secretions  in  the 
respiratory  tree,  Cheracol  makes  it  easier 
for  the  patient  to  cough  — in  accord 
with  the  physiologic  defense  mechanism. 


Doctors  and  Community  Service — 

(Contiued  from  page  8- A) 

price  to  pay  for  the  benefits  that  may  be  re- 
ceived by  the  individual  and  by  his  com- 
munity. Some  may  argue  that  they  con- 
tribute through  their  charity  services  and  so 
should  be  excused  from  participating  in 
community  affairs.  In  rebuttal,  the  services 
to  the  needy  help  a few  but  by  contribut- 
ing a sense  of  civic  responsibility,  the  physi- 
cian can  help  an  entire  community  and  per- 
haps even  his  state  and  his  nation. 

Membership  can  bring  personal  satisfac- 
tion to  the  doctor,  as  well  as  a better  life  for 
his  family  and  community.  Such  member- 
ship offers  a link  between  the  grass  roots 
and  the  capitol  of  our  nation. 

New  Outlook  May  Prevent  Senility — 

Although  the  aging  process  begins  at 
birth,  the  dreaded  state  of  old  age  is  largely 
preventable,  and  it  certainly  is  not  inevit- 
able. In  a few  years,  physicians  anticipate 
a century  of  living  for  the  average  person; 
this,  however,  is  distinguished  from  a cen- 
tury of  merely  existing. 

Today,  medical  progress  has  raised  the 
life  expectancy  of  a child  to  80  or  90,  but 
medicine  is  more  interested  in  adding  mean- 
ingful time  to  the  life  span  than  it  is  in 
just  adding  more  years. 

The  American  Medical  Association  Com- 
mittee on  Aging,  after  studying  aging  for 
seven  years,  feels  that  adding  this  meaning- 
ful time  will  require  adjustment  in  the 
thinking  patterns  of  America  today.  In- 
stead of  excluding  the  elderly  person  from 
family  life  and  barring  him  from  his  essen- 
tial function  of  work,  society  must  allow 
him  to  maintain  his  sense  of  purpose  and 
contribution  to  life. 

After  all,  if  the  spirit  is  willing  to  con- 
tinue with  a rich  life  into  old  age,  the  flesh, 
fortified  by  modern  medical  understanding, 
is  certainly  strong  enough  to  carry  on. 

People  do  not  die  of  old  age,  according  to 
the  committee.  No  one  has  ever  been  found 
whose  body  just  quit  functioning  because  it 
was  too  old.  Disease  and  accidents,  not  old 
age,  are  the  culprits. — Texas  State  Journal 
of  Medicine 
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Current  Conriment 

Deaths  From  Accidents — 

More  than  101,000  persons  died  from  ac- 
cidents in  1963,  as  compared  to  a total  of 
97,000  accident-caused  deaths  in  1962.  Traf- 
fic deaths  alone  accounted  for  approximate- 
ly 50  per  cent  of  the  increase.  It  is  expect- 
ed that  deaths  caused  by  traffic  accidents  in 
1963  will  exceed  43,000  which  is  a record 
high  number. 

The  public  Health  Service,  in  announcing 
these  statistics,  commented  that  proven  pub- 
lic health  techniques  if  applied  to  the  acci- 
dent prevention  problem  would  produce  a 
reduction  in  the  mortality  resulting  from  ac- 
cidents, comparable  to  the  benefit  obtained 
by  the  application  of  these  techniques  to 
many  of  the  communicable  diseases.  It  is 
estimated  that  this  number  of  accidents  costs 
our  nation  more  than  $15,000,000,000  an- 
nually. 


Hi,  Doc  . . . Your  wife  here  says  the  tonic 
you  gave  me  has  made  a new  man  of  me! 


he  liked  the  way 
it  tasted 


*By  liquefying  secretions  in  the 
respiratory  tree,  Cheracol  made  it  easier 
for  the  patient  to  cough  - in  accord 
with  the  physiologic  defense  mechanism. 


How  can  JOHNSON'S  Baby  Lotion  help 
the  doctor,  the  mother  and  the  baby? 


The  doctor  knows  the  young  mother  wants 
to  do  everything  in  her  power  to  keep  her 
baby  clean  and  happy  and  in  good  health. 

And  more  and  more  evidence  points  to  the 
fact  that  the  physical  expression  of  her  love 
for  her  baby  is  not  only  a delight  to  the 
mother  and  pleasant  for  her  child,  but  an 
essential  element  in  the  development  of  a mature, 
self-reliant  adult.*  A father  as  well  as  a physician, 
he  knows  that  Johnson's  Baby  Lotion  not  only  makes 
changing  diapers  easier  and  more  pleasant  for  all 
concerned,  but  that  the  antibacterial  effect  of  its 


hexachlorophene  content  (0.5%'  persists  for 
days,  to  protect  the  baby's  delicate  skin  from 
rashes  and  infections.  With  Johnson's  Baby 
Lotion  normal  skin  functions  are  unaltered 
because  the  protective  film  is  aqueous  rather 
than  occlusively  oily.  These  are  some  of  the 
reasons  so  many  physicians  recommend 
Johnson's  Baby  Lotion  for  routine  use  to  protect  deli- 
cate skin.  May  we  send  you  samples  of  this  superior 
antibacterial  emollient  in  the  convenient  new  plastic 
bottle? 

*Donnelly,  ).;  A.M.A.  Arch.  Environmental  Health  6:697,  June,  1%3 


New  Brunswick,  N.  j. 
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When  your  patient  says: 


N*  I I pastilles 

ikoban 


BRAND  OF  LOBELINE  SULFATE,  MRT 


help  curb  the  smoking  habit 


■ Help  induce  a feeling  of  satiety  similar  to 
that  of  tobacco  because  of  lobeline’s  phar- 
macological relationship  to  nicotine. 

■ Permit  the  patient  to  indulge  his  oral  fixa- 
tion by  substituting  the  N ikoban  Pastille 
for  tobacco. 


■ U tilize  the  anorexic  effect  of  lobeline  to  help 
the  patient  who  is  driven  to  compulsive  eat- 
ing when  he  discontinues  smoking. 

■ Encourage  patient  cooperation  through 
pleasant  taste. 


Dosage  and  Administration:  In  order  to  obtain  the  maximum  benefit,  a Nikoban  Pastille  should  be  sucked  slowly  and 
taken  according  to  the  schedule  below.  Whenever  possible  a pastille  should  be  taken  after  meals. 

1st  week:  1 pastille  every  1 to  2 hours  for  a maximum  of  12  pastilles  daily.  2nd  week:  1 pastille  every  3 hours.  3rd  week:  1 
pastille  every  4 hours,  ‘tth  week:  I pastille  every  4 to  6 hours.  Thereafter  1 pastille  may  be  taken  at  infrequent  intervals 
whenever  necessary.  In  some  instances  there  may  at  first  be  a slight  astringent  burr  of  the  tongue  and  throat.  This  will 
usually  disappear  as  treatment  with  Nikoban  Pastilles  progresses  and  is  no  cause  for  concern. 

Caution:  It  is  advisable  neither  to  smoke  nor  to  use  a smoking  deterrent  during  pregnancy. 

Formulation:  Each  Nikoban  Pastille  contains  0.5  mg.  lobeline  sulfate  in  a pleasant  tasting  spiced-cherry  base. 


Availability:  In  packages  of  50  pastilles. 


References:  1.  Goodman.  L.  S.  and  Gilman.  A.:  The 
Pharmacological  Basis  of  Therapeutics.  New  York, 
Macmillan.  1960.  Ed.  2,  pp.  620-622;  2.  Edmunds, 
C.  W.:  J.  Pharmacol,  and  Exper.  Therap.,  1:27,  1909; 

3.  Hazard.  R.  and  Savini,  E.  Gand.,  92:471.  1963. 

4.  Dorsey.  J.  L.:  Ann.  Int.  Med..  10:628,  1936;  5.  Ras- 
mussen, K.  B.:  Ugeskr.laeger,  118:222,  1956;  6.  Ejrup, 
B.;  Sven.  lak.  Tid.,  53:2634,  1956;  7.  Jochum,  K.  and 
Jost,  F.:  Munch,  med.  Wchnschr..  103:618,  1961;  8. 
Jost,  F.  and  Jochum,  K.:  Med.  Klin.,  54:1049,  1959; 
9.  Smoking  and  Health,  Summary  and  Report  of  the 
Royal  College  of  Physicians  of  London  on  Smoking. 
New  York,  Pitman,  1962. 


M.  R.  THOMPSON,  Inc.,  Medical  Department-  BB 
71 1 Fifth  Avenue,  New  York,  New  York  10022 

Gentlemen: 

Please  send  me  a trial  supply  of  NIKOBAN  Pastilles. 

NAME M.D. 

ADDRESS 

CITY ZONE STATE 

TYPE  OF  PRACTICE 


M.  R.  THOMPSON,  INC.  • NEW  YORK,  NEW  YORK  10022 
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Butazolidin® 

brand  of  phenylbutazone 

Tablets  of  100  mg. 

Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


Butazolidin® 

alka 

Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


0 It  works! 


Gilmour- Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfablished  1927 


Current  Comment 

Wyeth  Donates  Typhoid  Vaccine  to 
Flood  Victims  in  Brazil — 

Radnor,  Pa.,  Feb.  4 — Four  hundred 
thousand  doses  of  typhoid  vaccine  was  do- 
nated by  Wyeth  Laboratories,  Philadelphia 
(Pa.),  pharmaceutical  manufacturer,  and 
shipped  by  air  Friday  (Jan.  31)  to  100,000 
flood  victims  in  Brazil. 

Manufactured  in  Wyeth’s  biological  pro- 
duction laboratories  at  Marietta,  Pa.,  the 
400,000-dose  shipment,  weighing  nearly  a 
ton,  was  flown  to  Bahia,  a Brazilian  East 
Coast  state  where  floods  from  the  Jequitin- 
honha  River  and  heavy  rains  had  inundated 
a 30,000  square  mile  area  destroying  homes 
and  roadways  south  of  Salvador,  the  capital 
of  Bahia. 

Concerned  over  the  threat  of  typhoid, 
particularly  among  children,  Bahia  state 
government  officials  asked  the  U.  S.  Em- 
bassy to  help  get  typhoid  vaccine  as  quickly 
as  possible. 

Through  the  State  Department’s  Agency 


for  International  Development  in  Washing- 
ton (AID),  and  the  Pharmaceutical  Manu- 
facturers Association,  Wyeth  was  asked  to 
supply  the  vaccine  to  the  Catholic  Medical 
Mission  Board,  which  has  missionaries  in  the 
flooded  area.  Wyeth  donated  the  life-saving 
shipment,  valued  at  $14,000  wholesale,  and 
had  it  on  its  way  in  less  than  24  hours. 

After  transshipment  from  Philadelphia  by 
Trans  World  Airlines,  Pan  American  World 
Airways  flew  the  vaccine  to  Brazil. 

A team  of  U.  S.  Public  Health  Service 
technicians  will  assist  in  dispensing  the  vac- 
cine in  Bahia. 


Left-Side  Gallbladder  and  Liver  Without 
Situs  Inversus  — A.  M.  Large,  Arch  Surg 
87:982  (Dec)  1963. 

An  unusual  case  of  left-sided  liver  and 
gallbladder  without  situs  inversus  is  report- 
ed. The  gallbladder  contained  a single  stone 
which  evidently  caused  attacks  of  pain  on 
the  left  side  of  the  abdomen.  These  symp- 
toms were  relieved  by  cholecystectomy. 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  v\/ith  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base); Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25Vi>  methylparaben  as  preservative. 

»U.S.  Patent  Nos.  2.565,057-2,695.261 
Available:  In  15  Gm.  tubes. 


NEOSPORIN’^brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Vj  oz.  and  V«  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence  at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

JESKAT  RO  JL*^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied;  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions.  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (ThiamineMononitrate)  10  mg. 


Vitamin  85  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  8*  (Pyridoxine  HCI)  2 mg. 

Vitamin  812  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder'' jars  of  30  and  100;  bottles  of  500. 


ILEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7282-4 


Current  Comr;nent 


A Proper  and  Indispensable  Part  of  the 
Practice  of  Medicine — 

The  Board  of  Regents  of  the  American 
College  of  Medicine  voiced  the  feeling  that 
the  future  progress  of  medical  science  de- 
pends on  a three-step  chain  reaction  involv- 
ing various  stages  of  new  medical  develop- 
ments, and  the  lack  of  any  one  step  affects 
the  progress  of  medical  science;  discovery 
and  development,  early  or  investigational 
phase,  and  acceptance  and  usage. 

This  led  them  to  pass  the  following  resolu- 
tion : 

“The  use  of  new  or  relatively  new  medical 
techniques,  procedures  and  agents  which,  on 
the  basis  of  reasonably  probative  data,  offer 
reasonable  promise  of  conferring  patient 
benefit  at  least  equal  and  possibly  superior 
to  that  obtainable  through  the  use  of  estab- 
lished techniques,  procedures  and  agents 
without  a correspondingly  greater  foresee- 
able risk  to  the  patient,  is  hereby  approved 
as  a proper  and  indispensable  part  of  the 
practice  of  medicine.” 


MORE  HELP  FOR 
THE  STRICKEN  HEART 


In  long-term 
treatment 
of  your  patients, 
with  coronary 
insufficiency. 


■ PETN  (pentaerythritol  tetranitrate)  to  in 
crease  oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘^filtrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML*1055 


MILTRATE* 

meprobamate  200  mg. -i- pentaerythritol  tetranitrate  10  mg. 


y^/yigVVALLACE  LABORATORIES  / Cranbury,  N.  J. 
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throughout  the  wide 
middle  range  of  pain—  ? 
control  with  one 
analgesic  formula 

PERCODAN 

® 

Each  scored  yellow  Percodan* 

Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  oxycodone  terephthaiate 
(Warning:  May  be  habit-forming), 

0.38  mg.  homatropine  terephthaiate, 

224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderately  severe  pain, 

Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
oral  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6 hours 


or  longer  with  Just  2 tablet . 
rarely  causes  constipation. 


V : 


Average  Adult  Dose-1  tablet  every  6 hours.  Precautions,  Side  Effects  and  Contraindications-The  habit-forming  potentialities  of 
Percodan  are  somewhat  less  than  those  of  morphine  and  somewhat  greater  than  those  of  codeine.  The  usual  precautions  should  be 
observed  as  with  other  opiate  analgesics.  Although  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  Percodan  should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias.  Also  available;  Percodan®-Demi,  containing  the  complete  Percodan  formula  but  with  only  half 
the  amount  of  salts  of  oxycodone  and  homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit. 

Narcotic  order  required.  Literature  on  request,  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 

*U.  S.  Pats.  2,628,185  and  2,907.768 
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Who  developed 
the  first  compound 
charcoal  filter? 


HERE'S  THE  ANSWER  IN  BLACK  AND  WHITE: 


. >SISaR«S«!W**r^ 
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The  first  cigarette  with  a mod- 
ern compound  charcoal  filter 
was  introduced  by  The  Ameri- 
can Tobacco  Company  in  1958. 
Its  name;  Dual  Filter  Tareyton. 

Behind  the  introduction  of 
this  first  compound  filter  lay 
years  of  research  and  experi- 
mentation by  American  Tobac- 
co scientists  to  produce  a filter 
that  would  improve  the  taste 
and  flavor  of  fine  tobacco.  This 
was  a large  order,  but  it  was 
filled  by  the  Dual  Filter  Tareyton 
compound  filter. 

With  an  outer  filter  of  white 
cellulose  acetate  and  an  inner 
filter  of  activated  charcoal,  this 


compound  filter  is  just  the 
right  complement  to  Dual  Filter 
Tareyton’s  quality  tobaccos. 
Proof  of  its  success  may  be 
seen  in  the  exceptional  loyalty 
Dual  Filter  Tareyton  smokers 
have  for  their  brand. 

Developing  and  perfecting 
the  first  compound  charcoal  fil- 
ter took  manyyears.  Maybe  this 
proves  something:  our  persist- 
ent dedication  to  maintaining— 
and  ever  improving— the  high 
quality  of  our  products. 

For  at  The  American  Tobacco 
Company, QUALITY  OF  product 
IS  ESSENTIAL  TO  CONTINUING 
SUCCESS. 
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Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley 


MEDICAL 


SUPPLY  COMPAIVY 

2415  “O"  UhcoImI.  Nebrotka 
AUTNOtIZED  CONTRACT  AOEWT 


Dr.  Syko,  I’m  engaged  to  six  boy  friends,  and 
I can’t  seem  to  concentrate  on  any  one  of  them. 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 


Simplified,  convenient  dosage  for  emotional  relief. 


»ide  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
s remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
las  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
nay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

I^ontraindications:  Previous  allergic  or  idiosyncratic  reactions 
0 meprobamate  contraindicate  subsequent  use. 

precautions:  Should  administration  of  meprobamate  cause 
irowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Jperation  of  motor  vehicles  or  machinery  or  other  activity 
■equiring  alertness  should  be  avoided  if  these  symptoms  are 
Present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
)y  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CMS.833 


WALLACE  LABORATORIES  # Cranbury,  N.  J. 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  “hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (Va  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  Insomnia  may  occur  If  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardiai  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  reiieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 

1000. 


Complete  literature  avaiiable  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  lNC.,Tuckahoe,  N.Y. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


an  effective 

GERIATRIC 

antiarthritic 

with 

REASSURING 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Pabalate-SF 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 


—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


THESE  sta;nless-steel  pins  take  on  the  appearance  of  tiny  flaming  candles  because  of  their  high  polis- 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 

As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  thi’ee  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 

Eli  Lilly  and  Company 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  ± 0.0003  of  an 
inch  for  some  dimensions  and  + 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 


Indianapolis  6,  Indiana,  U.  S.  A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


OUR  PHARMACEUTICAL 
ADVERTISERS 

During  the  long  and  bitter  attack  on  the 
pharmaceutical  industry  by  the  so-called  Ke- 
fauver  Committee  and  the  forging  of  more 
restrictive  laws  governing  all  aspects  of 
production  and  marketing  of  drugs  that  fol- 
lowed, the  pharmaceutical  industry  asked 
for  and  got  as  much  support  as  possible  from 
the  profession  of  medicine  through  their 
state  medical  journals.  This  support  was 
both  editorial  and  via  articles.  At  least  one 
state  journal  gave  over  an  entire  issue  to 
such  support.  They  wanted  it  made  clear 
that  doctors  favored  “brand  names;”  that 
we  felt  the  then  used  procedures  proving 
safety  were  adequate ; that  shortening  of 
the  effective  period  of  protection  by  patent- 
ing would  work  a hardship  that  would  dis- 
courage research;  et  cetera.  By  and  large, 
they  got  the  support  they  sought. 

Now  that  the  dust  has  settled,  the  mem- 
bers of  PMA  have  decided  that,  in  the  matter 
of  advertising,  they  can  reach  more  doctors 
by  way  of  medical  journals  of  national  dis- 
tribution, even  some  of  the  “throw-aways,” 
than  through  the  state  journals,  and  at  a 
lower  cost.  They  have  taken  this  route. 
When  they  needed  the  state  medical  journals, 
they  loved  us.  Now  that  we  can  be  of  little 
help  to  them,  we  may  go  to  and  stay  put. 

This  is  not  100  per  cent  true.  If  one  goes 
through  the  issues  of  our  Journal  for  Janu- 
ary and  February,  1964,  he  finds  about  20 
of  our  old  friends  giving  us  some  business 
— mostly  one  page  in  black  and  white,  but 
occasionally  as  many  as  three  pages.  These 
are,  in  the  main,  good  old  standard  compa- 
nies. There  is  scarcely  anything  we  need  to 
use  that  can  not  be  furnished  by  these  old 
friends  of  ours.  It  might  pay  dividends  if 
each  of  us  took  a look  at  the  advertisers’ 
index  in  each  issue  and  specified,  so  far  as 
possible,  the  products  they  have  to  offer. 
Their  detail  men  could  be  given  special 
courtesy  when  they  call  so  that  we  may  be 
thoroughly  familiar  with  their  newer  prod- 
ucts. After  all,  those  who  stick  by  us 
might  find  it  profitable  to  do  so. 


TEACHER  CERTIFICATION 
EXAMINATIONS 

During  its  last  regular  session,  the  Ne- 
braska Unicameral  passed  a law,  LB740, 
which  contained  certain  elements  of  inter- 
est to  physicians,  the  nature  of  which  ele- 
ments, I am  certain,  most  physicians  of  the 
state  are  unaware. 

A good  many  years  ago  the  legislature 
enacted  laws  regulating  teacher  certifica- 
tion in  the  state.  Motivated  by  a reasonable 
desire  to  provide  mentally  and  physically 
sound  teachers  for  the  school  systems,  the 
drafters  of  this  earlier  legislation  included 
certain  sections  requiring  that  candidates 
for  certification  or  recertification  be  obliged 
to  provide  evidence  that  they  met  these 
mental  and  physical  requirements.  This  ob- 
ligation was  to  be  resolved  by  a physician’s 
signature  over  a statement  that  “I  certify 

that  I have  carefuly  examined 

and  to  the  best  of  my  knowledge  and  belief 
the  applicant  is  free  from  all  communicable 
diseases  and  is  in  sound  mental  and  physical 
health.”  The  original  teacher  certification 
laws  also  prescribed  that  candidates  should 
show  evidence  of  satisfactory  immunization 
agaist  certain  communicable  diseases  (e.g. 
diphtheria),  and  serological  tests  for  syph- 
ilis, skin  tests  for  tuberculosis,  and  chest 
X rays  were  also  mandatory. 

During  the  intervening  years  the  original 
legislation  was  eroded  to  the  extent  that  im- 
munization was  no  longer  insisted  upon,  and 
the  physical  examination  became  all  too  fre- 
quently a mere  matter  of  form.  It  became 
apparent  that  the  intents  and  purposes  of 
the  original  legislation  were  not  being  ful- 
filled. Therefore,  the  Unicameral  during  the 
last  session  of  the  legislature  eliminated  all 
of  these  requirements  as  pre-requisites  for 
licensure,  by  passing  LB740  dealing  with  a 
revision  of  teacher  certification.  In  their 
place  was  substituted  two  other  require- 
ments concerning  health.  For  original  cer- 
tification it  now  becomes  the  responsibility 
of  the  graduating  school  to  furnish  an  en- 
dorsement of  the  candidate’s  moral  and 
physical  acceptability  as  a teacher.  For  re- 
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newal  of  certification,  the  responsibility  was 
given  to  the  school  board  by  whom  the  teach- 
er had  been  employed.  Thus,  the  responsi- 
bility for  deciding  upon  a teacher’s  physical 
and  emotional  qualifications  to  teach  has 
been  placed  upon  the  shoulders  of  lay  peo- 
ple. In  effect,  the  physician  has  been  elim- 
inated. 

The  question  now  arises  as  to  whether  this 
is  a good  or  a bad  decision  for  the  commun- 
ity. It  might  be  timely  to  attempt  to  piece 
together  some  of  the  reasons  for  the  decay 
in  purpose  that  led  to  this  change,  and  in 
this  way  try  to  answer  the  foregoing  ques- 
tion. 

Low  incidence  of  diphtheria  in  the  gen- 
eral population  and  high  incidence  of  side 
reactions  to  diphtheria  toxin  available  at 
the  time  led  to  discontinuing  this  require- 
ment. The  desirability  of  forcing  teachers, 
who  represent  such  a relatively  small  per- 
centage of  the  total  school  population,  to 
undergo  immunization  in  the  face  of  declin- 
ing interest  in  diphtheria  immunization  gen- 
erally (rightly  or  wrongly),  certainly  must 
have  been  questioned.  In  a like  manner,  the 
need  for  selecting  teachers  as  candidates  for 
serological  tests  for  syphilis  in  the  almost 
total  absence  of  this  test  as  a pre-employ- 
ment requirement  generally,  certainly  must 
have  come  under  question.  I would  be  in- 
clined to  agree  that  the  need  is  negligible,  but 
I could  not  so  agree  on  the  dropping  of  the 
chest  X-ray  requirement,  however.  The 
mass  chest  X-ray  screening  as  a case-finding 
tool  still  is  valid,  and  such  an  examination 
is  universally  mandatory  in  pre-employ- 
ment physicals.  I expect  the  hue  and  cry 
about  radioactive  exposure  (reminds  one  of 
antivivisectionist  propaganda)  as  well  as  the 
expense  involved  were  factors  in  its  discon- 
tinuance, or  perhaps  it  just  fell  as  the  gen- 
eral requirements  were  cancelled. 

Reliable  information  indicates  that  the 
decision  to  drop  the  physical  and  mental  ex- 
amination as  a requirement  came  as  a result 
of  an  increasing  flood  of  complaints  to  the 
office  of  the  State  Department  of  Education 
on  the  type  of  examinations  being  given. 
They  were  allegedly  frequently  nothing  more 
than  a question  and  answer  session.  And 


this  is  certainly  understandable.  The  or- 
iginal legislation  did  not  prescribe  a set  of 
standards  whereby  a physician  could  arrive 
at  an  educated  decision  as  to  whether  a 
candidate  was  or  was  not  physically  or  men- 
tally qualified  to  teach,  nor  had  the  inter- 
vening years  brought  about  the  develop- 
ment of  such  standards,  even  though  this 
type  of  legislation,  by  implication  and  by 
application,  sets  that  responsibility  upon  the 
shoulders  of  the  examining  physician.  So 
often  it  is  the  case  with  legislation  that 
prescribes  something  be  done  but  makes  no 
provision  for  its  intent  being  accomplished. 
Implementation  of  the  legal  requirements 
for  phj^sical  and  mental  certification  should 
rightly  be  the  responsibility  of  the  State 
Health  Department,  but  they  appear  to  be 
struggling  for  mere  existence  in  the  budget 
hassel  and  are  certainly  not  able  to  assume 
this  responsibility.  The  relative  ignorance 
of  the  State  Health  Department  and  the  Ne- 
braska State  Medical  Association  about  the 
details  of  LB740  suggests  that  they  were 
not  even  consulted  during  the  process  of  its 
enactment. 

The  problems  surrounding  certification 
of  a candidate’s  mental  health  or  emotional 
stability  requires  special  consideration.  In 
general,  and  with  the  exception  of  such  rela- 
tively infrequent  communicable  diseases  as 
tuberculosis,  the  pure  physical  health  of  a 
teacher  has  little  to  do  with  his  ability  to 
teach.  Granted,  a deaf  teacher,  for  example, 
would  be  less  desirable  than  one  who  could 
hear  well,  but  the  conveying  of  ideas  is  a 
function  of  the  heart  and  mind  and  not  of 
physical  perfection.  The  same  cannot  be 
said  of  mental  health.  The  imprint  that  a 
paranoid  schizophrenic,  sadist,  homosexual, 
to  name  a few,  could  make  upon  his  or  her 
students,  is  incalculable.  Yet  to  accurately 
define  them  is  a function  of  long  term  ob- 
servation and  is  not  of  a one  time  examina- 
tion. It  is  impossible,  therefore,  for  a con- 
scientious physician  to  sign  such  a certifi- 
cation as  appears  above.  Perhaps  it  is  a 
step  in  the  right  direction,  therefore,  this 
placing  of  the  responsibility  on  the  college 
administration  or  on  the  school  board.  They 
are,  in  effect,  in  the  best  position  to  observe 
a candidate’s  conduct  in  depth.  But  to  as- 
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sume  that  these  administrative  bodies  will 
automatically  be  able  to  solve  these  problems 
without  help  and  to  endorse  a candidate’s 
moral  and  physical  acceptability  as  a teacher 
would  be  a gross  error.  It  should  be  the  re- 
sponsibility of  all  physicians,  collectively  as 
the  State  or  County  Medical  Associations,  or 
individually,  as  members  of  a community, 
to  assist  these  administrative  bodies,  from 
the  State  Department  of  Education  on  down, 
to  arrive  at  the  best  possible  decision  in  this 
perplexing  problem.  In  essence,  it  is  a com- 
munity problem  that  we,  as  specialists  in  this 
field  of  human  endeavor,  must  assist  in 
solving. 

Kenneth  D.  Rose 


News  and  Views 

Government  Paying  $1,241  Million  a 
Year  for  Medical  Care  for  Needy — 

Chicago,  111.,  Febr.  6,  1964  — Medical 
care  for  people  on  public  assistance  rolls 
cost  all  levels  of  government  about  $1,241 
million  in  fiscal  year  1962-63.  This  is  20 
per  cent  of  all  government  expenditures  for 
personal  health  care  and  25  per  cent  of  total 
expenditures  under  public  assistance  pro- 
grams, Health  Information  Foundation  re- 
ported recently. 

In  its  bi-monthly  statistical  bulletin.  Prog- 
ress in  Health  Services,  the  foundation  re- 
ported on  government’s  role  in  providing  for 
medical  care  under  public  assistance  pro- 
grams. 

Government  paid  for  this  care  by  two 
methods,  the  bulletin  said;  first,  by  $1  bil- 
lion in  vendor  payments,  made  directly  to 
the  suppliers  of  medical  care,  and  secondly, 
by  including  $241  million  in  medical  care 
allowances  in  money  payments  made  to  as- 
sistance recipients. 

The  federal  government’s  share  of  vendor 
medical  payments  was  $525  million,  or  52 
per  cent.  The  other  48  per  cent  came  from 
the  state  and  local  governments  that  admin- 
ister the  assistance  programs. 

The  bulletin  described  the  five  special  pro- 
grams under  which  the  federal  goveniment 


makes  money  available  to  the  states  for  med- 
ical care  for  public  assistance  recipients. 
The  programs  are  Old-Age  Assistance 
(OAA),  Medical  Assistance  for  the  Aged 
(MAA),  Aid  to  the  Families  with  Depend- 
ent Children  (AFDC),  Aid  to  the  Blind 
(AB),  and  Aid  to  the  Permanently  and  To- 
tally Disabled  (APTD).  In  1962-63,  the 
total  number  of  assistance  recipients  under 
these  federally-supported  programs  aver- 
aged 3,766,276  each  month.  This  is  about 
two  per  cent  of  the  nation’s  population. 

The  bulletin  traced  the  growth  of  medi- 
cal assistance  programs  from  the  enactment 
of  the  Social  Security  Act  in  1935,  and  sub- 
sequent amendments,  through  the  Kerr- 
Mills  Act  of  1960.  Since  1950,  when  the 
Social  Security  Act  was  amended  to  include 
special  provisions  for  medical  cai’e  in  public 
assistance  programs,  vendor  medical  pay- 
ments have  increased  ten-fold,  from  $100 
million  in  1950-51  to  $1,000  million  in  1962- 
63. 


Merrill  T.  Eaton,  MD,  Addresses 
Hospital  Leaders  in  Chicago — 

Merrill  T.  Eaton,  MD,  associate  professor 
of  psychiatry  at  the  University  of  Nebras- 
ka’s College  of  Medicine,  was  a principal 
speaker  in  Chicago  at  the  annual  manage- 
ment meeting  sponsored  by  the  American 
College  of  Hospital  Administrators,  a pro- 
fessional society. 

Doctor  Eaton  spoke  at  two  morning  man- 
agement seminars  on  Friday  and  Saturday, 
February  7-8,  on  the  subject  of  “Controlling 
Executive  Stress.”  The  seminars  were  an 
integral  part  of  the  College’s  Seventh  Con- 
gress on  Administration,  which  was  held 
in  the  Sheraton-Chicago  Hotel.  His  speech 
was  adapted  from  his  article  on  the  same  sub- 
ject which  first  appeared  in  the  March- 
April,  1963  issue  of  Personnel. 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 
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Comments  From  Your  President 


It  will  be  to  your  advantage  to  attend  the 
96th  Annual  Meeting  of  the  Nebraska  State 
Medical  Association  to  be  held  in  Lincoln, 
April  27th  to  30th,  inclusive.  The  Program 
Committee  has  obtained  a group  of  excel- 
lent scientific  speakers  to  stimulate  and  en- 
lighten you.  The  Lincoln  physicians  always 
are  most  gracious  in  their  personal  and 
group  hospitality,  and  the  traditional  fun 
and  sports  events  are  on  the  program.  The 
numbers  and  quality  of  hotel  and  motel 
rooms  in  the  capital  city  have  been  increased 
during  the  past  two  years,  so  no  one  should 
lack  adequate  housing.  This  year  the  open- 
ing session  will  include  having  members  of 
the  Woman’s  Auxiliary  as  our  guests,  be- 
stowing the  fifty-year  practice  pins  to  our 
honored  colleagues,  as  well  as  the  installa- 
tion of  the  elected  officers  for  the  ensuing 
year.  Dr.  Edward  Annis,  President  of  the 
American  iMedical  Association,  will  present 
the  keynote  address  to  the  assembled  group. 
The  entire  week  is  planned  to  benefit  each 
one  of  you,  but  only  if  you  attend  the  meet- 
ings. 

The  Curriculum  Committee  at  the  Uni- 
versity of  Nebraska  College  of  Medicine  in- 
troduced a resolution  that  the  preceptorship 
program  be  made  mandatory  for  all  students 
having  completed  their  junior  year  of  study 
at  the  college.  The  resolution  was  adopted 
bj'  the  entire  faculty  and  the  program  will 
be  activated  in  June  1964.  The  student  will 
spend  five  weeks  with  a preceptor.  The 
Committee  deserves  our  heartiest  congratu- 
lations for  their  provision  to  include  rural 
practice  in  the  medical  student’s  academic 
life.  We  are  all  aware  that  transportation 
facilities  have  been  improved,  that  elec- 
tronic devices  are  constantly  being  intro- 
duced and  perfected  to  aid  in  diagnosis  via 
the  telephone,  but  there  are  many  cases  that 
still  need  immediate  medical  attention  in  lo- 
cales far  from  the  metropolitan  areas.  The 
number  of  preceptors  has  been  increased. 


Plans  are  being  formulated  for  adequate 
supervision  to  keep  the  program  operating 
effectively  and  on  the  highest  scholastic  and 
scientific  levels.  A Breakfast  Meeting  for 
all  preceptors  has  been  scheduled  for  Wed- 
nesday, April  29,  in  Lincoln,  in  conjunction 
with  the  State  Medical  Meeting. 

Many  of  you  are  members  of  the  National 
Federation  of  Independent  Business.  Their 
most  recent  Mandate,  No.  289,  permitted 
the  membership  to  vote  on  H.R.  5220,  which 
would  have  the  government  help  retired  per- 
sons pay  for  private  hospital  programs. 
The  national  summaiy  of  votes  on  this  issue 
revealed  71  per  cent  against  this  bill,  and 
25  per  cent  for  it,  with  4 per  cent  not  vot- 
ing. This  report  is  sent  to  Congressmen, 
Senators,  Congressional  Commitees  and 
agencies  of  the  Executive  Branch  of  our 
Government.  It  is  reassuring  to  know  that 
the  vast  majority  of  small  business  men 
think  as  we  do  about  this  type  of  program. 

See  you  in  Lincoln  in  April ! 

RUDOLPH  SIEVERS, 
President. 
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CURRENT  CONCEPTS  of 

Treatment  of  Endometriosis* 


INTRODUCTORY  REMARKS 

Although  endometriosis  was 
first  described  by  the  eminent 
Hungarian  pathologist  Von 
Rokitansky  over  100  years  ago,^  the  diag- 
nosis and  treatment  of  the  entity  remain  a 
problem  today.  It  is  not  our  purpose  to  dis- 
cuss the  complexities  of  diagnosis,  but  to 
review,  in  the  presence  of  many  new  drugs, 
today’s  concepts  of  treatment. 

It  has  long  been  known  that  there  is  a 
definitive  cure  for  the  disease  — castration. 
This  may  be  achieved  surgically  or  by  irradi- 
ation. It  also  is  known  that  endometriosis 
is  a self-limited  disease,  since  it  is  normally 
dependent  upon  the  presence  of  functioning 
ovarian  tissue;  therefore,  the  naturally-oc- 
curring menopause  causes  cessation  of  symp- 
toms and  objective  regression  of  the  lesions. 

Unfortunately,  many  women  presenting 
with  this  disease  are  in  their  twenties  or 
thirties  and  cannot  wait  for  the  menopause 
for  relief.  Yet  their  symptoms  or  the  de- 
gree of  involvement  may  not  be  severe 
enough  to  warrant  castration  with  all  its  at- 
tendant difficulties.  Furthermore,  many 
women  will  consult  the  physician  with  the 
chief  complaint  of  infertility,  and  cure  by 
castration  or  hysterectomy,  or  both,  has 
little  to  offer  these  patients. 

Cun-ently  accepted  therapy  may  be  divid- 
ed into  (1)  conservative  medical  therapy, 
(2)  conservative  surgical  therapy  and,  (3) 
hormonal  therapy. 

Conservative  Medical  Therapy 

Basically,  conservative  medical  therapy 
consists  of  observation  and,  if  necessaiy,  the 
use  of  mild  analgesics.  Kistner'^  recommends 
this  method  in  women  with  mild  symptoms 
which  may  be  tolerated  or  relieved  by  the 
use  of  aspirin  or  tranquilizing  drugs.  If 
these  are  unsuccessful,  hormonal  agents  ad- 
ministered for  a period  of  six  months  may 
be  tried.  If  this  is  of  no  avail,  then  a con- 
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servative  surgical  approach  is  advocated, 
conserving  as  much  tissue  as  possible,  ovari- 
an tissue  in  particular.  Hormonal  therapy 
may  then  be  resumed.  Radical  surgery 
should  be  considered  last,  since  malignant 
transformation  is  exceedingly  rare. 

If  the  patient  has  a problem  of  infertility 
associated  with  her  disease  then  observation 
should  be  carried  out  for  no  longer  than  six 
months  during  which  time  a routine  infertil- 
ity investigation  is  made.  Following  this 
period,  if  pregnancy  has  not  occurred,  then 
definitive  treatment  by  conservative  surgical 
therapy,  or  hormonal  treatment,  or  both,  for 
six  months  should  be  carried  out. 

Surgical  Therapy 

Conservative  surgical  therapy  is  defined 
as  the  excision  or  fulguration  of  all  ectopic 
endometrium  possible.  This  is  true  of  bowel 
involvement  as  well  as  uterosacral  ligament- 
implants.  Preservation  of  the  uterus  and  as 
much  ovarian  tissue  as  possible  is  manda- 
tory. Presacral  neurectomy  is  sometimes 
included,  but  there  is  not  substantial  evi- 
dence that  the  pain  is  greatly  relieved.  A 
uterosacral  neurectomy  (Doyle)  is  a much 
simpler  procedure  and  gives  equivalent  re- 
sults. 

Numerous  surveys  of  the  surgical  ap- 
proach have  been  made,  and  that  of  White- 
house^®  is  typical.  A series  of  57  women 
were  treated  by  conservative  surgery  and 
had  a 6 to  11  year  follow-up.  Forty-six  of 
these  women  had  operations  which  spared 
the  ovaries,  tubes  and  uterus.  Seventy  per 
cent  had  complete  relief  of  symptoms;  mild 

‘From  the  Department  of  Obstetrics  and  Gynecology.  Uni- 
versity of  Nebraska  College  of  Medicine. 
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recurrence  not  requiring  further  operation 
was  seen  in  15  per  cent,  and  15  per  cent 
required  further  operation  because  of  recur- 
rence of  severe  symptoms.  Sixteen  (46%) 
of  35  of  the  patients  who  attempted  preg- 
nancy, conceived.  Total  hysterectomy  was 
done  in  five  women  for  severe  endometriosis 
with  evidence  of  recurrence. 

Parsons^^  feels  that  the  indications  for 
surgical  approach  are  greater  when  ovarian 
masses  are  palpable  than  when  nodules  can 
be  palpated  onlj^  on  the  pelvic  floor  or  on 
the  uterosacral  ligaments.  The  reasons  for 
this  statement  are  as  follows; 

1.  The  adnexal  masses  might  not  be  endo- 
metriosis; 2.  the  disease  is  more  apt  to  be 
progressive  with  ovarian  involvement;  3. 
the  gradual  expansion  of  the  cyst  will  fur- 
ther replace  normal  ovarian  tissue.  He  feels 
that  little  is  to  be  gained  by  operation  when 
only  the  pelvic  floor  is  involved.  One  ex- 
ception to  this  is  the  patient  with  severe 
d3’spareunia  who,  of  necessity,  avoids  inter- 
course. He  agrees  that  the  eventual  neces- 
sity for  radical  surgical  therapy  following 
a conservative  approach  is  no  greater  than 
10  to  15  per  cent  although  one  takes  a cal- 
culated risk  when  ovarian  tissue  is  left  in  the 
face  of  known  endometriosis. 

Hormonal  Therapy 

That  pregnancy  causes  improvement  of  the 
disease  with  remission  of  symptoms  and  re- 
gression of  the  lesions,  has  been  common 
knowledge  for  manj"  j'ears.  The  current 
theory  regarding  this  phenomenon  is  that 
pregnancj'  stops  ovulation  and  that  the  dis- 
ease is  dependent  upon  ovulation.  Another 
theoiy,  which  is  somewhat  related,  is  that 
constant  progesterone  and  estrogen  levels 
cause  decidual  reaction  in  the  ectopic  endo- 
metrium and  that  necrosis  and  fibrosis  oc- 
cur as  a result.  The  one  observed  fact  plus 
the  theory  explaining  this  fact  have  lead  to 
the  search  for  agents  to  suppress  ovulation 
or  to  create  a pseudopregnancJ^  Several 
agents  are  available  currently;  androgens, 
estrogens,  and  progestins. 

Androgen  Therapy 

One  patient  reported  was  treated  for  13 
months  with  monthly  doses  of  300-600  mg 


for  a total  dosage  of  4800  mg  during  this 
period.2i  Menses  were  suppressed  during 
this  period  and  the  patient  gained  complete 
remission  of  sj^mptoms.  The  rectovaginal 
endometrioma  decreased  markedly  in  size 
and  the  uterine  endometrium  became 
atrophic.  Therapy  was  stopped  because  of 
masculinization,  and  pelvic  pain  and  tumor 
recurred  shortly. 

Preston  and  CampbelP^  reported  a series 
of  187  cases  treated  with  methyl  testeroster- 
one  during  the  previous  nine  years.  In  most 
instances,  the  diagnosis  had  been  made  on  a 
clinical  basis  alone.  These  authors  used  tes- 
tosterone propionate  for  periods  of  four  to 
six  months.  No  patient  received  over  300 
mg  monthly  and  the  only  sjmiptoms  of  an- 
drogenicity  were  hirsuitism  of  the  face  in 
six  patients  and  acne  in  two  patients.  Thej^ 
reported  complete  relief  from  sj^mptoms  in 
76  per  cent,  partial  relief  in  17.6  per  cent 
and  no  relief  in  10.2  per  cent.  Of  further 
interest,  was  that  48  women  conceived  dur- 
ing treatment.  Arrest  of  sj-mptoms  lasted 
from  six  to  twelve  months  following  with- 
drawal of  the  drug.  Apparently,  these  wom- 
en continued  to  menstruate  throughout  ther- 
apy. 

Scott  and  Wharton^®  treated  endometriosis 
in  Rhesus  monkeys  with  pure  crystalline 
testosterone  for  periods  of  six  to  27  months. 
During  this  time,  periodic  biopsies  of  the 
ectopic  endometrium  were  observed.  All  of 
the  animals  had  normal  ovarian  function 
during  the  experiment.  No  evidence  of  any 
atrophy  or  fibrosis  of  the  lesions  was  noted. 
No  decidual  formation  was  noted.  All  of  the 
biopsies  had  a nonsecretory  proliferative  pat- 
tern with  evidence  of  both  old  and  recent 
hemorrhage.  These  authors  concluded  that 
this  drug  is  of  little  value  in  treatment  of 
external  endometriosis  in  monkeys. 

In  general,  androgens  are  not  of  as  much 
value  as  synthetic  progestins  and  are  little 
used  at  present. 

Estrogen  Therapy 

Karnaky®  reported  a series  of  37  cases  of 
endometriosis  treated  by  diethylstilbestrol 
for  periods  of  three  to  six  months.  Diag- 
nosis of  endometriosis  was  made  on  a clinical 
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basis  only  in  27  of  the  women  and  by  histo- 
logical means  in  the  remainder.  The  author 
used  the  following  dosage  schedule:  0.5  mg 
was  given  orally  for  three  nights  and  every 
fourth  night  the  dose  was  increased  by  1.0 
mg  until  5.0  mg  were  being  taken  daily. 
This  dosage  was  continued  until  spotting  or 
bleeding  occurred  and  then  10  mg  was  given 
every  15  minutes  until  the  bleeding  stopped. 
The  patient  was  then  maintained  on  10  mg 
daily  until  bleeding  ocurred  again  at  which 
time  she  was  given  15  mg  every  15  minutes 
until  the  bleeding  stopped  and  was  then 
maintained  on  15  mg  daily  until  bleeding  oc- 
curred again.  The  dose  was  increased  5 mg 
as  before.  All  subsequent  breakthrough- 
bleeding was  handled  in  this  fashion.  The 
purpose  of  this  treatment  is  to  keep  the  pa- 
tient amenorrheic  for  three  to  six  months. 
The  author  states  that  estrogens  must  be 
increased  every  two  to  six  weeks  because  the 
patient  becomes  accustomed  to  a dosage 
schedule  and  breakthrough-bleeding  will  oc- 
cur. The  author  achieved  100  per  cent  re- 
mission of  symptoms  in  all  patients  during 
the  course  of  therapy.  Five  of  the  patients 
became  pregnant  subsequent  to  therapy.  He 
states  that  none  of  the  patients  with  severe 
dysmenorrhea  have  been  completely  relieved 
of  discomfort  at  menses,  but  the  symptoms 
were  not  severe  enough  to  require  anything 
more  than  aspirin  for  relief.  In  three  pa- 
tients who  showed  extensive  pelvic  involve- 
ment at  exploratoiy  laporotomy,  no  defini- 
tive surgery  was  done  other  than  a biopsy. 
Five  months  of  stilbestrol  treatment  enabled 
the  pelvic  organs  to  be  freely  movable  on 
bimanual  examination,  and  these  women 
have  been  free  of  pelvic  pain  for  periods  of 
one  to  nine  years. 

On  the  other  hand.  Gray  and  Barnes®  re- 
ported on  a case  of  endometriosis  in  a 21- 
year-old  nullipara  with  extensive  pelvic  in- 
volvement. They  started  treatment  by  giv- 
ing the  patient  1 mg  per  day  of  stilbestrol 
and  increased  the  dose  by  1 mg  each  week 
until  5 mg  was  the  daily  dose.  This  dose 
was  increased  in  5 mg  increments  until  a 
dose  of  25  mg  per  day  was  reached  at 
which  time  excessive  vaginal  bleeding  de- 
veloped. Doses  of  up  to  110  mg  daily  were 
of  no  avail  and  after  ten  days  of  profuse 


bleeding  the  drug  was  stopped,  the  patient 
transfused,  and  a uterine  curettement  was 
done.  The  endometrium  obtained  showed  a 
marked  degree  of  hyperplasia.  Therapy  was 
reinstituted  as  before  and  by  five  and  one- 
half  weeks  the  patient  was  again  bleeding  ex- 
cessively and  this  was  again  refractory  to 
increased  doses  of  stilbestrol.  The  bleeding 
continued  until  17  days  after  the  drug  was 
withdrawn.  The  patient’s  symptoms  re- 
curred immediately  and  a total  abdominal 
hysterectomy  and  bilateral  oophorectomy 
was  performed.  At  biopsy,  both  the  uterine 
and  ectopic  endometrium  showed  marked 
cystic  hyperplasia  without  any  evidence  of 
atrophy.  The  patient  had  excellent  relief 
of  symptoms  following  the  operation.  These 
two  reports  typify  the  varying  experiences 
reported  with  estrogen  therapy. 

Scott  and  Wharton^^  reported  on  the  ef- 
fectiveness of  stilbestrol  in  treatment  of  en- 
dometriosis in  Rhesus  monkeys.  These  ani- 
mals were  treated  for  periods  of  31/2  to  24 
months.  Cyclic  menstruation  occurred 
throughout  therapy,  and  biopsy  revealed  evi- 
dence of  old  and  recent  hemorrhage  in  the 
areas  of  ectopic  endometrium  suggesting  that 
ectopic  endometrium  is  subject  to  break- 
through-bleeding  as  is  normal  endometrium. 
Cystic  hyperplasia  was  noted  in  both  the 
ectopic  and  uterine  endometrium.  From 
these  findings  the  authors  concluded  that  es- 
trogens were  of  little  benefit  to  these  ani- 
mals. 

While  they  have  their  advocates,  various 
programs  of  estrogen  therapy  are  not  now  as 
widely  used  as  progestational  agents. 

Progestational  Agents 

In  1958,  Kistner®  first  reported  on  12 
patients  who  were  treated  with  a combina- 
tion of  progestational  agents  and  estrogen. 
These  patients  were  treated  for  periods  of 
two  and  one-half  to  four  months  with  con- 
siderable improvement.  This  led  the  author 
to  conclude  that  progestational  agents  in 
combination  with  estrogens  are  of  value  in 
the  treatment  of  endometriosis.  He  postu- 
lated that  these  drugs,  when  given  continu- 
ously, create  a pseudopregnancy  and  that  the 
ectopic  endometrium  responds  in  a fashion 
similar  to  that  seen  in  a normal  pregnancy. 
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Since  that  time,  the  same  author  has  pub- 
lished many  articles  concerning  his  experi- 
ence in  treatment  of  endometriosis  with 
these  agents.  To  date,  there  are  over  200 
patients  in  his  series.  The  bulk  of  expeid- 
ence  has  been  with  the  19-norsteroid,  nor- 
ethynodrel  (Envoid)  but  he  also  has  used 
other  progestins.  The  following  is  a brief 
summary  of  his  experience  with  these  agents. 

Delalutin  ( 17 -alpha-hydroxyprogesterone 
caproate)  — This  drug  was  administered 
parenteraily  in  doses  of  62.5  mg  weekly  with 
5.0  mg  of  diethylstilbestrol.  The  dosage  was 
increased  every  two  weeks  so  that  by  the 
end  of  12  weeks  the  patient  was  receiving 
500  mg  weekly.  The  dosage  of  the  estrogen 
was  increased  weekly  so  that  the  patient  was 
receiving  60  mg  daily  by  12  weeks.  The 
author  also  used  Deluteval  (Delalutin  and 
estradiol  valerate,  250  mg  and  5 mg/ml  re- 
spectively). The  latter  is  the  same  prepar- 
ation that  Thomas^**  used  on  28  patients. 
They  were  given  biweekly  injections  of  1 ml. 
He  treated  these  women  for  four  to  10 
months  with  excellent  results.  Kistner  feels 
that  Delalutin  has  less  androgenic  potential 
than  the  other  progestins  since  no  signs  of 
androgenicity  were  observed  in  any  of  the 
patients  treated  by  this  drug.  Also,  he  feels 
that  there  are  advantages  to  the  use  of  this 
drug  because  it  can  be  administered  paren- 
teraily and,  therefore,  greater  constancy  of 
absorption  is  afforded. 

Envoid  ( 1 7 -alpha  - eth  ynyl-1 7-hyd  roxy  -5- 
lO-estren-3-one  with  1.5%  ethynyl  estradiol 
3-methyl  ether)  — Kistner®- ® has  treated 
the  majority  of  the  patients  in  his  series  with 
this  drug.  Envoid  contains  9.85  mg  of  the 
progestational  agent,  norethynodrel,  and  0.15 
mg  of  the  estrogen  per  10  mg  tablet.  The 
author  has  used  the  following  dosage  sched- 
ule: 10  mg  daily  for  two  weeks  with  10  mg 
increments  every  two  weeks  until  the  main- 
tenance dose  of  30  to  40  mg  daily  is  at- 
tained. Subsequently,®  the  author  states  that 
a maintenance  dose  of  20  mg  daily  is  ade- 
quate and  that  higher  doses  contribute  noth- 
ing more  to  a successful  outcome.  The  high- 
est incidence  of  recurrence  has  been  in  those 
women  treated  less  than  six  months.  There- 
fore, the  author  recommends  treatment  of  no 
less  than  six  months  and  for  nine  to  12 


months  in  those  patients  with  extensive  in- 
volvement. Norethynodrel,  though  a 19- 
norsteroid,  has  a slight  estrogenic  effect  and 
this  in  combination  with  the  small  amount  of 
estrogen  present  in  Enovid  tends  to  cause 
nausea  and  mastalgia.  These  side  effects 
usually  do  not  persist  past  the  first  two  to 
three  weeks  of  treatment  and  they  are  rarely 
severe  enough  to  warrant  discontinuance  of 
the  drug.  The  author  feels  that  an  initial 
dose  of  5 mg  rather  than  10  mg  diminishes 
both  the  frequency  and  the  severity  of  these 
symptoms.  The  author  also  feels  that  this 
progestin  is  less  androgenic  than  other  pro- 
gestational agents  which  have  the  double 
bond  in  the  4-5  position  as  does  testosterone. 
No  overt  signs  of  masculinization  have  been 
noted  in  his  series. 

Provera  ( 6-alpha  methyl-1 7 -alpha  hydroxy- 
progesterone  acetate)  — This  drug  is  admin- 
istered every  two  weeks  by  the  parenteral 
route.  The  dose  is  a constant  one,  100  mg 
every  two  weeks  and  the  patient  is  also  given 
0.05  mg  of  ethynyl  estradiol  daily.  The  lat- 
ter may  be  increased  in  0.05  mg  increments 
every  two  to  three  weeks  if  desired  or  one 
may  wait  until  breakthrough-bleeding  oc- 
curs before  increasing  the  dose.  Break- 
through-bleeding and  nausea  have  been  min- 
imal with  this  drug  and  the  former  is  easily 
controlled  by  increasing  the  dose  of  the 
estrogen.  This  regimen  is  similar  to  that 
employed  by  Greenblatt  and  Barfield^  who 
reported  75  per  cent  improvement  in  their 
series. 

Norlutin  (17-alpha-ethyny-19-nortestoster- 
one)  — This  drug  is  essentially  the  same  as 
norethynodrel  except  for  a greater  androgenic 
potential  as  revealed  by  both  animal  experi- 
ments and  clinical  observations.  Neither 
nausea  nor  mastalgia  have  been  reported  by 
those  using  this  drug,  but  sodium  retention 
and  edema  have  been  on  a par  with  Enovid. 
The  lack  of  estrogen  probably  accounts  for 
the  absence  of  nausea  and  mastalgia.  Break- 
through-bleeding  is  a much  greater  problem 
with  this  drug,  again  because  of  the  absence 
of  estrogen,  and  acne,  hirsutism  and  in- 
creased libido  are  not  uncommon.  The  au- 
thor used  the  following  dosage  schedule:  20 
to  50  mg  orally  daily  for  seven  to  nine 
months.  An  acetic  ester  (Norlutate)  has 
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been  prepared  and  has  approximately  twice 
the  potency  of  the  parent  compound.  This 
drug  has  been  used  with  good  effect  in  doses 
of  ten  to  twenty  mg  daily. 

It  is  again  of  interest  to  note  a report  by 
Scott  and  Wharton^'^  on  the  use  of  norethin- 
drone  (Norlutin)  in  the  treatment  of  endo- 
metriotic  monkeys.  They  were  unable  to 
find  any  beneficial  effect  on  the  lesions  from 
the  use  of  this  drug.  A similar  finding  was 
noted  in  the  same  paper  in  monkeys  treated 
with  progesterone.  They  did  note,  however, 
that  the  lesions  were  more  readily  identi- 
fiable after  treatment  and  that  the  adhe- 
sions were  dissected  much  more  readily. 
They  suggest  that  the  use  of  progesterone 
for  a four  or  five  week  period  prior  to  oper- 
ation would  make  the  surgeon’s  task 
easier.!® 

In  summary,  Kistner  reports  75  to  85  per 
cent  clinical  improvement  regardless  of  the 
progestin  used.  He  feels  that  any  of  these 
agents  can  satisfactorily  maintain  a pseudo- 
pregnancy and  that  the  drugs  may  be  used 
interchangeably;  for  example,  if  the  patient 
is  unable  to  tolerate  Enovid  because  of  un- 
controllable nausea,  Norlutin  may  be  sub- 
stituted. Conversely,  if  the  patient  develops 
hirsutism  or  excessive  breakthrough-bleeding 
while  on  Norlutin,  then  Enovid  may  be  used. 

Other  authors!®' !®-  have  reported  on  their 
experiences  in  the  treatment  of  this  disease 
with  progestational  agents  and  have  had  a 
degree  of  success  comparable  to  that  of  Kist- 
ner. 

Goldzieher^  discussed  the  changes  noted  in 
the  uterine  endometrium  in  patients  on  con- 
tinuous 19-norsteroid  therapy.  For  the  first 
few  days  the  effect  is  similar  to  that  seen 
with  progesterone  but  the  glands  fail  to  pro- 
gress past  the  16-  or  17-day  stage  of  the 
normal  menstrual  cycle  and  they  regress 
to  the  5-day  stage.  Pseudodecidual  changes 
begin  to  appear  after  12  days.  After  20  days 
the  stroma  resembles  that  of  an  early  preg- 
nancy while  the  glands  continue  to  regress. 
After  two  months  a decidual  response  is  pres- 
ent with  minimal  vascular  growth  and  hypo- 
plastic glands.  Later,  focal  decidual  necrosis 
develops  and  after  six  months  the  endo- 
metrium degenerates  to  a pattern  of  atrophic 


glands  and  sparse  stroma  made  up  of  fibro- 
blast-like cells. 

Conclusions 

1.  The  non-surgical,  non-hormonal  ap- 
proach to  the  patient  with  endometri- 
osis having  only  minor  symptoms  has 
been  discussed. 

2.  A review  of  some  of  the  current  think- 
ing on  the  surgical  management  has 
been  presented. 

3.  Reports  of  the  experiences  of  several 
workers  in  the  use  of  testosterone  in 
the  treatment  of  endometriosis  have 
been  presented.  The  use  of  andro- 
gens has  been  of  some  value  but  their 
use  is  limited  by  the  tendency  to  mas- 
culinization  on  prolonged  use. 

4.  The  results  of  the  use  of  estrogens  in 
the  treatment  of  endometriosis  have 
been  reviewed.  The  use  of  estrogens 
is  of  greater  value  but  they  do  not  ap- 
pear to  cause  much  objective  improve- 
ment in  the  disease  and  they  are  prone 
to  cause  nausea,  mastalgia  and  break- 
through-bleeding. Withdrawal-bleed- 
ing can  be  severe. 

5.  The  results  of  the  use  of  progestational 
agents  in  the  treatment  of  endometrio- 
sis have  been  reviewed.  The  proges- 
tational agents  have  yielded  the  best 
results  to  date,  75  to  85  per  cent  im- 
provement. Their  use,  either  alone  or 
in  conjunction  with  conservative  sur- 
gery is  the  best  therapy  available  to- 
day short  of  pregnancy. 
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“Then  came  the  laborers  home  from  the  field,  and 
serenely  the  sun  sank 

Down  to  his  rest,  and  twilight  prevailed.  Anon 
from  the  belfry 

Softly  the  Angelus  sounded,  and  over  the  roofs 
of  the  village 

Columns  of  pale  blue  smoke,  like  clouds  of 
incense  ascending. 

Rose  from  a hundred  hearths,  the  homes  of  peace 
and  contentment. 

Thus  dwelt  together  in  love  these  simple 
Acadian  farmers, — 

Dwelt  in  the  love  of  God  and  man.  Alike  were 
they  free  from 

Fear,  that  reigns  with  the  tyrant,  and  envy  the 
vice  of  republics. 

(From  Longfellow’s  Evangeline) 
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Treatment  of  Acute  External  Otitis* 


Acute  external  otitis  is  a com- 
mon occurrence  during  the 
summer  months.  It  is  an  in- 
flammatory disease,  primarily  of  the  skin 
of  the  external  auditory  canal,  and  has  var- 
ious causes.  Most  often  a bacterial  infec- 
tion is  the  responsible  factor.  Fungi,  sebor- 
rhea, and  other  noninfectious  conditions, 
such  as  allergy,  may  also  cause  an  inflam- 
mation of  the  canal  of  the  external  ear. 

Obviously,  the  treatment  must  be  tailored 
to  the  etiology. 

During  summer  months  external  otitis  is 
usually  of  an  infectious  nature.  To  under- 
stand the  development  of  bacterial  external 
otitis,  one  must  realize  that  the  normal  skin 
of  the  external  auditory  canal  is  protected 
by  an  acid  mantle,  which  makes  it  difficult 
for  bacteria  or  fungi  to  grow.  However, 
the  acid  pH  of  the  ear-canal  changes  to  al- 
kaline under  certain  conditions,  which  then 
favor  bacterial  growth.  Moisture  is  one 
of  the  primary  factors  which  changes  the 
acid  pH  to  the  alkaline  side.  Furthermore, 
the  normal  ear-canal  usually  harbors  no 
“pathogens,”  but  Staphylococcus  albus  and 
diptheroids.  However,  these  “innocent 
Staphylococci”  may  mutate  into  more  viru- 
lent strains  which  will  grow  rapidly  under 
favorable  conditions.  A “swimmer’s  ear,” 
for  example,  which  occurs  in  patients  who 
get  contaminated  water  into  the  ear  canal, 
may  show  Pseudomonas,  Proteus,  Strepto- 
coccus or  Staphylococcus  aureus.  The  con- 
taminated water  is  absorbed  by  the  wax  of 
the  ear-canal.  It  macerates  the  skin  of  the 
canal  and  creates  an  alkaline  pH.  This  af- 
fords a basis  for  rapid  bacterial  growth  and 
infection. 

Infection  due  to  fungus  is  most  often 
caused  by  Aspergillus  niger  or  Penicillin 
species.  However,  fungi  are  not  the  main 
offenders  and  make  up  only  a small  per- 
centage of  the  acute  infectious  conditions 
of  the  external  auditory  canal  in  our  area, 
which  is  the  eastern  part  of  Nebraska. 

Infectious  external  otitis  may  start  with 
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itching.  Usually,  soreness  occurs  soon  and 
develops  rapidly  into  severe  pain.  This  pain 
may  be  of  a thumping  character,  and  it  is 
always  aggravated  by  touch  or  pull  of  the 
auricle  or  tragus.  Generalized  symptoms, 
such  as  fever,  are  usually  absent.  If  present, 
regional  lymphadenitis  or  perichrondritis 
may  have  developed  as  a complication  of 
external  otitis. 

Examination  of  the  ear-canal  shows  red- 
ness and  marked  swelling  of  the  skin.  A 
small  or  large  amount  of  debris  or  pus  may 
be  present.  Sometimes  the  swelling  will  be 
quite  severe  so  that  only  a small  applicator 
may  be  forced  into  the  canal. 

Treatment  is  mainly  directed  toward  the 
ear-canal  itself.  It  is  of  utmost  importance 
that  all  the  pus  and  debris  be  removed  with 
meticulous  care,  using  a metal  suction  tip 
or  a wire  applicator  with  a small  amount  of 
cotton  wrapped  around  its  end.  This  should 
be  done  under  direct  vision  with  the  head- 
mirror  or  the  otoscope.  All  debris  and  pus 
should  be  removed  gently,  because  the  skin 
of  the  ear  canal  is  easily  injured  and  bleed- 
ing then  occurs.  The  usual  wooden  cotton 
applicators  are  too  big  to  be  introduced  ef- 
fectively and  should  not  be  used  in  the 
presence  of  marked  swelling  of  the  ear- 
canal.  Irrigation  should  be  used  only  in 
cases  where  the  debris  cannot  be  removed 
with  applicators.  It  is  obvious  that  irri- 
gation with  water  will  only  sei*ve  to  further 
enhance  bacterial  growth.  If  it  has  to  be 
done,  careful  drying  of  the  canal  is  neces- 
sary. The  most  important  part  of  the  treat- 
ment is  proper  cleansing  of  the  ear-canal. 
Simple  cleansing,  to  be  repeated  in  two  to 
three  days,  together  with  local  application 
of  Burow’s  solution  (aluminum  subacetate 

♦This  study  was  supported  by  the  Lincoln  Medical  Research 
Foundation. 
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and  acetic  acid),  one-half  strength,  every 
other  hour  for  two  days  and  then  four  times 
a day,  will  in  many  cases  cure  the  external 
otitis  in  a matter  of  a few  days.  If  the 
canal  is  very  swollen,  a wick  of  a small,  14. 
or  i/8-inch  gauze  strip,  soaked  in  the  solu- 
tion, should  be  introduced  into  the  canal. 
Sometimes  a small  amount  of  force  is  nec- 
essary. This  will  permit  the  solution  to 
travel  along  the  wick  and  thus  assure  ade- 
quate delivery  to  all  parts  of  the  ear-canal. 
The  wick  may  be  removed  after  two  days. 
Local  application  of  antibiotic  solutions  in 
the  form  of  drops  will  hasten  the  recoverj* 
and  arrest  the  disease  which  would  not  re- 
spond to  Burow’s  solution  alone.  Therefore, 
topical  antibiotic  solutions  may  be  used  im- 
mediately. It  is  impossible  to  ascertain  in 
the  beginning  which  cases  will  not  respond 
to  Burow’s  solution  alone.  Parenteral  or 
peroral  administration  of  penicillin  is  usual- 
ly worthless,  because  the  responsible  organ- 
ism is  usually  penicillin  resistant,  and  with- 
out cleansing  the  canal  many  organisms 
would  be  left  in  the  debris,  and  recovery  pro- 
longed or  relapse  induced.  Other  antibiotics, 
perorally  given,  may  also  not  be  effective. 


Parenteral  or  oral  administration  of  anti- 
biotics, therefore,  should  be  reserved  for 
the  severe  case  where  fever,  Ijunphadeno- 
pathy,  or  perichondritis  are  present;  then 
should  be  given  in  large  dosages.  Topical 
cortisone  or  pharmaceutical  topical  prepara- 
tions with  cortisone  have  not  shown  any 
great  advantage.  Cortisone  does  not  play 
any  important  part  in  the  treatment  of  the 
acute  infectious  external  otitis.  It  is  most 
useful  in  chronic  external  otitis. 

Bacterial  infection  is  by  far  the  main 
cause  of  external  otitis  during  the  summer 
months.  The  causative  agents  vary  in  dif- 
ferent parts  of  the  country;  also,  the  sensi- 
tivity pattern  for  microorganisms  can  be 
different  from  one  area  of  the  country  as 
compared  to  another.  Therefore,  it  is 
helpful  to  have  knowledge  about  the  organ- 
isms and  their  sensitivities  commonly 
found  in  acute  external  otitis. 

The  following  tables  illustrate  our  exper- 
iences in  the  frequency  of  occurrence  of  the 
organisms  in  this  area  and  their  sensitivities 
in  acute  external  otitis  during  the  summer 
months : 


TABLE  I 

DISTRIBUTION  OF  ORGANISMS  OCCURRING  IN  ACUTE  EXTERNAL 


OTITIS  WITH  SENSITI\TTY  PATTERNS  TO  FOUR  ANTIBIOTICS 

Sensitivity  Patterns 

Number  9f  of  Number  Sensitive  /% Sensitive 

Organism  Isolated  Total  Chloromycetin  Polymyxin  B Neomycin  Penicillin 

Staphylococcus  species 75  30%  65/  87%  29/  29%  72/  96%  10/  13% 

Pseudomonas  species 61  24%  36/  59%  61/100%  35/  57%  0/  0% 

Proteus  species 58  23%  50/  86%  33/  57%  32/  55%  7/  10% 

Coli-aerogenes  group 24  10%  23/  96%  12/  50%  14/  58%  0/  0% 

Streptococcus  species 12  4%  12/100%  5/  42%  8/  67%  12/100% 

D.  pneumonia 12  4%  12/100%  6/  50%  10/  83%  12/100% 

Other  isolates* 13  5%  6/100%  1/  17%  4/  67%  4/  66% 

TOTALS 253  204/  83%  147/  60%  175/  71%  45/  18% 


*AlkaIigenes  faecalis,  hemophilus  species.  Neisseria  species.  Bacillus  species.  Aspergillus  niger  and  fumigatus. 


TABLE  II 

PERCENT  EFFECTIVENESS  USING  COMBINATION 
OF  TWO  ANTIBIOTICS 


Polymyxin  B-  Chloromycetin- 


Organism  Neomycin  Polymyxin  B 

Staphylococcus  sp.  100%  83% 

Pseudomonas  sp. 100%  100% 

Proteus  sp. 67%  97% 

Coli-Aerogenes  gp. 75%  100% 

Streptococcus  sp. 75%  100% 

D.  pneumonia 67%  100% 


Chloromycetin- 

Neomycin 

100% 

71% 

95% 

100% 

100% 

100% 
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Materials  and  Methods 

Using  aseptic  techniques,  cultural  mater- 
ial was  obtained  from  the  ears  of  253  un- 
selected patients  by  the  use  of  cotton  swabs 
on  the  end  of  wire  applicators.  These  swabs 
were  taken  in  duplicate.  One  swab  was 
placed  in  thioglycolate  broth,  the  other  was 
immediately  placed  on  a blood  agar  plate 
and  incubated  under  carbon  dioxide  tension 
at  37  degrees  centigrade  for  twelve  hours. 
The  isolated  organisms  were  classified  by 
conventional  methods  and  staphylococci  were 
classified  to  be  coagulase  positive  or  coag- 
ulase  negative.  After  isolation,  antibiotic 
sensitivity  tests  were  carried  out  on  blood 
agar  plates  using  the  standard  disk  anti- 
biotic sensitivity  test  method.  In  all  instan- 
ces, the  strength  of  the  disks  was  the  great- 
est strength  available  of  the  brand  which 
we  were  using.*  Since  previous  studies  had 
indicated  that  one  of  three  antibiotics  would 
be  effective  in  the  treatment  of  acute  ex- 
ternal otitis,  three  antibiotics,  chloramphen- 
icol (Chloromycetin),  polymyxin  B sulfate 
(Polymyxin  B),  and  neomycin,  were  used. 
As  an  indication  as  to  the  effectiveness  of 
penicillin,  this  antibiotic  sensitivity  disk  was 
also  used  to  evaluate  its  in  vitro  effective- 
ness. The  strength  of  the  disks  used  was 
as  follows:  Chloramphenicol  30  micro- 

grams, polymyxin  B sulfate  30  micograms, 
neomycin  30  micrograms,  penicillin  10  units. 
Sensitivity  tests  were  read  at  the  end  of 
six  and  twenty-four  hours,  with  the  results 
at  the  end  of  six  hours,  if  available,  being 
considered  to  be  the  more  accurate.  The 
presence  of  a zone  around  the  antibiotic 
sensitivity  disk  was  considered  to  be  in- 
dicative that  the  antibiotic  was  effective,  in 
vitro,  against  the  organism  being  tested.  On 
several  instances  two  microorganisms  were 
isolated  from  the  ear  canal,  and  in  these 
instances  the  gram  negative  rod  was  con- 
sidered the  causative  organism.  Such  or- 
ganisms as  Staphylococcus  albus,  Coryne- 
bacterium  xerosis,  and  Bacillus  subtilis,  were 
considered  to  be  contaminates  and  not  path- 
ogenic. In  this  study,  seven  patients,  or  2.7 
per  cent  were  found  to  have  mycotic  infec- 
tions, with  the  causative  organisms  being 
Aspergillus  niger  and  fumagatus  which  re- 
sponded in  all  instances  to  Triacetin  (Funga- 

•Sensi-Discs  (Baltimore  Biological  Laboratories). 


cetin).  Nystatin  (Mycostatin,  and  Amph- 
otericin B (Fungizone)  in  invitro  sensitivity 
tests. 

Discussion 

The  consecutive  cultures  presented  show 
that  Pseudomonas  aeruginosa  occured  in  24 
per  cent,  Proteus  species  in  23  per  cent, 
and  Staphylococcus  species  in  30  per  cent. 
The  remainder  were  Diplococcus  pneumon- 
iae, , Hemophilus  species,  coliform  bacilli, 
and  so  on.  Mycotic  elements  occurred  in 
2.7  per  cent  of  the  cases.  Three  organisms. 
Pseudomonas  aei-uginosa,  Proteus,  and 
Staphylococcus  seem  to  be  of  the  most  con- 
cern. The  sensitivity  studies  illustrate  that 
these  organisms  have  become  highly  anti- 
biotic-resistant and  almost  completely  so  to 
penicillin ; however,  they  are  adequately  sen- 
sitive to  polymyxin  B sulfate,  neomycin,  and 
chloramphenicol.  These  three  antibiotics 
are  available  in  topical  solutions,  single  or 
in  combinations.  With  the  use  of  polymyxin 
B sulfate  and  neomycin.  Staphylococcus 
aureus  and  Pseudomonas  aeruginosa  seem  to 
respond  in  100  per  cent  of  the  cases.  In  the 
instance  of  Proteus,  however,  33  per  cent 
resistance  was  shown  to  this  same  anti- 
biotic combination,  a 5 per  cent  resistance 
to  the  chloramphenicol  and  neomycin,  but 
only  a 3 per  cent  resistance  to  chloramph- 
enicol, polymyxin  B combination.  As  far 
as  treatment  is  concerned,  Proteiis  species 
are  the  most  difficult  to  treat.  In  our  stud- 
ies some  Proteus  species  responded  to  no 
antibiotic  in  the  in  vitro  sensitivity  test  nor 
to  any  combination  of  antibiotics. 

From  the  results  of  the  above  studies,  it 
would  seem  that  the  use  of  a topical  appli- 
cation containing  polymyxin  B sulfate  and 
neomycin  in  an  acid  pH  would  be  most  pre- 
ferred. This  should,  as  a rule,  in  combina- 
tion with  thorough  cleansing  of  the  ear- 
canal,  control  all  cases  caused  by  Staph- 
ylococcus aureus  and  Pseudomonas.  This 
treatment  will  fail,  however,  in  33  per  cent 
of  the  cases  where  Proteus  is  the  respon- 
sible organism.  It  has  been  our  experience 
that  if,  after  thorough  cleansing  initially 
and  repeated  cleansing  for  two  to  three  days, 
an  external  otitis  has  not  responded,  it  can 
be  assumed  that  the  organisms  are  not  sensi- 


March,  1964 


113 


tive  to  the  above  combination  and  topical 
chloramphenicol  drops  should  be  used.  One 
can  assume  that  only  3 per  cent  of  the  Pro- 
tens  would  not  respond  to  the  consecutive 
chloramphenicol  application  after  neomycin 
and  polymyxin  B sulfate  had  been  used.  (See 
Table  No.  2).  Since  3 per  cent  of  the  Proteus 
species  did  not  respond  in  vitro  to  any  of 
the  antibiotics,  it  must  be  emphasized  that 
proper  and  thorough  cleansing  of  the  ear- 
canal,  with  removal  of  the  debris  and 
trapped  bacteria,  in  combination  with  in- 
stillation of  aluminum  subacetate  and  acetic 
acid  drops  (Burow’s  solution),  is  still  the 
basis  of  a successful  treatment  and  speedy 
recoveiy. 

Sensitivity  patterns  of  the  other  organ- 
isms found  in  external  otitis  were  not  listed 
because  in  our  experience  they  were  always 
sensitive  to  either  neomycin,  polymyxin  B 
sulfate,  or  chloramphenicol. 

If  fever,  lymphadenopathy,  or  perichondri- 
tis occurs,  systemic  antibiotic  treatment,  in 
addition  to  topical  instillations,  is  neces- 
sary. One  should  always  emphasize  that 
taking  a culture  initially  is  the  best  way  to 
start  the  treatment.  It  has  been  our  pur- 
pose in  this  survey  to  attempt  in  some  way 
to  show  the  usual  organisms  present  in 
acute  external  otitis  in  this  area,  and  that 
where  it  is  impossible  to  obtain  cultures, 
selection  of  the  proper  antibiotic  solution 
may  be  of  great  help  and  shorten  the  period 
of  recovery.  It  should  be  emphasized  that 
the  use  of  penicillin  in  acute  external  otitis 
in  the  majority  of  the  cases  is  of  no  use 
whatsoever. 

Summary 

Two  hundred  fifty-three  consecutive  cul- 
tures on  acute  external  otitis  were  taken. 


and  it  was  shown  that  Pseudomonas  aemigin- 
osa,  Proteus  species,  and  Staphylococcus  spe- 
cies were  the  predominate  organisms.  These 
organisms  also  did  not  show  sensitivity  to 
the  usual  antibiotics,  however,  were  strongly 
sensitive  to  either  poljnnyxin  B,  neomycin, 
or  chloramphenicol.  Therefore,  it  is  suggest- 
ed that  treatment  of  acute  external  otitis 
be  with  a combination  of  poljnnyxin  B and 
neomycin  topical  solution,  to  be  followed  by 
chloramphenicol  topical  solution  if  the  extern- 
al otitis  has  not  responded  after  two  days. 
It  is  emphasized  that  proper  and  thorough 
cleansing  of  the  ear-canal  is  of  utmost  im- 
portance. The  role  of  aluminum  subacetate 
and  acetic  acid  (Burow’s  solution)  to  lower 
the.  pH  has  been  discussed.  Complications 
of  external  otitis,  for  example,  perichond- 
ritis, lymphadenitis,  and  so  on,  should  be 
treated  with  systemic  antibiotics.  Mycotic 
elements  play  a minor  role  as  causative 
agents  in  external  otitis  in  this  area  (2.7  per 
cent  out  of  253  consecutive  cases  were  due 
to  mycotic  elements).  Diplococcus  pneu- 
moniae, Hemophilus  species,  and  coliform 
bacilli,  and  so  on,  were  present  in  some  in- 
stances and  were  responsible  for  some  cases 
of  external  otitis ; however,  routinely  re- 
sponded not  only  to  the  common  antibiotics 
but  also  to  those  mentioned  above. 
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THE  MONROE  DOCTRINE 

“We  would  consider  any  attempt  on  their  (foreign  nations) 
part  to  extend  their  system  to  any  poi"tion  of  this  hemisphere  as 
dangerous  to  our  peace  and  safety.”  (From  President  Monroe’s 
message  to  Congress  on  December  2,  1823). 
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Management  of  Rectal  Prolapse 


Few  physicians  have  the  oppor- 
tunity to  see  a large  number 
of  patients  with  rectal  pro- 
lapse. When  one  considers  the  lack  of 
agreement  as  to  the  exact  cause  of  rectal 
prolapse,  and  the  fact  that  over  fifty  differ- 
ent techniques  for  its  repair  have  been  pub- 
lished, it  is  little  wonder  that  some  confu- 
sion exists  about  the  best  treatment  for  this 
condition. 

There  are  several  stages  or  degrees  of 
this  entity.  However,  more  important  than 
a precise  classification,  is  an  understanding 
of  the  altered  anatomy.  Simple  prolapse  is 
the  abnormal  descent  of  the  mucous  mem- 
brane of  the  rectum.  This  may  occur  with 
or  without  protrusion  through  the  anal  ori- 
fice. As  the  condition  progresses,  all  layers 
may  become  involved.  Some  authors  refer 
to  a prolapse  of  all  layers  as  procidentia. 

The  practical  observation  in  the  diagnosis 
of  this  condition  is  that  mucosal  prolapse  is 
characterized  by  radiating  grooves  in  an 
otherwise  rather  taut  mucosa  (figure  la). 
Complete  prolapse  of  all  layers,  by  contrast, 
is  characterized  by  many  concentric  folds, 
and,  unless  excessive  edema  is  present,  the 
mucosa  appears  more  redundant  (figure  lb). 
This  differentiation  is  of  aid  in  planning 
treatment. 

The  extremes  of  age  (children  between 
one  and  five,  and  elderly  people),  are  most 
frequently  seen  because  of  this  problem. 
However,  in  certain  conditions,  such  as  le- 
sions of  the  nervous  system,  it  may  be 
noted  in  all  age-groups. 

In  children,  the  loose  fixation  of  the  sur- 
rounding tissues  and  the  absence  of  the 
sacral  curve,  make  the  course  of  the  rec- 
tum nearly  vertical.  This  anatomical  vari- 
ant combined  with  excessive  straining  may 
result  in  prolapse.  With  elderly  adults, 
generalized  muscular  weakness  with  a de- 
fect in  the  pelvic  floor,  a deep  pelvic  cul-de- 
sac,  and  an  elongated  mesocolon  are  be- 
lieved to  be  predisposing  causes. 

The  treatment  of  children  usually  presents 
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no  special  problems.  Medication  to  render 
the  stool  soft  is  indicated,  and  it  may  be 
advisable  to  avoid  the  upright  position  for 
defecation.  Sometimes,  strapping  the  but- 
tocks together  with  tape  helps  hold  the  pro- 
lapse in  proper  position  after  it  has  been 
replaced.  The  injection  of  a quinine  urea 
solution,  or  phenol  in  oil  beneath  the  mu- 
cous membrane  is  quite  effective  in  anchor- 
ing the  loose  tissue  with  scar  tissue  (figure 
2).  Usually  one  treatment  is  sufficient,  but 
occasionally  two  or  three  may  be  indicat- 
ed. In  more  severe  problems,  rectorrhaphy 
will  usually  solve  the  problem.  This  is  done 
under  anesthesia  by  searing  the  redundant 
mucosa  in  four  longitudinal  lines,  using,  the 
paquelin  cautery  (figure  3). 

With  adult  patients  who  are  suitable  can- 
didates for  surgical  operation,  the  abdom- 
inal approach  is  most  desirable.  In  this  pro- 
cedure, the  dissection  is  similar  to  that  for 
an  abdomino-perineal  resection.  Posterior- 
ly, the  bowel  is  freed  to  the  level  of  the  coc- 
cyx, and  laterally,  the  rectal  stalks  are  ex- 
posed. The  lateral  ligaments  are  then 
plicated  and  fixed  to  Denonvilliers’  or  the 
endopelvic  fascia.  The  bowel  is  held  taut 
and  anchored  in  the  pelvis  to  the  psoas 
tendon  (figure  4).  The  cul-de-sac  is  oblit- 
erated, and,  if  the  sigmoid  is  unusually  re- 
dundant, it  should  be  resected  using  an  end 
to  end  anastomosis.  This  technique  is  es- 
sentially that  of  Bacon  and  Ross.^ 

Many  patients,  presenting  themselves 
with  these  problems  are  not  good  candi- 
dates for  extensive  operation  and  for  this 
group,  the  Thiersch  procedure  is  very  use- 
ful. It  was  originally  described  as  the  peri- 
sphincteric  insertion  of  a silver  wire  (fig- 
ure 5).  It  can  be  done  under  general  or 
local  anesthesia,  thus  allowing  the  patient 
to  be  ambulant  very  shortly  after  operation. 
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Figure  1.  (a)  Radiating  grooves  characteristic  of  mucosal  prolapse.  (b)  Prolapse  of  all  layers 

characterized  by  concentric  folds. 

Figure  2.  Injection  of  sclerosing  solution  sub  mucosally. 

Figure  3.  Scarring  of  redundant  mucosa  to  cause  fixation  by  fibrosis. 


One  of  the  disadvantages  to  the  use  of  silver 
wire  is  that  it  may  break.  If  this  does  oc- 
cur, it  easily  can  be  replaced.  To  imple- 
ment this  problem,  Burke  and  Jackman^ 
recently  have  suggested  the  use  of  a twisted 
steel  wire,  and  Schwartz  and  Marin^  have 
used  a polyethylene  cord.  More  recently, 
Haskell  and  Rovnei*^  have  suggested  the  in- 


sertion of  a crimped  Teflon  arterial  graft 
around  the  anal  outlet,  as  a modified 
Thiersch  operation. 

Case  Reports 

Case  1.  Prolapse  in  an  infant  treat- 
ed by  submucosal  injection  of  a scleros- 
ing solution.  A two-and-one-half-month- 
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Peritoneum 


Figure  4.  (a)  Lateral  ligaments  are  plicated  with  heavy  silk  and  fixed  to  the  endopelvic  fascia, 
(b)  Bowel  is  drawn  cephalad  and  anchored  to  the  psoas  tendon.  (c)  Completed  appearance  with 
the  peritoneum  of  the  mesocolon  closed. 


old  girl  baby  presented  a one-half-inch 
mucosal  prolapse  easily  demonstrated 
upon  straining.  Treatment  consisted  of 
the  injection  of  0.25  cc  of  five  per  cent 
phenol  in  oil  submucosally  in  two  areas. 
This  was  repeated  in  one  week.  One 
year  has  now  elapsed  with  no  further 
prolapse. 

Comment:  I believe  that  a child  like  this 
could  have  been  managed  by  diet  regula- 


tion and  by  strapping  the  buttocks.  Because 
of  the  anxiety  of  the  parents  and  a ques- 
tion as  to  whether  their  cooperation  could 
be  depended  upon,  the  injection  method  was 
chosen. 

Case  2.  Prolapse  in  a young  child 
treated  by  linear  cauterization.  A 2- 
year-old  girl  was  seen  who  had  a six- 
weeks  history  of  rectal  prolapse  with 
nearly  every  bowel  evacuation.  On  sev- 
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FIGURE  5 

Thiersch  Methcd 


Figure  5.  Thiersch  procedure  of  perisphincteric  insertion  of  silver  wire, 
(a)  and  (b)  Insertion  of  silver  wire.  (c)  Silver  wire  in  situ. 


eral  occasions  it  also  occurred  while 
voiding.  This  child  demonstrated  a 
one-and-one-half-inch  prolapse  which 
was  treated  with  quinine  urea  injections 
on  three  separate  occasions.  The  pa- 
tient was  then  symptom  free  for  four 
months  when  the  prolapse  recurred  fol- 
lowing a bout  of  constipation.  At  this 
time  a two-inch  prolapse  was  demon- 
strated. The  patient  was  hospitalized 
and  treated  by  linear  cauterization  in 
four  areas.  No  recurrence  was  noted  in 
one  year  and  the  patient  was  then  lost 
to  follow-up. 


Case  3.  Prolapse  in  an  elderly  ivoman 
ivith  recurrence  after  intra-  abdominal 
surgical  repair.  A 66-year-old  widow 
presented  herself  with  a complete  rec- 
tal prolapse  and  incontinence.  This 
dated  back  41  years  to  the  home  deliv- 
ery of  her  only  child.  Twelve  years  ago 
the  prolapse  was  repaired  surgically 
but  immediately  recurred. 

Examination  revealed  a four  - inch 
prolapse  of  all  the  layers  of  the  rec- 
tum. The  sphincter  muscles  were  intact 
but  were  weak  from  the  constant  pro- 
lapse, and  the  anal  canal  was  patulous. 
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This  condition  was  repaired  intra- 
abdominally.  The  rectum  was  com- 
pletely freed  posteriorly  to  the  level  of 
the  coccyx,  and  laterally,  the  rectal 
stalks  were  exposed.  The  lateral  stalks 
were  attached  to  the  cervicovaginal  fas- 
cia and  the  rectum  was  anchored  pos- 
teriorly to  the  presacral  fascia.  The 
deep  cul-de-sac  was  obliterated. 

Following  operation,  the  patient  was 
continent  for  all  but  loose  stools,  and 
this  condition  was  improving  through 
the  aid  of  regular  perineal  muscle  ex- 
ercises. This  patient  was  followed  nine 
months  postoperatively  revealing  a good 
result.  At  that  time  she  expired  from 
an  intractable  pneumonia. 

Case  4.  Prolapse  in  a young  adult 
ivith  a neurological  defect  managed  by 
intra-abdominal  repair  and  sphincter 
plication.  This  32-year-old  woman  was 
seen  because  of  the  complaint  of  rectal 
bleeding  and  incontinence  which  had 
been  present  four  years.  The  problem 
dated  to  a ruptured  nucleus  pulposus 
which  had  caused  permanent  damage 
to  the  cauda  equina  before  she  request- 
ed medical  help. 

Upon  examination,  the  patient  dem- 
onstrated complete  saddle  anesthesia. 
The  sphincter  muscles  were  flaccid  and 
the  rectum  was  everted  through  the 
anal  canal,  protruding  four  and  one- 
half  inches. 

Repair  was  accomplished  by  the  ab- 
dominal route.  The  lateral  ligaments 
were  attached  to  the  cervicovaginal  fas- 
cia and  the  rectum  was  anchored  to  the 
presacral  fascia.  At  the  completion, 
the  external  sphincter  muscle  was  pli- 
cated. 

This  patient  has  been  followed  five 
years.  She  has  excellent  fixation  of 
the  rectum  in  the  pelvis.  She  has  no 
sensation  in  the  region  however,  and 
relies  upon  daily  irrigations  for  bowel 
control  and  occasionally  has  to  catheter- 
ize  her  bladder.  Even  with  these  prob- 
lems, she  is  able  to  be  employed  as  a 
bookkeeper. 


Case  5.  Prolapse  in  an  elderly  lady 
treated  by  Thiersch  wire.  This  was  a 
75-year-old  spinster  who,  for  seven 
years,  had  complained  of  a rectal  lump 
which  protruded  with  straining  or  upon 
standing.  Moisture  kept  the  perineal 
skin  irritated  and  she  had  the  sensa- 
tion of  incomplete  evacuation.  Seven 
years  ago  she  had  excision  of  prolapsing 
rectal  mucosa. 

Examination  revealed  a protrusion, 
confined  to  the  right  side  of  the  anus, 
about  the  size  of  a golf  ball.  Sphincter 
tone  was  poor  and  the  anal  orifice 
gaped. 

This  was  believed  to  be  a mucosal 
prolapse  and  was  treated  by  a series 
of  five  submucosal  injections.  Phenol 
five  per  cent  in  cotton  seed  oil  was 
used,  injecting  up  to  ten  cc  at  one  time, 
but  not  more  than  1 cc  in  each  site  of 
injection.  After  five  months,  the  pa- 
tient showed  no  improvement.  Upon 
further  observation,  it  was  believed 
that  instead  of  a mucosal  prolapse,  the 
patient  prolapsed  all  layers  of  the 
bowel  wall,  with  the  prolapse  confined 
to  the  right  side. 

She  was  not  a good  surgical  candi- 
date, so  a Thiersch  wire  was  inserted. 
She  has  now  been  followed  one  year 
\\dth  no  recurrence  of  her  symptoms. 

Conclusions 

Objectives  in  the  treatment  of  rectal  pro- 
lapse are  to  restore,  as  nearly  as  possible, 
the  normal  physiology  of  the  lower  bowel 
by  fixing  the  rectum  or  reducing  the  anal 
orifice.  In  an  attempt  to  accomplish  this 
objective,  one  must  be  flexible  in  his  think- 
ing. No  one  procedure  has  been  found  which 
is  a satisfactory  treatment  for  all  situations. 
By  careful  evaluation  of  each  problem,  a 
suitable  technic  can  be  fitted  to  the  patient. 
I believe  that  nearly  every  patient  with 
this  problem  can  be  materially  aided.  Pa- 
tients with  prolapse  of  all  layers  of  the 
bowel  wall  may  not  recover  complete  con- 
tinence. However,  enough  improvement  can 
be  achieved  to  make  the  difference  between 
a patient  leading  a relatively  normal  life  or 
a life  of  voluntary  seclusion. 
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A group  of  patients,  each  with  a differ- 
ent prolapse-problem,  has  been  presented 
together  with  the  various  methods  by  which 
they  were  managed. 
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Abstracts  — 

The  following  are  abstracts  of  presenta- 
tions made  at  the  Annual  Clinical  Meeting, 
Nebraska  Chapter,  American  College  of 
Surgeons,  Grand  Island,  Nebraska,  October 
6,  1963. 

— Editor 

Monitoring  Venous  Pressure  During  Operation, 
by  John  R.  Jones,  MD,  Omaha. 

The  classical  manner  of  monitoring  pa- 
tients in  the  operating  room  has  been  by 
following  respiration,  pulse,  arterial  blood 
pressure  and  color.  In  recent  years,  the 
EKG,  EEG,  direct  arterial  blood  pressures, 
infrared  CO^  analyser,  and  esophageal  steth- 
escope  have  been  added  to  our  armamen- 
tarium. Most  recently,  there  has  been  a re- 
vival of  interest  in  venous  pressures  during 
anesthesia  and  operation. 

Factors  which  influence  venous  pressures 
include;  (1)  Change  in  zero  line  with  change 
in  the  position  of  the  patient;  (2)  vein 
chosen  for  observation;  (3)  venous  values; 
(4)  operative  manipulation,  and  (5)  the  con- 
dition of  the  patient  prior  to  operation. 

An  inexpensive  and  simple  way  of  moni- 
toring venous  pressui’es  is  presented  along 
with  illustrations  of  the  value  of  these  deter- 
minations. 

Experiences  With  Tumors  of  the  Parathyroid 
Gland,  by  R.  F.  Mueller,  MD;  Glenn  F.  Lau,  MD, 
and  John  E.  Murphy,  MD,  Lincoln. 

This  study  undertakes  to  outline  some  of 
the  problems  and  the  diagnosis  of  function- 
ing parathyroid  tumor.  The  tumors  en- 
countered from  the  past  few  years  at  two  of 
the  Lincoln  hospitals  are  analyzed  and  de- 
scribed. Problems  arising  in  making  the 
diagnosis  as  well  as  the  difficulties  in  the 
surgical  location  and  removal  of  these  tu- 
mors are  discussed. 

Case  presentation  is  made  which  empha- 
sizes the  importance  of  adequate  preopei-a- 
tive  diagnostic  study  and  subsequent  per- 
severance in  surgical  exploration.  The  path- 
ology of  removed  tumors  is  described  and 
postoperative  follow-up  has  been  carried  out. 


Results  of  operation,  where  tumors  have 
been  removed,  have  been  uniformly  good. 

Carcinoma  of  the  Adrenal  Gland,  by  Richai’d  E. 
Peters,  MD,  Omaha. 

Eight  cases  of  primary,  nonfunctional 
adrenal  cortical  carcinoma  have  been  treat- 
ed in  the  past  six  years.  Presenting  com- 
plaints were  manifested  by  upper  abdom- 
inal pain  in  three  patients,  chest  pain  in 
three,  fever  and  chills  in  three,  and  flank 
pain  in  one  patient.  Three  cases  were 
thought  to  represent  hypernephroma.  The 
diagnosis  of  adrenal  carcinoma  was  made  at 
autopsy  in  five  of  the  cases.  The  cases  are 
analyzed  by  symptoms,  physical  and  radio- 
graphic  findings,  sites  of  metastases,  opera- 
tive findings,  and  concomitant  primary  neo- 
plasia. 

Diaphragmatic  Hernia  in  the  Newborn,  by  Robert 
M.  Oneal,  Omaha. 

Mortality  in  the  newborn  infant  with  con- 
genital diaphragmatic  hernia  continues  to  be 
twenty-five  to  fifty  per  cent.  Review  of  the 
literature  reveals  conflicting  opinions  re- 
garding management  of  this  congenital  ano- 
maly which  are  confusing  to  physicians  re- 
sponsible for  the  emergency  treatment  of 
these  patients. 

This  study  is  a review  of  all  congenital 
diaphragmatic  hernias  seen  at  a University 
Hospital  during  the  last  thirty  years.  Its 
purpose  is  to  clarify  the  specific  causes  of 
morbidity  and  mortality  and  to  outline  a 
rational  program  of  pre-  and  postoperative 
care.  A total  of  forty  cases  of  congenital 
diaphragmatic  hernia  were  reviewed.  Twen- 
ty of  these  cases  are  appropriate  for  this 
study  because  they  presented  as  acute  emer- 
gencies in  the  newborn.  The  operation  mor- 
tality was  45  per  cent. 

This  study  indicated  that  the  most  signifi- 
cant factor  both  pre-  and  postoperatively  is 
respiratory  insufficiency.  The  urgency  of 
definitive  treatment,  the  importance  of  early 
intratracheal  oxygenation,  nasogastric  de- 
compression, the  technique  for  assuring  ade- 
quate controlled  ventilation  of  the  ipsilateral 
and  controlateral  lung,  and  the  rare  but  po- 
tentially lethal  complication  of  the  unrecog- 
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nized  hernia  sac  will  be  discussed  in  detail 
and  supplemented  by  appropriate  clinical 
statistics,  roentgenograms,  and  the  histo- 
pathologic materials. 

Advances  in  Upper  Extremity  Prosthesis,  by  Sam 
Swenson,  MD,  and  George  B.  McMurtrey,  MD, 
Omaha. 

Since  World  War  II  there  have  been  nu- 
merous advances  in  prosthetic  devices  par- 
ticularly those  of  the  upper  extremity.  These 
advances  have  been  not  only  in  the  design 
of  the  prosthesis  and  joint  devices,  but  also 
in  the  materials  from  which  these  devices  are 
manufactured,  and  especially  the  develop- 
ment of  laminated  plastic  material.  In  ad- 
dition, the  recent,  rather  wide  publicity  given 
to  phocomelia  and  amelia,  and  so  forth,  has 
directed  more  and  more  people’s  attention  to 
the  upper  extremity  prosthesis  in  the  juv- 
enile group  for  which  numerous  new  and 
better  apparatuses  have  been  designed. 

This  paper  will  then  attempt  to  demon- 
strate, for  both  children  and  adults,  the  new 
prosthetic  appliances  together  with  actual 
case  presentations  with  demonstration  of 
optimum  stump  lengths  with  the  best,  in  our 
opinion,  prosthetic  devices  applicable  in  each 
instance,  together  with  a discussion  of  the 
roll  of  the  physician,  the  limb  maker,  the 
physio-therapist,  and  so  forth,  in  this  busi- 
ness of  fitting  and  manufacturing  and  teach- 
ing the  use  of  these  prosthetics. 

The  Smith  Retractor,  a Mechanical  Assistant,  by 
B.  R.  Bancroft,  MD,  and  Kenneth  F.  Kimball,  ME), 
Kearney,  Nebraska. 

Extensive  use  is  made  of  the  “Smith  Re- 
tractor” in  our  practice  and  we  feel  that  this 
type  of  retractor  has  much  to  offer  the  sur- 
geon, especially  in  a small  community  where 
a supply  of  assistants  is  limited  or  absent. 

This  retractor  attaches  to  the  operating 
table,  provides  excellent  exposure  and  stays 
in  place.  It  does  not  tire  and  “move  just  at 
the  wrong  time,”  it  allows  unilateral  traction, 
and  the  exposure  is  unsurpassed. 

The  excellent  exposure  afforded  the  sur- 
geon is  demonstrated  in  typical  cases  such 
as  a cholecystectomy,  choledocotomy,  gastrec- 
tomy, hysterectomy,  ureterectomy,  and 
colectomy. 


Utilization  of  An  Inlying  pH  Probe  for  Evaluation 
of  Acid-Peptic  Diathesis,  by  Fletcher  A.  Miller,  MD; 
Joseph  DoVale,  MD,  and  Terry  Gunther,  BS,  Omaha. 

The  authors  have  devised  a method  for 
continuous  pH  recording,  either  in  the  duo- 
denum, stomach,  or  esophagus,  for  periods 
lasting  up  to  24  hours.  This  method  has 
been  used  for  pre-  and  postoperative  evalua- 
tion of  patients  with  duodenal  ulcer,  in  as- 
sociation with  conventional  methods  of  sur- 
gical therapy.  It  has  also  been  used  for  the 
diagnosis  of  the  esophageal  hiatal  hernia, 
evaluation  of  the  need  for  surgical  interven- 
tion, and  as  a postoperative  check  of  the  ade- 
quacy of  surgical  therapy  for  this  condition. 
The  methodology  and  results  will  be  present- 
ed. 

In  addition,  experimental  data  from  the 
animal  laboratory  will  be  presented  with  ref- 
erence to  abolition  of  acid-peptic  reflux  in 
the  treatment  of  esophageal  hiatal  hernias. 

Value  of  a Single  Preoperative  Blood  Pressure 
Determination,  by  Gail  Walling,  MD,  and  John  R. 
Jones,  MD,  Section  on  Anesthesia,  University  Hos- 
pital, Omaha. 

The  importance  of  the  blood  pressure  as 
a vital  sign  is  undisputed.  However,  each 
year,  there  are  many  patients  who  come  to 
the  operating  room  and  receive  anesthetics 
with  only  one  blood  pressure  value  on  their 
charts.  From  this  single  value,  m.anj^  con- 
clusions may  have  to  be  drawn  regarding 
the  patient  by  either  the  anesthesiologist  or 
attending  surgeon.  We  question  whether  one 
value  is  enough  upon  which  to  base  valid 
conclusions  regarding  the  responses  the  pa- 
tient may  have  while  under  your  care.  Would 
it  not  be  better  to  have  a range  of  values? 
Others  have  felt  so  and  made  studies  on  the 
subject.  We  have  followed  the  blood  pres- 
sure response  of  100  patients  undergoing 
anesthesia.  The  results  may  stimulate  inter- 
est in  a range  of  blood  pressures  by  physi- 
cians in  the  future. 

The  Role  of  Magnesium  in  Calcium  Metabolism: 
Treatment  of  the  Hypercalcemic  Syndrome  With 
Magnesium,  by  Henry  T.  Lynch,  MD;  H.  M.  Lem- 
mon, MD;  M.  J.  Henn,  MD,  and  R.  L.  Grissom,  MD, 
Department  of  Internal  Medicine  and  the  Eppley 
Institute  for  Research  in  Cancer  and  Allied  Dis- 
eases, Omaha. 

An  extensive  literature-review  reveals  a 
paucity  of  material  treating  the  physiologic 
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and  chemical  interaction  of  calcium  and 
magnesium  ions  in  man.  Infrahuman  studies 
suggest  that  magnesium  sulfate  causes  de- 
pression of  serum  calcium  by  potentiating  a 
calcium  diuresis. 

A patient  with  severe  hypercalcemia  (24 
mg/100  ml  serum)  presented  with  nausea, 
vomiting,  lethargy,  dysarthria  and  cerebellar 
ataxia.  Following  the  administration  of  20 
cc  of  50  per  cent  magnesium  sulfate  a dra- 
matic resolution  of  these  findings  ensued  in 
several  days  commensurate  with  a calcium 
diuresis  and  depression  of  the  serum  calcium 
to  normal  levels.  Three  additional  patients 
with  marked  hypercalcemia  (two  with  meta- 
static carcinoma  and  one  with  sarcoidosis) 
have  been  similarly  investigated.  All  demon- 
strated low  serum  and  red  blood  cell  mag- 
nesium by  the  method  of  Clayton  Yellow 
Dye-Lake  and  each  responded  to  magnesium 
sulfate  administration.  One  of  these  had 
remarkable  symptomatic  improvement  of  the 
hypercalcemic  syndrome  with  nitrogen  re- 
tention within  two  days  of  magnesium  sul- 
fate administration  and  her  serum  calcium 
was  depressed  from  17  mg/100  ml  to  9.4 
mg/100  ml  over  a three  week  period  with 
normalization  of  renal  function  as  well. 

Physiologic  mechanisms  which  might  ex- 
plain these  phenomena  as  well  as  therapeutic 
implications  with  reference  to  possible  ad- 
junctive value  in  cancer  chemotherapy  will 
be  discussed. 

Experimental  Studies  on  Deterioration  Rates  of 
Corneal  Donor  Material,  by  John  C.  Filkins,  MD, 
Omaha. 

The  successful  rehabilitation  of  sight  by 
corneal  transplant  depends  on  many  factors, 
but  the  one  aspect  that  needs  additional  em- 
phasis and  understanding  is  the  criteria  for 
evaluating  and  determining  the  viability  of 
corneal  donor-material. 

Experimental  studies  the  past  year  using 
rabbit  corneas  have  demonstrated  the  rate 
of  deterioration  in  viability  of  corneal  cells 
in  eye  bank  storage  to  be  related  to  many 
factors  in  addition  to  the  length  of  time  in 
storage  and  the  length  of  time  between  death 
and  eye  bank  refrigeration.  This  is  a pre- 
luminary report  of  these  studies. 


Using  the  microscopic  appearance  of  the 
endothelial  cells  as  a critical  index  to  via- 
bility, eyes  were  stored  for  varying  periods 
under  several  conditions  and  the  cellular 
changes  recorded.  Photomicrographs  dem- 
onstrated several  significant  changes  in  both 
the  cytoplasm  and  nucleus  of  the  endothelial 
cells.  The  state  of  nutrition  of  the  animal 
prior  to  death  has  a profound  effect  upon 
the  survival  time  of  the  stored  eyes.  It 
therefore  becomes  imperative  that  this  type 
of  information  be  available  on  all  eyes  sent 
to  the  eye  bank  so  that  proper  prognostic 
evaluation  can  be  made  of  the  suitability  of 
the  tissue  for  transplant. 

Intraligamentous  Abdominal  Pregnancy,  by  Albert 
B.  Lorincz,  MD,  and  Richard  C.  Schissel,  MD,  De- 
partment of  Obstetrics  and  Gynecology,  The 
Creighton  University  School  of  Medicine,  Omaha. 

An  intraligamentous  abdominal  pregnancy 
delivered  six  weeks  from  term  is  an  unusual 
and  dramatic  problem.  Despite  modern 
blood  replacement,  anesthesia  and  surgery, 
abdominal  pregnancy  remains  associated 
with  an  inordinately  high  fetal  and  matfernal 
mortality.  The  concensus  in  the  literature  is 
that  the  infant  has  about  a 25  per  cent 
chance  of  survival  and  a 10  per  cent  chance 
of  being  normal.  Ware,  reviewing  cases 
since  1935,  reports  a maternal  mortality  of 
14.85  per  cent. 

Recent  cases  are  reported.  An  advanced 
case  admitted  at  34  weeks  in  severe  shock 
from  intraabdominal  hemorrhage  with  de- 
livery of  a 4 pound  6 ounce  stillborn  male 
from  the  left  broad  ligament  is  detailed. 

Combined  Corneal  Homograft  and  Cataract  Ex- 
traction for  Restoration  of  Useable  Sight,  by  Robert 
G.  Faier,  MD,  Omaha. 

A group  of  three  blind  patients  presented 
themselves  at  the  University  of  Nebraska 
Hospital  and  its  affiliated  private  hospitals. 
These  patients  had  useable  sight  restored 
via  corneal  homograft  surgery  and  cataract 
extraction.  Because  of  deranged  metabolism 
of  grafts,  special  precautions  and  techniques 
were  required  for  the  further  intraocular 
procedure.  The  information  concerning  the 
general  premises  common  to  all  these  cases 
was  presented. 
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Furthermore,  one  case  operated  upon  at 
the  University  Hospital  had  special  consid- 
erations. This  patient  had  old  trachoma 
with  essentially  bilateral  opaque  corneas  in 
the  visual  axis.  Evaluation  could  not  be 
carried  out  as  the  anterior  chamber,  remain- 
der of  the  anterior  segment,  and  the  poster- 
ior segment  could  not  be  visualized. 

Ethylene  — diamine  — tetra  acetic  acid 
salt  was  used  subepithelially  to  remove  the 
old  diffuse,  and  conglomerate  calcific  deposits 
in  cornea.  After  several  treatments,  the 
cornea  cleared  adequately  so  that  evaluation 
of  the  eye  could  be  canned  out. 


A corneal  homograft  was  performed  suc- 
cessfully and  by  careful  control  of  corneal 
antigenicity  with  steroids,  the  graft  re- 
mained clear  after  cataract  extraction.  This 
particular  patient’s  vision  went  from  the 
20/400  range  to  the  equivalent  of  20/40  — 
20/50  for  distance,  and  to  20/20  range  for 
near  in  the  operated  eye.  This  patient, 
after  15  years,  can  read  for  the  first  time 
after  the  surgical  procedures. 

Slides  concerning  pre-  and  postoperative 
appearances  of  the  eyes  are  available,  along 
with  “live”  testimonial  from  the  above  pa- 
tient. 


OVERWHELMING  RESEARCH  PROGRAM 

“The  majoi-  stimulus  to  this  overwhelming  research  program 
(in  medical  schools),  in  addition  to  soft  money,  is  the  pernicious 
and  apparently  ineradicable  system  of  basing  university  appoint- 
ments and  promotions  only  on  the  length  and  weight  of  a candidate’s 
bibliogi'aphy  and  his  ability  to  get  grants,  and  not  on  his  interest  in 
medical  education  and  his  ability  to  teach  and  to  instill  in  his 
students  a love  for  and  understanding  of  humanity.  ‘Why  should 
all  teachers  be  investigators?’’’  (Davison:  The  Pharos  of  AO  A, 
October,  1963,  p.  99). 
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SPECIAL  ARTICLE 


Statemenf  before 

The  Ways  and  Means  Committee 


January  23,  1964 

Mr.  Chairman : 

I am  Dr.  Henry  S.  Blake,  and  I am  en- 
gaged in  the  private  practice  of  medicine 
in  Topeka,  Kansas.  I am  appearing  here 
today  as  Chairman  of  the  Board  of  Direc- 
tors of  the  National  Association  of  Blue 
Shield  Plans.  Accompanying  me  is  Mr. 
John  W.  Castellucci,  Executive  Vice  Presi- 
dent of  the  Association. 

The  National  Association  of  Blue  Shield 
Plans  is  the  coordinating  organization  of  the 
Blue  Shield  Medical  Care  Plans  which  now 
provide  prepaid  medical  and  surgical  care 
benefits  to  49  million  people  throughout  the 
United  States.  The  Association  has  71  Mem- 
ber Plans.  The  Association’s  main  purpose 
is  to  help  its  Member  Plans  do  a continu- 
ously better  job  for  the  people  in  their  re- 
spective areas,  and  to  foster  public  and  pro- 
fessional support  for  the  voluntary,  non- 
profit, community-sponsored  medical  care 
prepayment  program. 

The  Blue  Shield  name  and  symbol  is  a 
respected  and  nationally  recognized  service 
mark.  It  identifies  those  prepayment  Plans 
which  are  endorsed  by  the  medical  profes- 
sion and  which  offer  benefits  specifically 
related  to  the  medical  needs  and  resources 
of  their  local  communities.  As  part  of  its 
continuing  effort  to  improve  these  pro- 
grams, the  National  Association  of  Blue 
Shield  Plans  requires  each  Member  Plan  to 
reapply  for  membership  each  year,  and  to 
meet  certain  standards  of  quality  and  per- 
formance. 

Blue  Shield  and  Blue  Cross  share  a com- 
mon objective  — to  make  available  a com- 
prehensive medical  and  hospital  prepayment 
service  to  the  entire  population.  Blue 
Shield  is  engaged  in  covering  physicians’ 
services,  while  Blue  Cross  is  devoted  to  the 
payment  of  hospital  services.  Although  the 
local  Blue  Cross  and  Blue  Shield  Plans  work 
in  close  cooperation  in  most  parts  of  the 
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country,  they  are  distinctly  separate  organ- 
izations, both  locally  and  nationally. 

The  leaders  of  Blue  Shield  and  of  the 
medical  community  have  recognized  that 
aging  people  present  special  problems  in  re- 
spect to  their  needs  for  medical  care  — 
just  as  do  many  other  particular  segments 
of  the  population  such  as  the  chronically  ill, 
the  handicapped,  and  the  indigent.  One  of 
the  chief  distinctions  of  Blue  Shield  Plans 
is  that  they  have  always  sought  to  bring  the 
resources  of  the  entire  community  to  bear 
upon  the  problems  of  each  of  its  compon- 
ent groups. 

The  growth  of  Blue  Shield  is  an  impres- 
sive demonstration  of  the  growing  national 
concern  to  make  adequate  prepayment  mech- 
anisms for  medical  care  available  to  all  who 
need  such  help  — regardless  of  age.  The 
various  bills  now  before  your  committee 
are  further  manifestations  of  this  concern. 
And  the  Kerr-Mills  Act  is  evidence  of  Con- 
gressional competence  to  deal  effectively 
and  wisely  with  the  medical  care  problems 
of  our  aging  citizens.  It  is  clear  that  a deep 
and  constructive  interest  in  medical  care  for 
the  aged  is  not  the  exclusive  property  of 
those  who  favor  H.R.  3920. 

For  many  years  the  profession  has  been 
moving  steadily  — in  the  development  of 
Blue  Shield  and  along  many  other  lines  — 
to  meet  these  needs  not  only  for  the  aged, 
but  for  all  the  members  of  the  community. 

Blue  Shield  membership  now  includes 
approximately  four  million  citizens  past  65 
years  of  age,  and  our  programs  permit 
everyone  to  continue  his  Blue  Shield  cover- 
age as  he  passes  the  age  of  65.  This  means 
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that  a constantlj’  growing  proportion  of 
America’s  working  population  can  look  for- 
ward confidently  to  a continuation  of  their 
medical  care  prepayment  programs  when 
they  reach  retirement  age. 

In  the  process  of  Blue  Shield’s  growth,  it 
has  naturally  become  ever  more  involved 
with  the  health  care  problems  of  the  aged. 
In  1951,  five  per  cent  of  all  Blue  Shield 
members,  or  nearly  one  million  persons, 
were  65  years  of  age  or  older.  By  1959, 
this  number  had  grown  to  more  than  two 
and  one-half  million  persons  representing 
six  and  four-tenths  per  cent  of  all  Blue 
Shield  members,  and  our  present  Blue 
Shield  membership  of  four  million  persons 
over  65  represents  eight  and  two-tenths  per 
cent  of  our  entire  membership.  It  is  par- 
ticularly significant  that  while  total  Blue 
Shield  membership  during  the  past  18 
months  has  increased  about  five  and  one- 
half  per  cent,  the  number  of  persons  over 
age  65  covered  by  Blue  Shield  has  increased 
21  per  cent.  Thus,  the  growth  rate  of  cov- 
erage of  older  persons  is  now  nearly  four 
times  the  growth  rate  of  all  age  groups 
combined.  This  is  accounted  for  by  the 
fact  that  Blue  Shield  is  offering  a good 
program,  a constantly  improving  program, 
and  is  aggressively  selling  it. 

In  1959,  only  10  Plans  offered  individual 
non-group  membership  without  age  limit. 
Today,  69  of  the  71  U.S.  Blue  Shield  Plans, 
representing  over  99  per  cent  of  the  total 
U.S.  Blue  Shield  membership,  have  avail- 
able individual  non-group  coverage  for  per- 
sons over  65. 

A distinctive  characteristic  of  most  Blue 
Shield  Plans  has  always  been  the  provision 
of  benefits  on  a fully  paid  “service  benefit” 
basis,  particularly  for  Blue  Shield  subscrib- 
ers in  the  medium  and  lower  income  brack- 
ets. 

Through  the  service  benefit  feature, 
which  is  now  embraced  to  some  degree  by 
nearly  all  Blue  Shield  Plans,  the  local  physi- 
cians enter  into  a voluntary  — but  binding 
— agreement  with  their  local  Plans  to  ac- 
cept Plan  payment  for  all  covered  services, 
provided  the  income  of  the  subscriber  falls 
within  certain  locally  specified  income  levels. 


The  service  benefit  feature  has  been  ap- 
plied to  Blue  Shield  senior  citizen  programs 
even  more  completely  than  to  the  programs 
for  other  age  groups.  Of  the  69  Blue  Shield 
Plans  that  now  offer  a special  senior  citizen 
program,  61  of  them  provide  benefits  on  a 
fully  prepaid  service  basis  to  the  senior  citi- 
zens of  low  income. 

Apart  from  the  remarkable  progress  made 
in  providing  health  insurance  coverage  on 
an  individual  basis  to  those  65  and  over, 
an  even  more  significant  development  has 
been  the  increasing  practice  of  both  local 
and  national  labor  and  management  groups 
to  negotiate  a provision  in  their  health  and 
welfare  program  for  the  continued  coverage 
of  retired  employees  under  the  same  ar- 
rangements and  conditions  — the  same  rates 
and  benefits  — as  have  been  established  for 
active  employees.  The  best  example  is  the 
pattern  adopted  by  the  Federal  Government 
for  its  own  retiring  employees.  I’m  sure  you 
know  that  Blue  Shield  and  its  companion 
hospital  Plan,  Blue  Cross,  cover  well  over 
1,150,000  Federal  employees  plus  the  mem- 
bers of  their  families  for  a total  of  approxi- 
mately 3^2  million  people.  Each  year  more 
than  25,000  retiring  Federal  employees  take 
their  Blue  Shield  protection  into  retirement. 
As  retirees,  these  Federal  employees,  like 
many  retiring  from  private  industry,  are  as- 
sisted by  their  former  employer  in  continu- 
ing their  health  coverage. 

And  just  as  the  States  and  the  Federal 
Government  match  funds  to  provide  medical 
care  for  the  aged  who  are  medically  indigent, 
so  the  solvent  individual  and  his  employer, 
by  matching  funds  in  this  manner,  make 
possible  the  continuation  of  medical  prog- 
ress under  the  voluntary  system. 

But  our  enrollment  of  older  people  in 
Blue  Shield  and  Blue  Cross  Plans  is  only  a 
part  — though  a very  major  part  — of  the 
volume  of  medical  care  protection  now  vol- 
untarily supported  by  those  in  the  age 
groups  over  65.  Some  $8  billion  was  in- 
vested by  Americans  last  year  in  voluntary 
health  insurance  and  $3.2  billions  of  this 
was  invested  in  Blue  Shield  and  Blue  Cross. 
It  is  pretty  evident  that  the  people  of  the 
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United  States  like  the  voluntary  approach  to 
this  problem! 

It  is  also  clear  that  a significant  and 
growing  proportion  of  the  over  65  popula- 
tion can  and  will  provide  for  their  medical 
needs  through  programs  of  their  own  choice 
— once  such  programs  are  readily  available 
to  them.  And  it  is  equally  clear  that  ac- 
ceptable programs  are  now  much  more  read- 
ily available  to  the  elderly  than  ever  before. 

The  public  acceptance  of  prepayment 
through  Blue  Shield  has  been  phenomenal. 
The  growth  of  voluntary  health  insurance 
has  astounded  its  friends  and  confounded  its 
critics. 

In  the  brief  span  of  23  years,  marked  by 
war,  recession,  and  inflation.  Blue  Shield 
membership  has  grown  from  370,000  to  49 
million  and  the  total  number  of  people  cov- 
ered by  voluntary  health  insurance  has 
grown  from  12  million  to  more  than  145  mil- 
lion, which  represents  77  per  cent  of  the 
entire  U.S.  population. 

These  achievements  offer  reassurance  for 
the  future.  There  is  every  reason  to  expect 
that  the  proportion  of  the  over  65  population 
covered  by  voluntary  health  insurance  will 
soon  match  the  percentage  of  the  total  popu- 
lation covered  by  voluntary  health  insurance, 
and  that  both  the  quantity  and  quality  of 
coverage  for  those  on  both  sides  of  the  65 
year  line  will  continue  to  improve  at  a rapid 
pace. 

In  short,  gentlemen,  we  are  dealing  with 
a problem  which,  from  day  to  day,  is  pro- 
gressively finding  a more  adequate  solution 
through  voluntary  methods  — through  the 
cooperative  mechanisms  established  by  those 
who  wish  to  obtain  and  those  who  stand 
ready  to  provide  medical  care.  Conversely, 
as  the  pace  and  degree  of  the  private  solu- 
tion of  this  problem  increases,  the  residue 
which  requires  governmental  assistance  pro- 
portionately grows  smaller  and  smaller 
from  day  to  day.  The  problem  of  financing 
health  care  for  the  aged  is  a diminishing 
problem. 

Under  “Findings  and  Declaration  of  Pur- 
pose,” H.R.  3920  starts  out  by  having  Con- 
gress find  as  a fact  that,  “the  heavy  costs 


of  hospital  care  and  related  health  care  are 
a grave  threat  to  the  security  of  aged  indi- 
viduals.” We  challenge  the  accuracy  of  this 
statement.  We  who  have  pioneered  the  vol- 
untary health  care  movement  are  the  first 
to  acknowledge  that  there  will  always  be 
some  people  in  all  age  groups  who  cannot 
purchase  the  medical  care  they  need  through 
their  own  resources.  This  relatively  small 
group  of  people  must  be,  to  some  degree,  a 
responsibility  of  the  community. 

However,  it  seems  wholly  illogical  to  pro- 
vide for  the  few  whose  need  is  real  by  em- 
bracing the  many  who  do  not  need  help, 
through  the  duplicative  and  costly  device 
proposed  in  H.R.  3920.  It  is  equally  tragic 
to  enact  any  program  which  would  supplant 
or  jeopardize  the  accomplishments  of  the 
voluntary  cooperative  program  of  which 
Blue  Shield  is  an  important  component. 

We  believe  — indeed.  I’m  sure  that  all  of 
us  believe  — that  people  of  any  age  who 
need  help  in  availing  themselves  of  medical 
care  should  and  must  have  help.  If  today. 
Blue  Shield  and  Blue  Cross  were  suddenly 
eliminated  from,  the  American  scene,  a very 
large  number  of  people  would  suddenly  find 
themselves  medically  indigent  in  event  of 
any  important  medical  emergency. 

Why  should  Congress  be  asked  to  attack 
a problem  of  specific,  identifiable  need  for 
those  citizens  over  65  by  means  of  a pro- 
gram that  would  cover  everyone  of  this  age 
— irrespective  of  need  — and  yet  fall  trag- 
ically short  of  matching  or  equaling  the 
benefit  programs  which  it  would  displace? 

Furthermore,  the  provisions  of  H.R.  3920 
are  costly  even  in  terms  of  the  limited  bene- 
fits the  bill  proposes  to  offer.  We  concur 
with  those  who  have  informed  your  commit- 
tee that  the  ultimate  cost  of  this  limited 
program  is  totally  unpredictable.  Com- 
petent authorities  maintain  that  the  pro- 
posed additional  tax  would  not  be  sufficient 
to  finance  the  benefits  offered,  and  we  have 
seen  no  evidence  to  the  contrary. 

If  H.R.  3920  is  enacted,  it  will  inevitably 
and  necessarily  be  only  the  first  step  to- 
ward a comprehensive  program  of  federal 
health  insurance.  Friend  and  foe  of  H.R. 
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3920  both  acknowledge  this  fact.  Before 
long,  Congress  would  certainly  be  asked  to 
extend  this  limited  program  by  making  pro- 
vision for  the  payment  of  surgical  and  medi- 
cal services  for  the  aged.  As  has  been, the 
history  of  all  other  elements  of  the  Social 
Security  Program,  every  Congressional  ses- 
sion will  be  urged  to  expand  this  progi'am. 
And  the  force  of  the  argument  to  support 
the  extension  of  federally  operated  medical 
care  programs  will  be  enhanced  to  the  ex- 
tent that  the  vitality  of  the  voluntary  sys- 
tem has  been  sapped  by  ill-conceived  gov- 
ernmental intervention  in  the  provision  of 
health  care. 

The  government  irreparably  injures  the 
public  interest  if  it  sets  up  a program  which 
will  inhibit  further  growth  and  development 
of  the  voluntary  plans,  and  perhaps  ultimate- 
ly nullify  their  contribution  to  the  health 
and  welfare  of  the  entire  population. 

In  our  statement  before  this  committee 
two  years  ago,  the  National  Association  of 
Blue  Shield  Plans  suggested  that  “some  ar- 
rangement whereby  voluntary  organizations 
can  be  utilized  by  government  to  provide 
health  care  for  the  needy  might  well  be  the 
answer.”  In  our  opinion.  Congress  has  pro- 
vided an  instrument,  in  the  Kerr-Mills  Pro- 
gram, which  if  improved  and  fully  imple- 
mented, is  the  best  answer  yet  evolved  for 
the  specific  problems  of  our  aged  and  needy 
citizens. 

We  can  demonstrate  the  practicality  of 
utilizing  Blue  Shield  Plans  as  underwriters 
of  the  services  to  be  provided  the  needy 
elder  citizens  through  the  Kerr-Mills  Pro- 
gram. We  in  Blue  Shield  would  welcome  a 
much  broader  opportunity  to  make  our  con- 
tribution to  this  program. 

The  Kerr-Mills  Program  is  essentially 
right.  It  can  provide  medical  care  assistance 
where  and  when  it  is  needed.  It  can  pro- 
vide a comprehensive  scope  of  care.  It  can 
provide  the  kind  of  care  that  a patient  needs 
and  to  the  full  extent  that  he  needs  it.  Its 
cost  is  supported  by  the  entire  community 
instead  of  being  loaded  upon  the  wage  earn- 
er, as  in  H.R.  3920. 

And  the  Kerr-Mills  Program  can  be  im- 


proved. It  can  be  amended  in  such  a way 
as  to  promote  and  encourage  the  use  of 
the  voluntary,  nonprofit  prepayment  plans 
for  underwriting  the  benefit  program.  This 
would  permit  needy  elderly  people  to  avail 
themselves  of  the  services  of  their  own 
freely  chosen  physicians  and  hospitals  with- 
out a “means  test”  at  the  time  when  these 
services  are  needed. 

By  adapting  Kerr-Mills  to  the  voluntary 
prepayment  structure,  Congress  not  only 
would  strengthen  the  Kerr-Mills  Program, 
but  it  would  also  make  a tremendous  con- 
tribution to  the  security  and  strength  of 
America’s  entire  voluntary  health  insurance 
program.  Thus,  it  would  enhance  the  value 
and  usefulness  of  the  voluntary  prepayment 
program  for  all  the  citizens  of  the  United 
States  who  are  now  or  should  become  its 
beneficiaries.  By  utilizing  the  prepayment 
plans.  Congress  would  also  achieve  a stabil- 
ity and  a predictabilitj’  of  cost  for  the  Kerr- 
Mills  program  that  is  obtainable  in  no  other 
way. 

The  voluntary  prepayment  system,  of 
which  Blue  Shield  is  a major  part,  has 
proved  that  it  can  do  a satisfactoiy  job 
for  a very  large  proportion  of  the  popula- 
tion, including  a majority  of  the  very  peo- 
ple whom  H.R.  3920  is  designed  to  serve. 
We  believe  that  Congress  can  best  serve  the 
interests  of  all  the  people  of  the  United 
States  by  making  the  fullest  possible  use  of 
the  existing  prepajunent  system  to  under- 
write the  medical  care  needs  for  all  those 
segments  of  the  population  for  whose  aid  or 
support  our  government  has  a legitimate 
role. 

We  in  Blue  Shield  would  wecome  any  op- 
portunity to  aid  and  advise  Congress  in  any 
plans  to  accomplish  this  objective. 

As  a means  of  effecting  the  improve- 
ment of  the  Kerr-Mills  Program,  through 
maximum  utilization  of  the  established  non- 
profit, voluntary  prepayment  plans,  we  rec- 
ommend that  Congress  consider  amending 
the  Social  Security  Laws  to  accomplish  the 
following  objectives: 

1 . Provide  for  a clear  separation  of  the 
MAA  program  from  the  OAA  pi’O- 
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gram,  and  for  professional  medical 
control  and  guidance  of  the  MAA 
program. 

2.  Direct  the  Secretary  of  HEW  to  ful- 
fill the  intent  of  Congress  in  mak- 
ing maximal  use  of  established  pre- 
payment plans  to  underwrite  the 
MAA  program  in  the  various  states, 
in  order  to  stabilize  the  costs  of  this 
program,  to  minimize  its  welfare 
aspects,  and  to  eliminate  the  means 
test  at  the  time  when  medical  care 
is  required. 

To  recapitulate  our  presentation  to  your 
committee,  Mr.  Chairman,  I would  offer  the 
following  summary  observations : 

Blue  Shield  Plans,  created  and  developed 
by  the  local  physicians  in  cooperation  with 
labor,  industry,  and  community  leaders 
throughout  the  United  States,  have  long 
been  aware  of  the  special  needs  of  older  citi- 
zens for  medical  care  and  for  the  economic 
means  of  obtaining  such  care. 

Approximately  four  million  citizens  in  the 
over  65  age  group  are  now  enrolled  in  Blue 
Shield  Plans,  and  Blue  Shield  members  un- 
der 65  have  the  privilege  of  continuing  their 
Blue  Shield  coverage  after  reaching  the  65 
year  mark. 

Blue  Shield  members  over  65  now  repre- 
sent more  than  8 per  cent  of  the  entire  Blue 
Shield  enrollment,  and  enrollment  of  over 
65  subscribers  is  growing  four  times  as  fast 
as  our  total  enrollment.  The  great  majority 
of  these  elderly  Blue  Shield  members  are  en- 


titled to  covered  medical  services  on  a pre- 
paid basis,  without  additional  cost  for  such 
services. 

Our  experience  convinces  us  that  the  prob- 
lem of  providing  medical  care  for  the  elder- 
ly is  in  process  of  solution,  largely  through 
voluntary  methods,  supplemented  by  such 
programs  as  the  Kerr-Mills  Act,  and  that  its 
solution  would  be  hastened  by  utilizing  the 
Kerr-Mills  mechanism  with  whatever  addi- 
tional direction  is  necessary,  and  by  using 
the  voluntary  prepayment  plans  to  under- 
write prepaid  programs  for  the  needy  aged. 

We  take  reasonable  pride  in  the  accom- 
plishments of  Blue  Shield  — accomplish- 
ments largely  to  be  credited  to  the  medical 
profession  and  the  community  leaders  who 
have  created  and  guided  Blue  Shield. 

Rather  than  setting  up  an  inadequate  pro- 
gram for  everyone  who  has  attained  a cer- 
tain age  — regardless  of  his  need  for  it  — 
we  urge  that  Congress  build  upon  the  solid 
foundations  of  legislative  enactment  repre- 
sented by  the  Kerr-Mills  Program,  and  of 
voluntary  initiative  represented  by  Blue 
Shield  and  its  companion  hospital  plan.  Blue 
Cross.  We  urge  that  Congress  take  ad- 
vantage of  the  knowledge  and  experience  of 
the  voluntaiy  prepayment  plans  to  strength- 
en the  Medical  Aid  to  the  Aged  program.  By 
doing  so,  we  submit  that  Congress  would 
discharge  its  public  responsibility  to  the 
aged  and  it  would  also  greatly  contribute  to 
the  ultimate  success  of  America’s  voluntary 
prepayment  plans  in  serving  the  medical 
needs  of  the  entire  community. 


“One  of  the  safest  and  most  efficacious  immunizations  in  the 
book  is  the  active  immunization  against  tetanus  by  use  of  tetanus 
toxoid.  It  is  also  one  of  the  least  used  of  the  immunizations.  The 
fact  that  Americans  lead  boisterous  and  physically  active  lives  would 
tend  to  make  it  one  of  the  most  necessary  of  all  the  immunizations.” 
(Editorial  Indiana  Med  J,  Nov.,  1963,  p.  1436). 
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SPECIAL  CONTRIBUTION 


An  INSIDE  STORY  of 

The  University  of  Nebraska 
College  of  Medicine 

FROM  1902  to  1929* 


INTRODUCTION 

This  assignment  was  accepted 
with  considerable  hesitation  be- 
cause it  necessitates  looking 
backward  and  reminiscing,  sometimes  a 
boresome  habit  of  elderly  persons.  Having 
accepted,  the  attempt  will  be  to  make  the 
subject  interesting  by  presenting  some  of  the 
influences  and  personalities  that  developed 
the  University  of  Nebraska  College  of  Medi- 
cine from  1902  to  1929.  This  was  a transi- 
tional period  in  which  the  college  was  being 
developed  as  part  of  the  University  in  Lin- 
coln, in  affiliation  with  the  Omaha  Medical 
College  and,  later,  in  Omaha  after  the  move 
of  the  medical  science  departments  to  the 
present  campus. 

History  can  be  very  dull  if  it  deals  too 
much  with  names,  dates  and  places,  without 
portraying  the  underlying  forces,  motives, 
and  personalities  involved.  An  example  of 
good  history  is  Adams’  “Epic  of  America”^ 
which  emphasizes  the  forces  that  gave  rise 
to  the  great  migration  of  European  people 
across  the  Atlantic  Ocean  to  a primitive 
country,  then  across  the  mountains  and  plains 
to  the  west  coast.  This  type  of  history  of 
the  preceding  Omaha  Medical  College  has 
been  written  by  Bernice  M.  Hetzner,  Medical 
College  Librarian, 2 and  will  not  be  repeated 
here.  Additional  historical  repoids  have  ap- 
peared in  the  1929  College  CaducetLs,  an  un- 
published manuscript  by  Dr.  C.  W.  M.  Poyn- 
ter  in  1948,®  and  a “History  of  Medicine  in 
Nebraska”  by  Dr.  H.  Winnett  Orr.^  These 
and  other  historical  records  are  available  in 
the  Medical  College  Library  and  should  be 
given  credit  for  some  of  the  comments  in 
this  presentation,  particularly  Dr.  Orr’s 
“History.” 


I 


J.  JAY  KEEGAN,  MD 
Omaha,  Nebraska 


THE  FORMATIVE  PERIOD  IN  LINCOLN 

The  time  first  to  be  considered  is  the 
formative  period  in  Lincoln  where  five  men 
played  the  leading  roles  from  1902  to  1913 
in  developing  the  University  of  Nebraska 
College  of  Medicine,  after  which  the  medical 
science  departments  were  moved  from  Lin- 
coln to  the  North  Laboratory  Building  in 
Omaha.  These  men  were  Drs.  Henry  B. 
Ward,  H.  Winnett  Orr,  Robert  H.  Wolcott, 
Charles  W.  M.  Poynter,  and  Irvin  S.  Cutter. 


Figure  1 


Henry  B.  Ward,  MD.  First  Dean  of 
the  University  of  Nebraska  College  of 
Medicine,  1902  to  1910. 


Dr.  Ward  came  to  the  University  in  1893 
from  the  University  of  Michigan  as  Profes- 

♦Address  at  C.  W.  M.  Poynter  Dinner,  May  12,  1963. 
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sor  of  Zoology.  (Figure  1).  He  was  a man 
of  high  scientific  training  and  ideals,  and 
much  credit  should  be  given  to  him  for  ad- 
vancing the  biological  sciences  at  Nebraska 
and  for  interesting  the  University  in  estab- 
lishing the  College  of  Medicine.  He  devel- 
oped the  two-year  premedical  course  which 
had  only  recently  been  adopted  by  eastern 
universities  for  entrance  into  the  four  year 
medical  course.  He  established  the  medical 
science  departments  at  Nebraska  and  be- 
came the  first  dean  of  the  newly  formed 
University  of  Nebraska  College  of  Medicine, 
in  1902,  with  Dr.  Harold  Gifford,  Sr.,  as- 
sociate dean  in  Omaha.  (Fig.  2).  He  had 
a superior  mind  and  a strong  personality 
which  later,  in  some  degree,  prevented  him 
from  continuing  as  dean  when  the  move  to 
Omaha  was  under  consideration. 


Figure  2 


Harold  Gifford,  Sr.,  MD,  Associate 
Dean  in  Omaha  1902-1910. 


Dr.  Orr  took  two  years  of  premedical 
work  under  Dr.  Ward,  from  1893  to  1895, 
acting  as  his  assistant  in  zoology,  histologj% 
embryology,  and  physiology.  (Fig.  3).  He 
had  a very  high  appreciation  of  Dr.  Ward’s 
ability  to  teach  and  thought  this  gave  him 
an  advantage  over  other  freshman  medical 
students  when  he  began  his  four-year  medi- 
cal course  at  the  University  of  Michigan,  in 
1895.  On  returning  to  Lincoln  to  practice 
medicine,  after  graduation  in  1899,  he  re- 


sumed his  acquaintance  and  study  with  Dr. 
Ward.  Dr.  Orr  was  a very  dynamic  indi- 
vidual who  drove  hard  to  attain  success  in 
whatever  he  undertook  and,  along  the  way, 
earned  respect  for  his  ability  but  also  some 
animosities.  He  naturally  became  involved 
in  the  planning  and  conflicting  ambitions  in 
the  newly  established  University  of  Nebraska 
College  of  Medicine.  He,  seemingly,  was  not 
interested  in  a position  for  himself,  as  his 
chief  interest  was  to  keep  the  Orthopedic 
Hospital  in  Lincoln;  but  he  played  a promi- 
nent part  in  the  rivalry  for  influence  and 
position  as  the  College  developed. 

Figure  3 


H.  Winnett  Orr,  MD,  Orthopedic  Sur- 
geon, Lincoln,  Nebraska,  1899  to  1956. 

Dr.  Wolcott  was  brought  to  Nebraska  by 
Dr.  Ward,  in  1894,  as  a graduate  student  in 
Zoology  from  the  University  of  Michigan,  to 
take  charge  of  vertebrate  anatomy  and  his- 
tology. (Fig.  4).  He  was  placed  in  charge 
of  human  anatomy  when  the  College  of 
Medicine  was  established  in  1902.  He  was 
a very  competent  field  naturalist,  conducting 
summer  tours  in  that  field.  Through  his 
teaching  of  anatomy  and  close  association 
with  Dr.  Ward  he  became  involved  in  the 
plans  to  establish  and  develop  the  College 
of  Medicine.  He  was  appointed  assistant 
dean  under  Dean  Ward  and  when  it  was 
learned  that  Dr.  Ward  was  unacceptable  to 
the  Omaha  faculty  as  dean  there.  Dr.  Wolcott 
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Figure  4 


Robert  H.  Wolcott,  MD.  Assistant  Dean 
1902-1910,  Acting  Dean  in  Lincoln,  1910- 
1913, 


had  hopes  of  gaining  that  position  for  him- 
self. He  was  appointed  acting  dean  in  Lin- 
coln after  Dr.  Ward’s  resignation  from  the 
faculty  in  1910,  with  Dr.  B.  B.  Davis  as  dean 
in  Omaha  (Fig.  5)  but  remained  in  Lincoln 
as  Professor  of  Zoologj’  after  the  move  to 
Omaha  in  1913. 

Dr.  Poynter  graduated  in  medicine  at  Ne- 
braska in  1902,  with  some  externe  work  at 


Figure  5 


B.  B.  Davis,  MD,  Dean  in  Omaha.  1910- 
1913. 


the  Douglas  County  Hospital  in  Omaha. 
(Fig.  6).  He  then  located  in  Lincoln  for 
the  practice  of  medicine,  officing  with  Dr. 
Orr.  From  the  beginning.  Dr.  Poynter 
seemed  more  interested  in  teaching  than 
medical  practice  and,  contrary  to  later  re- 
ports in  Omaha,  did  not  develop  a success- 
ful practice.  He  began  teaching  anatomy 
as  an  assistant  to  Dr.  Wolcott,  in  1903,  with 
increasing  time  spent  there  and  appointment 
as  Adjunct  Professor  of  Anatomy  in  1906. 
He  spent  the  year  of  1907-08  in  Vienna 
studying  anatomy  under  Drs.  Toldt  and  Von 
Eiselberg,  evidently  preparing  for  a career 
in  this  field.  A reported  factor  in  this  de- 


Figure  6 


Charles  W.  M.  Poynter,  MD.  Chair- 
man of  Department  of  Anatomy  1911  to 
1941,  Dean  1929  to  1946. 


cision  was  the  development  of  a pulmonary 
hemorrhage  due  to  tuberculosis,  in  1907.  He 
spent  a summer  in  Colorado  for  the  prevalent 
treatment  of  that  time.  He  probably  con- 
tracted tuberculosis  while  working  at  the  old 
Douglas  County  Hospital,  which  was  well 
seeded  with  tubercle  bacilli  from  many  pa- 
tients with  open  tuberculosis.  On  his  retuni 
from  Europe,  in  1908,  he  was  appointed  As- 
sistant Professor  of  Anatomy  and  became 
Chairman  of  the  Department  in  1911,  at 
which  time  he  ceased  to  practice  medicine. 
Dr.  Keegan’s  work  with  Dr.  Poynter  began 
in  1910  as  a freshman  medical  student, 
taking  the  course  in  gross  anatomy  with 
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dissecting  rooms  on  the  top  floor  of  Nebraska 
Hall,  with  two  preceding  years  in  premedical 
study  under  Drs.  Ward  and  Wolcott. 


Figure  7 


Irving  S.  Cutter,  MD.  Director  of 
Laboratories,  1913  to  1915,  Dean  1915 
to  1925. 


Dr.  Cutter  appeared  on  the  scene  in  1910, 
having  graduated  in  Medicine  at  Nebraska 
that  year.  (Fig.  7).  He  located  in  Lincoln 
to  practice  medicine,  officing  with  Drs.  Orr 
and  Poynter.  He  had  a background  of  sales- 
manship of  school  books  for  Ginn  & Co.  and 
was  experienced  in  school  politics.  Stories 
have  been  told  of  his  salesmanship  and  pro- 
motion-abilities, demonstrated  by  his  suc- 
cess as  Medical  College  Dean  at  Nebraska 
and  Northwestern  Universities.  An  early 
example  was  the  report  of  his  unofficial 
attendance  at  a school  board  meeting  where 
no  member  of  the  board  would  make  a mo- 
tion to  buy  his  books,  so  he  made  the  mo- 
tion — ■ and  the  sale.  Like  Dr.  Poynter,  he 
seemed  to  have  more  interest  in  books  and 
teaching  than  in  medical  practice,  with  a 
position  as  Adjunct  Professor  of  Biological 
Chemistry  at  the  University.  He  promptly 
engaged  in  the  rivalry  for  influence  and  po- 
sition in  the  contemplated  move  of  the  first 
two  years  of  the  medical  course  to  Omaha, 
as  the  Legislature  of  1909  had  appropriated 
$20,000  for  purchase  of  a campus  for  the 
College  of  Medicine  in  Omaha.  An  interest- 
ing anecdote  in  connection  with  the  selec- 


tion of  the  present  campus  site  by  Drs. 
Ward,  Wolcott,  and  Gifford,  a site  then  seem- 
ing far  out  of  central  Omaha,  was  Dr.  Gif- 
ford’s facetious  remark,  as  he  looked  west- 
ward at  an  isolated  cemetery,  that  “this 
seemed  like  a good  site.” 

The  interplay  and  rivalry  among  Drs. 
Ward,  Orr,  Wolcott,  Poynter  and  Cutter 
during  this  formative  period  in  the  College 
of  Medicine  is  interesting  to  analyze.  Major 
credit  should  be  given  to  Dr.  Ward  for  his 
pioneering  work  and  inspired  leadership  in 
developing  the  premedical  sciences  in  the 
University  and  establishing  creditable  de- 
partments of  physiology,  bacteriology,  path- 
ology, anatomy,  histology  and  embryology, 
as  well  as  the  affiliation  with  the  Omaha 
Medical  College  in  1902,  at  which  time  he 
became  dean.  Naturally,  he  felt  that  this 
entitled  him  to  continue  as  dean  in  Omaha. 
Several  factors  prevented  this.  Basically, 
the  long  existing  rivalry  between  Omaha  and 
Lincoln  prevented  acceptance  by  the  Omaha 
faculty  of  a dean  from  Lincoln.  They  also 
desired  someone  more  knowledgable  in  the 
field  of  clinical  medicine.  When  Dr.  Ward 
learned  that  he  could  not  have  the  appoint- 
ment, he  resigned  from  the  University,  in 
1910,  and  went  to  the  University  of  Illinois 
as  Professor  of  Zoology,  a disappointed  and 
discouraged  man.  Dr.  Orr’s  report  on  this 
time  in  his  History  is  interesting  to  quote: 
“Irving  Cutter  and  ‘Charlie’  Poynter  came 
along  and  engaged  briefly  in  practice  in  Lin- 
coln. Those  two  were  both  especially  inter- 
ested in  teaching,  however,  and  so  we  were 
all  ‘in  the  picture’  during  the  time  when  the 
Medical  School  was  migrating  to  Omaha, 
and  when  Dr.  Ward  brought  forward  his 
claim  to  be  Dean  of  the  ‘new’  University 
Medical  School.  When  it  became  apparent 
that  this  was  not  to  be,  he  undertook  to  dic- 
tate the  selection  of  the  dean,  but  was  not 
able  to  do  so.” 

Dr.  Wolcott’s  prospects  of  becoming  dean 
in  Omaha  seemed  fairly  good  after  Dr. 
Ward’s  resignation,  as  he  was  appointed  act- 
ing dean  in  Lincoln  with  Dr.  Byron  B. 
Davis  as  dean  in  Omaha.  He  thought  he 
was  supported  by  Chancellor  Avery  and 
Drs.  Orr  and  Poynter,  but  influences 
changed  after  Dr.  Cutter’s  entrance  into  the 
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contest  in  1910.  Dr.  Cutter  began  to  apply 
his  political  skill  to  obtain  the  appointment 
as  dean  in  Omaha  and  gained  the  support 
of  Chancellor  Avery,  a fellow  chemist.  The 
Legislature  of  1911  had  appropriated  $1Q0,- 
000  for  construction  of  a laboratoiy  build- 
ing on  the  campus  in  Omaha  to  house  the 
medical  science  departments  there.  This 
aroused  considerable  opposition  both  from 
Lincoln  interests,  who  wished  to  develop  the 
Medical  College  there,  and  from  Creighton 
University  interests,  who  did  not  want  a 
state-supported  competing  medical  college  in 
Omaha.  The  bill  was  voted  down  several 
times  in  committee  but  finally  was  brought 
out  and  passed  by  one  vote.  An  attempt 
was  made  to  have  the  governor  veto  it,  but, 
as  reported  in  Dr.  Orr’s  “History,”  he  was 
influenced  to  sign  it  through  a family  con- 
nection of  Dr.  Cutter’s  who  was  the  gover- 
nor’s secretary,  thus  enhancing  Dr.  Cutter’s 
political  reputation.  There  have  been  many 
claims  of  credit  for  this  one  vote  victory, 
with  Dr.  A.  C.  Stokes  of  Omaha  (Fig.  8) 
leading  the  lobby  in  Lincoln,  the  act  re- 
quiring a decision  by  the  Nebraska  State 
Supreme  Court  on  the  right  to  move  any 
part  of  the  University  to  Omaha.  Some  very 
bitter  animosities  developed  during  this 
campaign.  They  persisted  a long  time  in 
connection  with  the  College  of  Medicine  un- 

Fig^re  8 


Arthur  C.  Stokes,  MD.  Professor  of 
Clinical  and  Experimental  Surgery,  1902 
to  1923.  Regent  1932-1940. 


til  the  personalities  involved  passed  from  the 
scene. 

Difficulties  developed  in  the  Medical  Col- 
lege faculty  in  Lincoln  during  the  two  years 
before  removal  to  Omaha,  due  to  the  rivalry 
for  position.  It  is  not  known  whether  Dr. 
Poynter  aspired  then  to  become  dean,  al- 
though his  advancement  to  the  chairman- 
ship of  the  Department  of  Anatomy,  in  1911, 
and  his  prominence  as  a teacher  of  gi’oss 
anatomy  might  have  led  him  to  think  of  this 
possibility.  He  certainly  took  a very  active 
part  in  the  proceedings  and  when  it  was 
announced  that  Dr.  Cutter  would  be  ap- 
pointed Director  of  Laboratories  in  Omaha, 


Figure  9 


Willson  O.  Bridges,  MD,  Dean  1913 
to  1915. 


with  Dr.  W.  0.  Bridges  dean,  (Fig.  9)  Dr. 
Orr  reported  that  “a  protest  meeting  was 
held  at  which  Drs.  Wolcott,  Poynter,  Guen- 
ther, Waite  and  Lyman  formulated  their  ob- 
jections to  Dr.  Cutter’s  appointment.”  This 
probably  was  the  beginning  of  Dr.  Cutter’s 
long-lasting  resentment  towards  Dr.  Poyn- 
ter. There  were  some  faculty  disappoint- 
ments in  the  transfer  of  the  medical  science 
departments  from  Lincoln  to  Omaha,  in 
1913,  leaving  Dr.  Wolcott  in  Lincoln  in  Zo- 
olog\%  and  Dr.  Waite  in  Bacteriologj"  and 
Pathology'.  Dr.  Willard  was  promised  his 
own  Department  of  Histology  and  Embry- 
ology but  this  was  placed  in  a single  De- 
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partment  of  Anatomy  under  Dr.  Poynter  in 
1915.  An  added  science  faculty  difficulty 
in  Omaha  was  the  emphasis  on  clinical  teach- 
ing, particularly  for  Drs.  Willard  and  Guen- 
ther who  did  not  have  degrees  of  doctor  of 
medicine. 

PROBLEMS  OF  ADMINISTRATION  IN 
OMAHA  FROM  1913  TO  1929 

Dr.  Cutter’s  appointment  as  Director  of 
Laboratories  in  Omaha,  in  1913,  without  a 
dean’s  title  and  with  considerable  opposi- 
tion to  him,  was  a difficult  assignment. 
However,  he  proceeded  to  take  charge  of  the 
administration  of  the  College  of  Medicine, 
with  all  activities  located  in  the  North  Lab- 
oratory Building.  The  administration’s  of- 
fices were  on  the  first  floor,  with  Margaret 
Quinlan,  his  competent  secretary,  who  had 
to  face  the  problems  of  the  changing  teach- 
ing schedules  and  student  complaints.  Mrs. 
Quinlan,  who  attended  this  dinner,  could 
tell  much  more  of  the  difficulties  of  that 
time.  (Introduced).  Another  important 
personality  of  Dr.  Cutter’s  and  succeeding 
administrations  is  Robert  Darcey.  Mr.  Dar- 
cey,  as  he  was  called  in  respect  for  his 
ability  and  authority,  was  in  charge  of  every- 
thing connected  with  maintenance  of  the 
building  and  grounds.  He  came  from 
England,  in  1911,  as  a landscape  gardener, 
working  briefly  for  the  University  in  Lin- 
coln. He  has  recently  enjoyed  his  90th 
birthday,  quite  well  and  active.  The  many 
who  remember  him  would  enjoy  hearing  his 
English  accent  again.  (Introduced). 

The  library  was  on  the  second  floor  with 
3000  books  obtained  from  the  University  Li- 
brary and  a medical  library  from  the  State 
Historical  Society  in  Lincoln.  The  latter, 
in  reality,  was  the  Lancaster  County  Medical 
Society  Library,  developed  largely  by  Dr. 
Orr  and  placed  there  because  of  the  need 
for  better  space.  Dr.  Orr  spoke  rather 
critically  of  this  move  which  was  character- 
istic of  Dr.  Cutter’s  ability  to  get  what  he 
wanted  for  the  College  of  Medicine.  He  de- 
serves great  credit  for  development  of  the 
excellent  library  we  now  have,  aided  by  Dr. 
Leroy  Crummer,  a bibliophile  who  made  an- 
nual tours  through  the  medical  libraries  of 
Europe  and  had  an  open  order  from  Dr. 


Cutter  to  buy  for  the  needs  of  the  Medical 
College  Library. 

The  administrative  problems  after  the 
move  to  Omaha  were  considerable.  Dr. 
Cutter  was  on  trial  during  the  first  two 
years  but  his  appointment  as  dean,  in  1915, 
indicated  his  success  and  enabled  him  to 
proceed  in  a more  authoritative  manner  in 
faculty  reorganization  and  in  obtaining 
funds  for  maintenance  and  buildings.  Re- 
gent John  R.  Webster  was  very  helpful  in 
buying  land  adjoining  the  original  small 
area,  as  lots  became  available,  until  the  pres- 
ent 24  acres  were  obtained.  The  first 
building  addition  was  Unit  I of  University 
Hospital,  completed  in  1917.  This  necessi- 
tated some  reorganization  of  the  clinical 
faculty  and  a sharp  disagreement  developed 
between  Dean  Cutter  and  Dr.  Palmer  Find- 
ley who  had  come  from  Chicago  as  a highly 
qualified  gynecologist  and  thought  he  knew 
more  than  Dr.  Cutter  about  hospital  admin- 
istration. In  this  clash  of  strong  personal- 
ities Dr.  Findley  threatened  to  resign  from 
the  faculty  and  Dr.  Cutter  promptly  ac- 
cepted this  resignation,  with  considerable 
loss  to  the  College  but  leaving  no  question 
about  who  was  in  authority. 

Another  difficult  situation  developed 
when  Dr.  Cutter  entered  military  service  in 
1918,  during  the  first  world  war,  and  Dr. 
Poynter  served  as  acting  dean  during  his 
one-year  absence.  The  depletion  of  the  Med- 
ical College  faculty  by  war  service  necessi- 
tated that  Dr.  Poynter  make  several  inde- 
pendent decisions  concerning  administration, 
and  when  Dr.  Cutter  returned  he  felt  that 
Dr.  Poynter  had  gained  too  much  in  promi- 
nence and  possibly  aspired  to  the  deanship. 
This  increased  the  misunderstanding  be- 
tween them  and  was  a factor  in  Dean  Cut- 
ter’s replacement  when  he  went  to  North- 
western Medical  School  as  dean  in  1925. 
However  each  respected  the  other’s  ability, 
as  illustrated  by  Dr.  Poynter’s  remarks  in 
his  History  that  “Dean  Cutter  should  be 
credited  with  an  acute  insight  into  the  needs 
of  the  Medical  College  and  an  amazing  ca- 
pacity to  ‘sell’  those  needs  to  the  Regents 
and  the  Legislatures.” 

Dr.  Keegan’s  association  with  Dr.  Cutter 
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in  administrative  work  began  in  1920  when, 
after  completion  of  a residency  in  neurolog- 
ical surgery  under  Dr.  Harvey  Cushing  in 
Boston,  and  U.  S.  Navy  service  in  hospital 
laboratory'  work  under  Dr.  Milton  J.  Rose- 
nau  of  Harvard  Medical  School,  he  returned 
to  the  College  of  Medicine  as  Assistant  Pro- 
fessor of  Clinical  Pathology',  hoping  to  de- 
velop a practice  of  neurological  surgery. 
The  clinical  pathology  work  included  the 
University  Hospital  pathology^  and  the  Dis- 
pensary laboratory  where  Miss  Josephine 
Chamberlin  was  beginning  her  long  and 
highly  respected  service.  She  was  unable  to 
attend  this  dinner  because  of  ill  health.  Op- 
portunities for  improvement  of  the  labora- 
tory and  clinical  services  were  seen  and 
undertaken,  with  advancement  to  Professor 
of  Clinical  Pathology,  Director  of  Clinics, 
and  Secretaiy  of  the  Faculty  in  1923,  in 
charge  of  neurological  surgery.  This  last 
assignment  was  due  to  some  disastrous  re- 
sults from  attempts  of  general  surgeons  to 
do  neurological  surgery  in  University  Hos- 
pital and  helped  greatly  in  Dr.  Keegan’s  be- 
ginning practice  in  this  new  field. 

One  interesting  experience  of  this  time 
was  a trip  to  New  York  City  by  Dean  Cutter 
and  Drs.  B.  B.  Davis  and  Keegan,  to  inspect 
the  laboratory  where  Glover’s  cancer  treat- 
ment was  being  developed  and  which  Dr. 
J.  E.  Summers  of  the  faculty  had  asked  to 
use  in  University  Hospital.  Grudging  en- 
trance was  obtained  after  three  days  wait- 
ing, and  animals  shown  with  pathologic 
changes  claimed  to  be  cancer.  Request  was 
made  to  have  a frozen  section  made  of  one 
of  the  lesions  while  there,  and  the  pathologic 
change  was  identified  as  chronic  inflamma- 
toi’y  reaction,  not  cancer,  with  accusation 
of  incompetence  in  diagnosis.  The  piece  of 
tissue  remaining  on  the  microtome  was  ob- 
tained, unobserved,  and  later  sections  of  this 
were  sent  to  eminent  pathologists  all  of 
whom  returned  the  same  diagnosis.  This 
ended  Dean  Cutter’s  interest  in  authorizing 
this  treatment,  as  there  was  obvious  mis- 
representation and  commercialism  in  the 
project. 

When  Dr.  Cutter  resigned  as  dean  in 
1925,  he  recommended  that  Dr.  Keegan  be 
appointed  dean  in  his  place,  partly  because 


Figure  10 


J.  Jay  Keegan,  MD,  1915 


of  the  administrative  experience  under  him 
but  also  to  block  Dr.  Poynter’s  possible  ap- 
pointment to  this  position.  Acceptance  of 
this  was  a difficult  decision  to  make  as  no 
ambition  or  thought  had  been  entertained  to 
become  dean,  and  progress  was  being  made 
in  neurological  surgery.  The  appointment 
was  accepted  as  an  opportunity  for  experi- 
ence, with  the  understanding  that  continued 
development  of  private  practice  of  neurologi- 
cal surgery  would  be  permitted.  The  four 
years  as  dean,  from  1925  to  1929,  involved 
some  problems  remaining  from  Dean  Cut- 
ter’s administration  and  a difficult  period 
when  several  of  the  older  members  of  the 
preceding  Omaha  Medical  College  faculty 
were  reaching  retirement  age  but  wished 
to  remain  on  active  service,  some  as  heads 
of  departments.  The  retirement  of  these 
men  during  this  period  caused  considerable 
unhappiness  and  criticism. 

The  maintenance  and  supply  services  were 
reorganized  under  Mr.  R.  B.  Saxon  as  Oper- 
ating Superintendent  because  it  was  learned 
that  money  and  supplies  were  disappearing. 
This  led  to  some  resignations  and  critical 
reaction  from  Dr.  Cutter  in  Chicago.  The 
finance  department  of  the  University  in 
Lincoln  took  advantage  of  Dr.  Cutter’s  leav- 
ing and  assumed  responsibility  for  collec- 
tion of  patients’  old  accounts,  with  critical 
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reaction  from  both  poor  and  special  privilege 
patients  of  the  preceding  administration. 
The  same  influence  placed  the  University 
Hospital  budget  in  the  General  University 
Fund,  with  instruction  to  take  no  independ- 
ent action  with  the  Legislature,  as  Dr.  Cutter 
had  done.  Faculty  action  under  Dean  Cutter 
had  been  taken  to  require  a year  of  intern- 
ship before  the  degree  Doctor  of  Medicine 
would  be  granted,  this  becoming  effective 
in  1926.  There  was  serious  senior-student 
protest  on  this  and  a court  decision  was  ob- 
tained that  this  requirement  could  not  be 
maintained.  The  second  unit  of  University 
Hospital  was  built  during  this  administration 
and  several  changes  in  the  clinical  teaching 
and  student  assignments  were  put  into  effect 
which  improved  the  hospital  and  dispensary 
services,  aided  by  obtaining  Dr.  F.  J.  Bean 
as  assistant  hospital  superintendent.  An- 
other gain  was  the  beginning  of  cooperation 
between  the  two  medical  schools  in  Omaha, 
working  with  Dean  Von  Schulte  of  Creigh- 
ton Medical  School  for  the  building  and 
equal  division  of  teaching  services  of  the  new 
Douglas  County  Hospital. 

At  the  end  of  four  years  as  dean,  much 
had  been  learned  of  the  problems  of  medical 
college  and  hospital  administration  and  pub- 
lic affairs,  with  the  conclusion  that  the 
dean’s  position  is  a difficult  one,  involving 
conflicting  University  and  Medical  College 
interests,  faculty  disagreements  and  criti- 
cism, state  hospital  administrative  prob- 
lems, and  public  responsibilities  comparable 
to  those  of  a president  of  an  independent 
college.  With  satisfactory  increase  of  pri- 
vate practice  of  neurological  surgery  and 
reappointment  at  increased  salary  offered 
by  the  Board  of  Regents,  the  decision  was 
made  by  Dr.  Keegan  to  resign  as  dean  and 
devote  full  time  to  practice,  recommending 
that  Dr.  Poynter  be  appointed  dean.  Subse- 
quently, in  1933,  Dean  Poynter  faced  a prob- 
lem of  choosing  a chairman  of  the  Depart- 
ment of  Surgery  after  Dr.  B.  B.  Davis’ 
death,  with  three  prominent  general  sur- 
geons seeming  most  eligible.  This  appoint- 
ment was  offered  to  Dr.  Keegan  by  Dean 
Poynter  to  avoid  a difficult  choice  of  one 
of  the  three  general  surgeons.  This  second 
unsought  administrative  position  was  held 


until  1948,  when  the  increasing  time  require- 
ment led  to  the  recommendation  that  Dr. 
Herbert  Davis  be  appointed  Chairman  of  the 
Department  of  Surgery  on  a half-time  basis. 
Dr.  Merle  Musselman  becoming  full  time 
chairman  in  1956. 

ASSOCIATION  WITH  THE  DEPART- 
MENT OF  ANATOMY 

The  remaining  part  of  this  presentation 
will  deal  briefly  with  work  done  in  associa- 
tion with  Dr.  Poynter  in  the  Department  of 
Anatomy,  including  some  under  Drs.  John 
Latta  and  Edward  Holyoke,  subsequent 
Chairmen  of  the  Department.  Seven  years 
were  spent  in  gross  anatomy,  first  as  a stu- 
dent in  1910,  student  assistant  in  1911, 
three  following  years  assisting  as  a Graduate 
Fellow  and  two  years  as  Instructor.  Inter- 
est in  neuroanatomy  was  stimulated  by  Dr. 
Poynter’s  assignment  of  18  Negro  brains, 
saved  from  the  dissecting  rooms,  for  a year 
of  graduate  study  of  cerebral  morphology 
and  anthropology,  in  1912,  for  a Master  of 
Arts  degree.®  This  was  followed  during  the 
two  years  after  graduation  in  medicine,  as 
Instructor  in  Anatomy  by  research  on  the 
circulation  of  the  cerebrospinal  fluid  in  liv- 
ing chicken  and  rabbit  embryos.®  This  seven 
years,  with  two  years  of  premedical  study, 
from  1908  to  1917,  included  the  development 
of  the  Medical  College  in  Lincoln  and  the 
move  of  the  medical  science  departments  to 
Omaha  in  1913,  and  the  two  years  that  Dr. 
Cutter  had  the  title  of  Director  of  Labora- 
tories before  he  was  appointed  dean  in  1915. 

Many  things  of  interest  occurred  during 
this  transitional  time  in  the  College  of  Medi- 
cine. One  rather  macrabre  episode  in  con- 
nection with  the  Department  of  Anatomy  in 
Lincoln  will  be  related.  The  body  of  a no- 
torious criminal,  “Shorty  Gi’ay,”  appeared 
in  the  dissecting  rooms  in  1912  and  aroused 
considerable  interest.  This  man  had  es- 
caped from  the  State  Penitentiary  a few 
years  before  and  had  been  killed  in  a wild 
chase  as  he  fled  in  a wagon  comandeered 
from  a farmer,  the  fanner  also  being  killed. 
When  it  was  rumored  about  the  Lincoln 
campus  that  his  body  could  be  seen  in  the 
laboratory,  many  furtive  visitations  oc- 
curred, and  an  enterprising  medical  student 
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conceived  the  idea  of  making  watch  fobs 
out  of  the  tanned  skin  to  sell  to  fraternity 
brothers.  When  an  item  about  this  appeared 
in  a newspaper  the  University  authorities 
learned  who  the  guilty  student  was  and  dis- 
missed him  from  the  University. 

An  amusing  and  annoying  episode  oc- 
curred in  the  North  Laboratory  Building  in 
1914,  when  Mr.  Darcey  took  all  of  the  dogs 
to  the  pound  out  of  the  ground  floor  animal 
room  at  the.  end  of  the  school  year,  and  many 
fleas  and  flea  eggs  remained  to  hatch  and 
spread  through  the  building  in  search  of 
food.  They  first  invaded  the  administrative 
offices  on  the  first  floor  where  Dr.  Cutter’s 
secretary,  IMargaret  Quilan,  fought  a losing 
battle.  The  fleas  reached  the  Anatomy  De- 
partment on  the  third  floor  in  about  two 
weeks  and  it  was  embarrassing  to  go  any- 
where from  the  building  with  the  fleas  in 
one’s  clothing  to  appear  on  dining  room 
tables  and  elsewhere.  Much  advice  was  giv- 
en on  how  to  kill  the  fleas,  the  only  certain 
way  being  to  crush  them  between  two  flat- 
irons. Fortunately,  dog  fleas  are  specialized 
parasites  and  they  finally  starved  to  death 
from  inability  to  live  long  on  human  blood. 

The  “star  chamber’’  oral  examinations  in- 
stituted in  Anatomy  by  Dr.  Poynter  gained 
a reputation  of  being  major  ordeals  for 


freshman  medical  students,  with  a morbidity 
of  25  per  cent.  A student  cartoonist’s  con- 
ception of  one  of  these  under  Dr.  Latta,  with 
twelve  faculty  obseiwers,  is  shown  in  Figure 
11.  The  preparation  of  anatomical  dissect- 
ing material  in  Omaha  was  assigned  to  Dr. 
Keegan,  assisted  by  Dr.  Lynn  MacQuiddy, 
Sr.,  and  many  interesting  tales  could  be  told 
of  the  specimens  obtained  before  establish- 
ment of  the  State  Anatomical  Board  in  1929. 
A specially  noted  one  was  the  body  of  “Alley 
Pete,’’  a familiar  garbage  can  frequenter  of 
lower  Tenth  Street  who  was  found  frozen 
to  death  one  winter  in  his  shack  underneath 
the  river  bridge. 

The  early  special  interest  in  neuroanatomy, 
which ‘was  developed  by  Dr.  Keegan  under 
Dr.  Poynter,  led  to  the  decision,  in  1917,  to 
obtain  training  in  neurological  surgery,  and 
a three  year  fellowship  was  begun  in  Boston, 
leaving  the  Department  of  Anatomy.  How- 
ever, the  background  in  anatomy  led  to 
later  extensive  study  of  the  sensory  dis- 
tribution of  nerve  roots,  called  dermatomes, 
in  the  extremities  of  man  in  connection  with 
herniation  of  lower  lumbar  and  lower  cervi- 
cal intervertebral  discs.  The  first  paper  on 
this  was  published  in  1943  for  the  lower  ex- 
tremity'^ and  was  credited  in  the  Year  Book 
review  as  “the  best  contribution  to  neurology 
of  1943.”  Six  subsequent  papers  were  pub- 


Figure  11 


Cartoon  of  Anatomy  “Star  Chamber”  Examination  under  Dr.  John  S. 
Latta,  with  Faculty  Observers : Top  row,  Drs.  Paul  M.  BancroU,  A.  Boss 
McIntyre.  Leon  S.  McGoogan.  Frank  M.  Conlin,  Herbert  H.  Davis,  Wm.  A. 
Willard.  Jos.  A.  Weinberg.  Richard  Y.  Young,  Manuel  Grodinsky ; bottom 
row;  Sergius  Margulis,  Harold  E.  Eggers,  John  S.  Latta,  John  T.  Myers.  (By 
Arch  Powell,  1936). 
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Figure  12 


Figure  13 


DERMATOME  CHART 

WITH  NEW  PATTERNS  IN  THE  EXTREMITIES  BASED  ON 
SINGLE  NERVE  ROOT  SYNDROMES 


C2 


Dr.  Keegan’s  New  Dermatome  Chart  of  the  Human 
Body. 


lished  on  this  subject,  including  the  upper 
extremity  and  Dr.  Alister  Finlayson’s  out- 
lining of  the  sensory  distribution  of  the  upper 
cervical  nerve  roots.®- ^ From  this  anatomi- 
cal study  a new  dermatome  chart  of  the  hu- 
man body  was  drawn  and  has  become  stand- 
ard illustration  in  texts  and  monographs  on 
neuroanatomy  and  neurology.  (Fig.  12).  A 
more  entertaining  dancing  dermatome  figure 
appeared  in  person  at  the  meeting  of  the 
Society  of  Neurological  Surgeons  in  Omaha, 
in  1948.  (Fig.  13).  Much  of  the  work  in 
preparation  of  these  articles  on  dermatomes 
was  done  in  the  Department  of  Anatomy 
with  the  help  of  Drs.  Latta,  Holyoke,  and 
Garrett.  The  illustrations  were  all  by  Rose 
Reynolds,  Medical  Illustrator,  who  received 
many  compliments  on  her  drawings.  An 
anatomical  study  with  Dr.  Holyoke  was  pub- 
lished in  1962,  presenting  an  improved  sur- 
gical procedure  for  relief  of  meralgia  pares- 
thetica. 

A side  interest  in  seats  developed  in  con- 
nection with  patients  with  protrusion  or  her- 
niation of  degenerated  lower  lumbar  inter- 
vertebral discs,  because  of  their  common 


Dermatome  Dancer.  (By  Rose  Reynolds). 

complaint  of  inability  to  sit  in  comfort.  A 
study  of  “Alteration  of  the  Lumbar  Cuiwe 
Related  to  Posture  and  Seating”  by  lateral 
X rays  of  the  lubosacral  spine  in  many  dif- 
ferent positions  was  published  in  1^53. 
From  this  medical  study  a detailed  outline 
of  the  requirements  for  a comfortable  and 
protective  seat  were  given  (Fig.  14)  in  the 
hope  that  seat  manufacturers  would  make 
use  of  this  medical  information  and  im- 
prove the  design  of  their  products.  To  stim- 
ulate them  further,  a second  article  on 


Figure  14 
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“Evaluation  and  Improvement  of  Seats” 
was  published  in  1962^^  and  a scientific  ex- 
hibit on  “The  Problem  of  Seating”  pre- 
sented at  the  1963  Industrial  Health  Con- 
ference in  Washington,  D.C.,  with  encom*- 
agement  that  people’s  backs  will  be  better 


Cartoon  of  Dr.  Keegan,  Brain  Surgeon.  (By  Arch 
Powell). 


protected  in  future  chairs  and  automobile 
seats. 

The  title  of  brain  surgeon  often  is  applied 
to  neurological  surgeons  with  awe  or  dis- 
respect, depending  on  the  viewpoint.  (Fig. 
15).  Lay  persons  tend  to  exaggerate  the 
seriousness  of  brain  operations,  other  physi- 
cians think  the  results  are  discouraging,  and 
internes  complain  about  the  length  of  time 
they  have  to  hold  a retractor  during  a four- 
or  five-hour  operation,  the  time  getting 
longer  with  each  telling.  To  illustrate  some 
of  the  problems  of  neurologic  diagnosis  and 
the  rewards  of  brain  surgery,  a classic  car- 
toonist’s serial  illustration  of  his  own  experi- 
ence as  a patient  in  1943  were  shown  at  the 
conclusion  of  this  address.  The  problem  was 
a benign  tumor  beneath  the  medulla  which 
had  caused  progressive  paralysis  below  that 
level,  requiring  an  “iron  lung”  for  breath- 
ing. Figure  16  shows  the  cartoonist’s  con- 
ception of  the  entrance  of  the  “iron  lung” 
before  surgery,  with  loss  of  much  red  color 
in  the  firemen  and  blue  in  the  patient’s  face 
of  the  original  colored  cartoons.  The  pa- 
tient, Clark  Haas,  Jr.,  now  is  a successful 
professional  cartoonist  in  Los  Angeles. 
(Series  of  eleven  colored  cartoons  shown 
with  captions  and  explanatory  remarks). 
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Cartoon  of  “Iron  Lung”  Entrance.  (By  Clarke  Haas,  Jr.). 


140 


Nebraska  S.  M.  J. 


Figure  15 
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“We  are  being  rushed  into  ill-advised  remedies  for  education 
that  violate  the  nature  and  neutralize  the  vitality  of  the  educational 
system  which  has  served  this  country’s  needs  under  circumstances 
the  most  various. 

“If  our  nation  permits  our  educational  system  to  be  circum- 
scribed and  distorted  by  Federal  involvement  as  the  agricultural 
system  has  been,  the  destructive  consequences  will  be  seen  in  every 
aspect  of  our  lives.”  (Spotlight  No.  M-559). 
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ORGANIZATION  SECTION  I 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
^larch  14 — Ainsworth,  Elementary  Grade 
School 

IMarch  21 — Broken  Bow,  Elks  Club 
April  4 — Alliance,  Central  High  School 
Building 

April  18 — McCook,  St.  Catherine’s  Hos- 
pital 

CONFERENCE  ON  COMMON  DISOR- 
DERS OF  THE  SKIN  — March  19  and 
20,  1964,  at  University  of  Missouri  Medi- 
cal Center,  Columbia,  Missouri.  Confer- 
ence on  Problems  in  Ophthalmology,  April 
23  and  24,  1964. 

CLINICAL  REVIEWS  — A program  of  lec- 
tures and  discussions  on  problems  of  gen- 
eral interest ; Mayo  Clinic  and  Mayo 
Foundation,  Rochester,  Minn.,;  March  16, 
17,  and  18  and  March  23,  24,  and  25, 
1964;  Theater,  Mayo  Civic  Auditorium, 
Rochester.  (See,  also  under  “Announce- 
ments”). 

Postgraduate  Medical  Course,  MANAGE- 
MENT OF  TRAUMA  — March  25  to  27, 
1964,  University  of  Colorado  School  of 
Medicine. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 96th  Annual  Session,  April 
27  to  30  inclusive,  1964,  Cornhusker  Hotel, 
Lincoln. 

SOUTHWESTERN  SURGICAL  CON- 
GRESS — April  27  to  30,  1964,  at  San 
Antonio,  Texas. 

MID-CENTRAL  STATES  ORTHOPAEDIC 
SOCIETY  MEETING— May  7 to  9,  1964, 
Continental  Denver,  Denver,  Colorado. 

AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

4TH  ANNUAL  POSTGRADUATE  SEM- 
INAR of  Childrens  Hospital,  Omaha,  on 
Infection  and  Immunology",  will  be  held  on 


Friday,  May  22,  1964.  Further  informa- 
tion may  be  obtained  by  writing  Carol  R. 
Angle,  MD,  Childrens  Hospital,  Omaha, 
Nebraska  68105. 

ANNUAL  WEST-NORTHCENTRAL  CON- 
FERENCE ON  DISEASES  COMMON  TO 
MAN  AND  ANIMALS  — September  11 
and  12;  on  campus  of  University  of  Ne- 
braska College  of  Medicine. 

8TH  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST  — (Amer- 
ican College  of  Chest  Physicians) ; Octo- 
ber 11-15;  Mexico  City. 


THE  MONTH  IN  WASHINGTON 

A finding  by  a special  Federal  govern- 
ment committee  of  physician  and  scientist 
experts  that  cigarette  smoking  is  a serious 
health  hazard  gave  impetus  to  further  re- 
search with  the  objectives  of  determining  the 
harmful  factors  in  smoking  and  eliminating 
them. 

The  House  of  Delegates  of  the  American 
Medical  Association  had  authorized  a basic 
research  program  into  smoking  and  health 
before  the  special  committee’s  report  was 
made  public  in  January.  The  House  Agid- 
culture  Committee  approved  legislation  au- 
thorizing a Federal  research  program  into 
how  to  make  cigarettes  safe.  The  Johnson 
Administration  included  in  its  fiscal  1964- 
’65  budget  an  appropriation  request  for  $5 
million  for  research  on  smoking. 

The  10-member  Advisory  Committee  to 
the  Surgeon  General  of  the  Public  Health 
Service  reached  the  unanimous  conclusions 
that: 

“Cigarette  smoking  is  a health  hazard  of 
sufficient  importance  in  the  United  States 
to  warrant  appropinate  remedial  action  . . . 

“In  view  of  the  continuing  and  mount- 
ing evidence  from  many  sources,  it  is  the 
judgment  of  the  committee  that  cigarette 
smoking  contributes  substantially  to  mor- 
tality from  certain  specific  diseases  and  to 
the  overall  death  rate  . . . 

“Cigarette  smoking  is  casually  related  to 
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lung  cancer  in  men:  the  magnitude  of  the 
effect  of  cigarette  smoking  far  outweighs 
all  other  factors.  The  data  for  women, 
though  less  extensive,  point  in  the  same  di- 
rection.” 

Dr.  Edward  A.  Annis,  president  of  the 
American  Medical  Association,  urged  “the 
American  people  to  give  careful  and  thought- 
ful attention  to  this  report  and  to  the  strong 
evidence  linking  smoking  to  cancer  and  other 
diseases.” 

“It  should  be  noted  that  the  report  indi- 
cates that  further  research  could  be  valu- 
able and,  in  this  connection.  Surgeon  General 
Luther  L.  Terry  expressed  approval  of  the 
American  Medical  Association’s  comprehen- 
sive, long-range  program  of  basic  research 
on  tobacco  and  health,  which  was  announced 
last  December,”  Dr.  Annis  said. 

“Despite  the  strong  evidence  against  smok- 
ing which  has  been  amassed  in  this  report, 
it  is  unrealistic  to  assume  that  the  Ameri- 
can people  are  suddenly  going  to  quit  smok- 
ing. Because  people  will  continue  to  smoke, 
research  efforts  should  try  to  find  how  to- 
bacco smoke  affects  health  and,  if  possible, 
to  eliminate  whatever  element  in  the  smoke 
that  may  induce  disease. 

“This  is  what  we  hope  to  do  through  the 
AMA  research  project  on  tobacco  and 
health.” 

Three  members  of  the  Surgeon  General’s 
Advisory  Committee  were  named  to  the  five- 
member  committee  that  will  direct  the 
American  Medical  Association  Education 
and  Research  Foundation’s  long-range  pro- 
gram of  research  on  tobacco  and  health. 
They  are: 

Maurice  H.  Seevers,  MD,  PhD,  chairman 
of  the  Department  of  Pharmacology  at  the 
University  of  Michigan  Medical  School  and 
named  chairman  of  the  AMA-ERF  commit- 
tee; John  B.  Hickman,  MD,  chairman  of  the 
Department  of  Internal  Medicine  at  the  Uni- 
versity of  Indiana  Medical  School,  and 
Charles  LeMaistre,  MD,  professor  of  in- 
ternal medicine.  Southwestern  Medical 
School. 

The  other  two  members  of  the  AMA-ERF 


committee  are  Paul  S.  Larson,  PhD,  chair- 
man of  the  Department  of  Pharmacology  at 
the  Medical  College  of  Virginia,  and  Richard 
J.  Bing,  MD,  chairman  of  the  Department  of 
Medicine,  Wayne  State  University  College 
of  Medicine. 

The  AMA  Board  of  Trustees  made  an  ini- 
tial appropriation  of  $500,000  for  the  re- 
search program,  and  announced  contribu- 
tions would  be  accepted  from  other  founda- 
tions, industry,  voluntary  health  associa- 
tions, physicians  and  other  sources  — but 
only  if  given  without  restrictions. 

On  the  clear  understanding  that  there 
were  absolutely  no  restrictions  attached,  a 
contribution  of  $10  million  was  accepted 
from  six  tobacco  companies.  These  funds 
will  be  made  available  over  a five-year  pe- 
riod as  needed. 

The  first  remedial  action  advanced  by  the 
Federal  government  was  new  cigarette  ad- 
vertising regulations  proposed  by  the  Fed- 
eral Trade  Commission.  The  rules,  subject 
to  modification  after  open  hearings  in 
March,  would  require  that  in  all  cigarette  ad- 
vertising or  labeling: 

There  be  a clear  warning  that  cigarette 
smoking  may  cause  death;  there  be  no  im- 
plication that  cigarette  smoking  promotes 
good  health  or  physical  well-being,  and 
there  be  no  claim  that  smoking  one  brand 
is  less  harmful  than  smoking  another.  The 
Federal  government  banned  the  distribu- 
tion of  free  cigarettes  in  Public  Health 
Service,  military,  Indian  and  Veterans  Ad- 
ministration hospitals.  The  government 
also  launched  educational  campaigns  point- 
ing out  the  hazards  of  smoking  to  patients 
in  the  hospitals. 

Highlights  of  the  advisory  committee  re- 
port included: 

CANCER  BY  SITE 
Lung  Cancer 

“The  risk  of  developing  lung  cancer  in- 
creases with  duration  of  smoking  and  the 
number  of  cigarettes  smoked  per  day,  and 
is  diminished  by  discontinuing  smoking. 

“The  risk  of  developing  cancer  of  the  lung 
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for  the  combined  group  of  pipe  smokers, 
cigar  smokers,  and  pipe  and  cigar  smokers, 
is  greater  than  for  non-smokers,  but  much 
less  than  for  cigarette  smokers.” 

Oral  Cancer 

“The  causal  relationship  of  the  smoking 
of  pipes  to  the  development  of  cancer  of 
the  lip  appears  to  be  established.” 

Cancer  of  the  Larynx 

“Evaluation  of  the  evidence  leads  to  the 
judgment  that  cigarette  smoking  is  a sig- 
nificant factor  in  the  causation  of  laryngeal 
cancer  in  the  male.” 

NON-NEOPLASTIC  RESPIRATORY  DIS- 
EASES, PARTICULARLY  CHRONIC 
BRONCHITIS  AND  PULMONARY 
EMPHYSEMA 

“Cigarette  smoking  is  the  most  important 
of  the  causes  of  chronic  bronchitis  in  the 
United  States,  and  increases  the  risk  of  dy- 
ing from  chronic  bronchitis  . . . 

“For  the  bulk  of  the  population  of  the 
United  States,  the  importance  of  cigarette 
smoking  as  a cause  of  chronic  bronchopul- 
monary disease  is  much  greater  than  that 
of  atmospheric  pollution  or  occupational  ex- 
posures . . . 

“Cigarette  smoking  does  not  appear  to 
cause  asthma.” 

CARDIOVASCULAR  DISEASE 

“Smoking  and  nicotine  administration 
cause  acute  cardiovascular  effects  similar  to 
those  induced  by  stimulation  of  the  auto- 
nomic nervous  system,  but  these  effects  do 
not  account  well  for  the  observed  associa- 
tion between  cigarette  smoking  and  coronary 
disease  ...  It  is  more  prudent  to  assume 
that  the  established  association  between 
cigarette  smoking  and  coronary  disease  has 
causative  meaning  than  to  suspend  judgment 
until  no  uncertainty  remains.” 

MATERNAL  SMOKING  AND  INFANT 
BIRTH  WEIGHT 

“Women  who  smoke  cigarettes  during 
pregnancy  tend  to  have  babies  of  lower 
birth  weight. 


“Information  is  lacking  on  the  mechanism 
by  which  this  decrease  in  birth  weight  is 
produced. 

“It  is  not  known  whether  this  decrease  in 
birth  weight  has  any  influence  on  the  bio- 
logical fitness  of  the  newborn.” 


MEDICAL  SELF-HELP 

A status  report  on  Medical  Self-Help  in 
Nebraska  as  of  December  1963  is  now  avail- 
able from  the  State  Health  Department  ac- 
cording to  Dr.  E.  A.  Rogers,  Director  of 
Health.  This  report  indicates  that  while 
172  Medical  Self-Help  kits  have  been  as- 
signed in  79  counties  in  Nebraska,  reports 
of  completed  classes  have  been  received  from 
only  13  counties. 

Several  reports  have  been  received  from 
State  Teacher’s  Colleges  but  none  from  high 
schools,  although  23  kits  have  been  placed 
in  schools  and  colleges  so  far  and  more  are 
available. 

There  is  some  evidence  that  materials 
from  Medical  Self-Help  have  been  used  in 
other  courses  and  that  courses  are  taught 
without  being  reported;  since  the  Instruc- 
tor’s Report  is  the  only  means  of  measuring 
the  use  of  course  materials  it  is  important 
that  it  be  returned  promptly  v^hen  a class 
is  completed. 

The  Red  Cross  participates  in  Medical 
Self-Help  and  following  Standard  First  Aid, 
only  five  of  the  eleven  lessons  in  Medical 
Self-Help  are  required  to  complete  the 
course. 

A pamphlet,  MEDICAL  SELF-HELP,  ex- 
plaining the  administration  of  this  pro- 
gram in  Nebi-aska,  the  procurement  of  sup- 
plies and  suggestions  concerning  the  organ- 
ization of  classes  is  available  from  the  State 
Health  Department. 


Doctors  and  Medicine  in  the  News 

From  the  Pulse  for  January  17,  1964,  we 
learn  that  “Private,  state  and  federal  sup- 
port of  research  at  the  University  of  Ne- 
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braska  College  of  Medicine  passed  the  $1,- 

790.000  mark  during  1963. 

“The  majority  of  funds  came  from  the 
United  States  Public  Health  Service  train- 
ing and  research  grants.  Nebraska  Psychi- 
atric Institute  received  approximately  $1,- 

073.000  in  these  grants,  which  almost  en- 
tirely supported  the  research  program 
there.” 

Supporting  all  departments,  grants  were 
received  from  the  Nebraska  Division  of  the 
American  Cancer  Society,  the  Nebraska 
Heart  Association,  the  National  Cystic  Fi- 
brosis Foundation,  Lederle  Laboratories, 
Merck  Sharpe  and  Dohme,  Charles  Pfizer 
and  Company,  the  American  Medical  Asso- 
ciation, American  Medical  Education  Foun- 
dation, the  McCook,  Nebraska  Community 
Chest,  the  Madison,  Nebraska  Community 
for  Research,  and  the  Douglas  County  Chap- 
ter of  the  National  Multiple  Sclerosis  So- 
ciety. 

We  see  by  the  Omaha  World-Herald  (Jan. 
13)  that  a life-long  dream  of  Dr.  Murt  M. 
Sullivan,  of  Spalding,  now  80  and  retired, 
and  his  sister  is  about  to  materialize.  This 
is  the  remodeled  and  modernized  St.  John 
Memorial  Hospital.  The  sister,  now  de- 
ceased, left  $82,000  for  a new  chapel  and 
gave  her  home  to  the  Dominican  Sisters  who 
operate  the  hospital. 

The  Lancaster  County  Medical  Society  re- 
ceived a grant  of  $3500  from  the  Nebraska 
Division  of  the  American  Cancer  Society  to 
help  finance  the  tumor  clinics  which  have 
been  in  operation  for  some  years.  (Lincoln 
Star,  Dec.  21,  1963). 


Announcements 

Speech  Training  Services  Offered — 

Smith  Kline  & French  Laboratories  has 
established  a Speech  Training  Service  to 
help  medical  societies  do  a better  job  of 
telling  medicine’s  story  to  people  outside 
the  profession. 

Drawing  on  nearly  four  years  of  experi- 
ence with  its  own  500-man  Speakers  Bureau, 
Smith  Kline  & French  is  offering  profes- 


sional instruction  to  physicians  from  major 
groups  on  how  to  give  speeches,  how  to  pre- 
pare and  illustrate  them  and  how  to  organ- 
ize and  operate  a speakers  bureau  program. 

The  STS  also  can  provide  instruction  on 
such  related  skills  as  delivering  scientific 
papers  and  using  oral  communication  effec- 
tively to  aid  medical  organizations  win  sup- 
port for  their  views  on  public  issues. 

Inquiries  about  speech  training  can  be 
made  through  SK&F  Professional  Service 
Representatives.  The  ideal  size  for  a group 
is  24  and  the  most  effective  training  period 
two  days.  However,  the  service  is  flexible 
and  accommodate  as  few  as  12  or  as  many 
as  100  trainees  in  sessions  lasting  anywhere 
from  a few  hours  to  two  days. 

The  Speech  Training  Service  will  provide 
the  meeting  place,  equipment,  speech  ma- 
terials and  a trained  faculty.  The  training 
will  consist  of  formal  instruction,  drill  in 
which  the  participants  deliver  practice 
speeches  and  conduct  simulated  question- 
and-answer  periods  for  evaluation  of  tech- 
nique, and  a final  “valedictory”  address. 
Participants  will  receive  how-to-do-it  liter- 
ature for  future  reference  and  to  aid  them 
in  passing  along  their  training  to  colleagues. 


News  and  Views 

Hospital  Statistics  for  the  United 
States,  1962 — * 

The  number  of  registered  non-profit  hos- 
pitals was  7,028.  There  are  few  non-regis- 
tered  hospitals  and  these  contain  only  a 
small  minority  of  hospital  beds.  The  sta- 
tistics that  are  presented  below  relate  only 


to  the  registered  hospitals. 

Number  of  beds  1,689,414 

Average  daily  census  of 

in-patients  1,406,818 

Average  daily  census  by  type 
of  hospital — 

Federal  -- 11% 

Non-Federal 

Psychiatric  46.1 

Tuberculosis  — 2.3 
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Long-term  general  4.4 

Short-term  general  36.2 

Non-profit  or  voluntary  25.8 

Proprietary  -.1.9 

State  and  Local  Government 8.5 

Average  length  of  stay  in  non- 

federal  short-term  hospitals  7.6  days 

Total  expense  to  hospitals  per  patient  day 
in  these . non-federal  short-term  hospitals 
was  $36.83  for  1962.  This  was  an  increase 
of  $1.85  per  patient  day  or  7.3%  over  1961. 
It  was  an  increase  of  101%  over  1952.  The 
average  expense  to  these  short-term  hos- 
pitals per  patient  stay  was  $279.91. 

Total  hospital  expenses  of  registered  hos- 
pitals was  $10,129,216,000.  The  average 
daily  number  of  employees  was  1,762,957. 
The  payroll  expense  was  $6,734,877,000. 
Payroll  expense  constituted  about  67%  of 
all  the  hospital  expenses.  There  were  2.37 
employees  calculated  on  a full  time  equiva- 
lent basis,  per  patient  in  non-federal  short- 
tei-m  hospitals. 

The  average  daily  census  — 1,406,818 
days. 

The  bed  occupancy  ratio  was  78.5%  for 
non-federal  short-term  hospitals  having  100 
or  more  beds,  66.9%  for  those  with  50-99 
beds,  and  60.7%  for  those  with  fewer  than 
50  beds. 

The  total  number  of  patient  daj's  was  513,- 
488,570.  This  is  equivalent  to  about  2.8 
days  per  citizen  of  the  United  States;  that 
is  the  utilization  ratio  per  1,000  population 
was  2763.3  patient  days. 

Number  of  births  in  registered  hospitals 
was  3,857,626. 

Admissions  excludes  newborn  babies. 

Beds  excludes  newborn  baby  bassinets. 

Census  excludes  newborn  babies. 

Expenses  exclude  cost  of  new  construction 
or  expansion. 

Occupancy  is  the  ratio  of  in-patient  cen- 
sus to  beds. 

The  number  of  employees  refers  to  full- 


time equivalents;  it  excludes  interns,  resi- 
dents, and  students.  Short-term  hospital  is 
one  in  which  the  average  length  of  patient 
stay  is  less  than  30  days. 

Patients  in  psychiatric  hospitals  consti- 
tuted 46.1%  or  all  patients  in  non-federal 
hospitals.  Additionally  some  beds  in  other 
non-federal  hospitals  are  occupied  by  psy- 
chiatric patients,  and  some  of  the  beds  of 
federal  hospitals  are  occupied  by  psychiatric 
patients.  Reference  here  is  to  average  daily 
census. 

Hospitals  may  be  categorized  as  non-prof- 
it or  voluntary,  as  proprietary,  and  as  gov- 
ernmental. They  may  be  categorized  as 
short-term  and  long-term,  as  general  and 
specialized.  Governmental  hospitals  may  be 
categorized  as  federal,  state,  and  local. 

‘Prepared  by  Dr.  Carl  J.  Potthoff.  Department  of  Preventive 
Medicine  and  Public  Health.  Universitj-  of  Nebraska  College  of 
Medicine. 


News  From  Our  Medical  Schools 

Another  Grant — 

For  the  third  consecutive  year  an  insti- 
tutional gi’ant  from  the  National  Institutes 
of  Health,  United  States  Public  Health  Serv- 
ice, has  been  awarded  to  the  University  of 
Nebraska  College  of  Medicine  for  general 
research  support. 

This  year’s  grant,  for  the  period  of  Jan. 
1 through  Dec.  31,  is  in  the  amount  of 
$101,044. 

J.  Perry  Tollman,  MD,  dean  of  the  College 
of  Medicine,  was  named  grant  director.  The 

1963  institutional  grant  plus  supplement  to- 
taled $103,280. 

Creighton  University  Receives  Grant — 

Creighton  University  School  of  Medicine 
received  a grant  of  $38,859  from  the  John 
A.  Hartman  Foundation,  to  study  the  role 
of  a hormone  in  cardiac  arrest.  (Omaha 
World-Herald,  Jan.  3,  1964). 

Obesity  and  Endocrine  Problems — 

The  Charles  Frank  Morsman  Lectures  in 
Endocrinology  will  be  held  March  9 and  10, 

1964  in  the  Seminar  Room,  Eppley  Cancer 
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Institute,  University  of  Nebraska  College 
of  Medicine  in  cooperation  with  The  Charles 
Frank  Morsman  Foundation  and  The  Ne- 
braska Diabetes  Association.  Course  co- 
ordinator: Mary  Jo  Henn,  MD. 

Human  Interest  Tales 

Doctor  A.  E.  Mailliard,  Osmond,  has  been 
appointed  county  coroner  for  Pierce  County. 

Doctor  Gordon  D.  Adams,  Norfolk,  has 
been  named  coroner’s  physician  for  Madison 
County. 

Doctor  R.  C.  Calkins,  Kimball,  attended 
the  General  Practice  Review  in  Denver  dur- 
ing January. 

Doctor  John  B.  Davis,  Omaha,  has  been 
elected  President  of  the  Immanuel  Hospital 
medical  staff. 

Doctor  Robert  Radin,  currently  with  the 
Pender  Clinic,  will  open  a practice  in  Lyons 
in  the  near  future. 

Doctor  A.  W.  Anderson  was  elected  Presi- 
dent of  the  medical  staff  of  Memorial  Hos- 
pital at  West  Point. 

Doctor  Richard  Y.  Olsen  has  opened  an 
office  in  Stromsburg  having  previously 
practiced  in  California. 

Doctor  Harry  M.  Hepperlen,  Beatrice,  was 
elected  President  and  Chief  of  Staff  of  the 
Lutheran  Hospital  in  Beatrice. 

Doctor  Leo  T.  Heywood,  Omaha,  was  re- 
elected President  of  the  medical  staff  of  St. 
Joseph’s  Hospital  in  January. 

Doctor  D.  E.  Dunn,  Omaha,  has  opened 
an  office  in  Elkhorn  with  office  hours  until 
noon  Monday  through  Saturday. 

Doctor  Henry  Kammandel,  Omaha,  has 
been  elected  President  of  the  medical  staff 
of  Nebraska  Methodist  Hospital. 

Doctor  Harry  A.  Jakeman,  Fremont,  has 
been  elected  to  the  board  of  directors  of  the 
First  National  Bank  of  Fremont. 

Doctor  William  Bivens,  Holdrege,  was  re- 
elected President  of  the  Phelps  County  Medi- 
cal Society  at  a January  meeting. 

Doctor  and  Mrs.  G.  J.  Srb,  Dodge,  were 


honored  at  a testimonial  dinner  for  over 
thirty-five  years  service  to  the  community. 

Doctor  Lad  J.  Kucera,  Chief  of  Staff  at 
the  Veterans  Hospital  at  Omaha,  was  ap- 
pointed Director  of  the  Veterans  Hospital 
at  Grand  Island. 

Doctors  Dwight  Frost  and  Haskell  Mor- 
ris, Omaha,  were  guest  speakers  at  a joint 
meeting  of  the  Dodge  County  Medical  So- 
ciety and  Auxiliary  held  at  Fremont  in  Janu- 
ary. 

The  Scotts  Bluff  County  Medical  Society 
held  its  first  meeting  of  the  year  at  the 
Town  Park  Hotel  in  January.  Guest  speak- 
er was  0.  W.  Farrand  of  Blue  Shield  in  Oma- 
ha. 

Woman's  Auxiliary 

Lancaster  County  Medical  Auxiliary — 

The  December  meeting  of  the  Lancaster 
County  Medical  Auxiliary  met  at  the  home 
of  Mrs.  M.  D.  Hilton.  Mrs.  L.  F.  Pfeifer 
and  Mrs.  A.  L.  Smith,  Jr.,  were  co-chpir- 
men.  This  meeting  was  the  occasion  for  the 
annual  doll  collection.  Seventy  dolls  were 
collected  and  donated  to  the  Family  Service 
of  Lincoln  for  distribution  at  Christmas 
time. 

The  annual  dinner  dance,  under  the  chair- 
menship  of  Dr.  and  Mrs.  H.  A.  Hansen, 
Dr.  and  Mrs.  R.  F.  Statton,  and  Dr.  and 
Mrs.  J.  W.  Ballew,  was  held  December  14th 
at  the  Lincoln  Country  Club.  The  eleven 
guest  couples  included  internes,  residents, 
and  hospital  administrators  and  their  wives. 

The  February  meeting  of  the  auxiliary 
met  at  the  home  of  Mrs.  C.  Fred  Ferciot 
with  Mrs.  F.  S.  Webster  and  Mrs.  M.  A. 
Wood  as  co-chairmen  of  the  luncheon  com- 
mittee. Mr.  Kenneth  Neff  presented  the 
program.  Operation  Hometown. 

Dawson  County  Medical  Auxiliary — 

The  Dawson  County  Medical  Society  and 
Auxiliary  held  a coffee  hour  at  the  home  of 
Dr.  and  Mrs.  R.  A.  Sitorius  following  their 
January  dinner  and  business . meetings  in 
Cozad. 

At  the  previous  meeting  of  the  Auxiliary, 
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with  Mrs.  V.  D.  Norall  in  Lexington,  it  was 
voted  to  renew  Medical  Career  Scholarship 
Loans  to  Miss  Janet  Hock  and  Mr.  Gaiy 
Landers,  Lexington. 


fKnow  Your 

Blue  Shield  Plan 

Annual  Program  Conference  Discusses 
Kerr-Mills — 

John  C.  Foster,  executive  director  of 
South  Dakota  Blue  Shield  and  chairman  of 
NABSP’s  special  committee  on  Kerr-Mills 
implementation,  and  C.  Lincoln  Williston, 
executive  secretary  of  the  Texas  Medical 
Association,  spoke  on  the  many  aspects  of 
Kerr-Mills  legislation.  Mr.  Foster  outlined 
his  committee’s  activities  and  its  purpose, 
which  is  “.  . . to  develop  methods  of  im- 
plementation of  Kerr-Mills  that  could  be 
suggested  to  Plans  for  their  guidance  and 
information.” 

Mr.  Williston  mentioned  in  his  talk  that 
Texas  is  the  first  state  to  use  the  mechanism 
of  voluntary  prepaid  health  insurance  to 
implement  the  Kerr-Mills  Law. 

“I  certainly  would  be  remiss,”  he  added, 
“if  I did  not  pay  tribute  to  Blue  Cross-Blue 
Shield  of  Texas  for  its  extremely  effective 
administration  of  the  program.  I mentioned 
earlier  that  it  had  guaranteed  the  State  of 
Texas  that  it  would  handle  the  program  for 
not  more  than  three  per  cent  of  the  total 
premium.  Actually,  Mr.  Walter  R.  McBee 
and  his  associates  have  administered  the 
program  for  an  even  smaller  cost  — 2i/^  per 
cent.  We  frankly  doubt  if  any  government 
agency  could  match  this  record.” 

Washington,  D.C.  Plan  Offers  New 
Program  for  Aged — 

Washington,  D.C.  Blue  Cross-Blue  Shield 
recently  offered  a senior  citizens  program 
which,  according  to  F.  P.  Rawlings,  presi- 
dent of  Group  Hospitalization,  and  Dr. 
Henry  L.  Darner,  president  of  Medical 
Service  of  D.  C.”  . . . will  provide  benefits 
that  have  been  specifically  designed  to  meet 
the  unique  hospital,  medical,  surgical  and 
nursing  requirements  of  our  older  citizens.” 


The  Washington  Evening  Star  commented 
favorably  not  only  on  the  new  senior  citi- 
zens’ program,  but  also  on  the  “fee  agree- 
ments” made  with  the  area  doctors  which, 
the  article  claimed,  “.  . . no  other  insuring 
group  — including  the  Government  — could 
have  negotiated.” 

In  a feature  article  on  the  new  program, 
the  Evening  Star  reporter  praised  both  the 
content  of  the  progi-am  and  the  cooperation 
of  the  Plan’s  participating  physicians  that 
made  it  possible.  When  asked  how  Blue 
Shield  could  offer  such  a program  when 
other  organizations  in  the  health  coverage 
field  couldn’t,  the  writer  commented,  “One 
major  reason  is  that  the  doctors  themselves 
recogTiize  the  value  of  the  non-profit  Plans.” 
Another  important  reason,  he  explained,  is 
that  the  doctors  themselves,  as  sponsors  of 
the  Plan,  are  able  to  participate  directly  in 
establishing  the  fee  schedule  for  the  pro- 
gi’ams  and  thus  realistically  relate  local 
costs  to  the  needs  of  local  residents,  as  in 
this  case,  individuals  over  65. 

“That  is  also  the  beauty  of  these  non- 
profit Plans,”  the  article  stated.  “They  are 
local.  So  when  the  doctors  agree  together 
to  charge  lower  fees  for  the  aged  and,  under 
other  plans,  for  low-income  people  of  any 
age,  they  are  agreeing  among  themselves  — 
at  a local  level.” 

Reprinted  from  the  November.  1963,  Newsletter  Published 
by  the  National  Association  of  Blue  Shield  Plans,  425  North 
Michigan  Avenue,  Chicago,  111. 


Neurological  Disease  in  Boxers  — C.  Mawd- 

sley  and  F.  R.  Ferguson,  Lancet  2:795 
(Oct  19)  1963. 

Nine  of  ten  ex-boxers  examined  showed 
evidence  of  neurological  damage.  Demen- 
tia, cerebellar  and  extrapyramidal  lesions 
were  common;  pyramidal  signs  and  epilepsy 
also  occurred.  Cerebral  atrophy  was  found 
at  necropsy  in  one  case  demonstrated  by 
pneumoencephalography  in  eight  patients. 
A cavum  septi  pellucidi  was  present  in  7 of 
these  patients  and  two  more  examples  were 
described  in  an  addendum.  The  septal  leaves 
were  perforated.  It  was  suggested  that  the 
septal  changes  might  be  due  to  repeated, 
transient  elevations  of  the  pressure  in  the 
ventricular  system  resulting  from  trauma. 
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Books 


“Drugs  of  Choice,  1964-1965,”  edited  by  Walter 
Modell,  MD.  Published  1 Feb  64  by  The  C.  V. 
Mosby  Company  of  St.  Louis,  Missouri.  1018 
pages.  $16.75. 

This  popular  book  now  appears  in  a new  edition 
providing  the  practicing  physicians  authoritative 
and  unbiased  information  on  the  choice  of  a par- 
ticular drug  for  a particular  clinical  situation. 
Trial  has  shown  that  the  two-year  inteiwal  between 
revisions  is  a satisfactory  one.  In  order  to  provide 
fresh  insights  and  a forum  for  different  points  of 
view,  the  editor  has  chosen  new  authors  for  five 
chapters,  namely;  choice  of  antimicrobial  agents, 
choice  of  drugs  for  arthritis  and  rheumatic  dis- 
eases; choice  of  medullary  stimulants;  choice  of 
drugs  for  disturbances  in  equilibrium;  and  choice 
of  antihypertensive  drags.  There  is  also  an  entire- 
ly new  chapter  on  adverse  drug  reactions  and  alter- 
native drugs  of  choice. 


“Medical  Pharmacology”  by  Andres  Goth,  MD.  Pub- 
lished by  the  C.  V.  Mosby  Company  of  St.  Louis, 
1 Feb  64.  585  pages.  $11.75. 

This  is  the  second  edition  of  this  book.  The  au- 
thor is  Chairman  of  the  Department  of  Pharma- 
cology at  the  University  of  Texas  Southwestern 
Medical  School  in  Dallas,  Texas.  The  book  has 
been  written  for  medical  students  and  practicing 
physicians,  rather  than  for  pharmacists.  Drugs  are 
considered  by  groups  of  related  drugs  and  individu- 
ally. Individual  drug  considerations  include  the 
following: 

a.  description  of  the  drug,  including  structural 
formula,  and  effects  of  the  drug 

b.  mode  of  action 

c.  metabolism 

d.  clinical  uses 

e.  side  effects  and  toxicity 

This  book  can  be  used  in  conjunction  with  “Drugs 
of  Choice”  to  give  the  physician  a real  good  basic 
understanding  and  approach  to  his  daily  use  of 
drags  in  therapy. 


“Appraisal  of  Current  Concepts  in  Anesthesiology — 
Volume  Two,  1964”  edited  by  John  Adriani,  MD. 
Published  1 Feb  64  by  The  C.  V.  Mosby  Com- 
pany of  St.  Louis,  Missouri,  478  pages.  $10.75. 

Volume  One  of  this  seines  appeared  in  print  in 
1961.  Volume  Two  follows  the  same  format.  The 
editor.  Director  of  the  Department  of  Anesthesi- 
ology, at  the  Charity  Hospital  of  New  Orleans,  has 
assigned  staff  members  and  residents  certain  topics 
of  timely  interest,  asking  them  to  prepare  reviews 
on  these  subjects.  Some  of  the  subjects  reviewed 
in  the  current  volume  include: 

a.  Suppression  of  mucus  during  anesthesia 


b.  Airway  resistance 

c.  Hyaline  membrane  disease 

d.  Atropine  — disturbances  in  cardiac  rhythm 
following  the  intravenous  use  during  anes- 
thesia 

e.  Cardiac  effects  of  succinylcholine 

f.  Uses  of  cortisone  in  clinical  anesthesia 

g.  Anesthesia  and  the  pituitary  gland 

h.  Effects  of  anesthesia  and  surgery  upon  the 
activity  of  the  thyroid  gland 

i.  Aldosterone  — possible  implications  and 
relationship  to  ansthesia 

j.  Use  of  angiotensin  in  anesthesia 

k.  Xenon  anesthesia  — basic  principles  of 
practical  importance 

l.  Placental  transmission  of  drugs 

m.  Recent  developments  concerning  electric 
anesthesia 

“The  Psychological  Aspects  of  Diabetes”  (or  “How 
to  Live  in  Emotional  Balance  with  Diabetes”)  by 
Harold  Geist,  PhD.  Published  1 Feb  64  by 
Charles  C.  Thomas,  Publisher,  Springfield,  Illi- 
nois. 81  pages,  $4.75. 

The  author,  a consulting  psychologist  in  Berke- 
ley, California,  has  written  a book  intended  to  help 
the  patient,  his  relatives,  and  his  physician,  keep 
the  diabetic’s  emotional  life  on  an  even  keel.  Sub- 
jects considered  include  the  following: 

a.  Psychological  concomitants 

b.  Psychological  management 

c.  Suggestions  for  family  and  friends 

d.  Diabetes  in  children  and  adolescents 

e.  Relationship  with  parents 

f.  Regimentation  of  daily  activities 

g.  Diabetics  in  industiy 

h.  Marriage 

i.  Insurance 

“Management  of  Oral  Emergencies”  by  Daniel  M, 
Laskin,  DDS.  Published  10  Jan  1964  by  Charles 
C.  Thomas,  Publisher,  Springfield,  Illinois.  107 
pages  with  numerous  pictures  and  illustrations. 
$5.50. 

The  author.  Associate  Director  of  the  Depart- 
ment of  Oral  and  Maxillofacial  Surgery  at  the 
College  of  Dentistry,  University  of  Illinois,  has 
written  a complete  guide  to  the  diagnosis  and  treat- 
ment of  common  oral  emergencies  ...  of  interest 
not  only  to  the  dentist  but  to  the  physician  who 
frequently  faces  such  problems  in  his  office  and 
in  the  hospital  emergency  room. 

Some  of  the  subjects  covered  include: 
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a.  Pain  — odontogenic,  maxillary  sinus,  tem- 
poromandibular 

b.  Salivaiy  duct  and/or  gland  obstruction 

c.  Fractures  of  facial  bones 

d.  Human  bites 

e.  Chemical  burns 

f.  Trismus 

g.  Emergencies  associated  with  the  use  of  local 
anesthesia  including  — allergic  reactions, 
syncope,  needle  breakage 

h.  Postinjection  complications  including  — fa- 
cial paralysis,  temporaiy  blindness,  double 
vision,  ulceration 

“Selective  Audio-visual  Instruction  for  Mentally 
Retarded  Pupils”  by  Edward  Goldstein,  AM. 
Published  20  Jan  64  by  Charles  C.  Thomas,  Pub- 
lisher, Springfield,  Illinois.  96  pages.  $5.25. 

This  study  shows  how  the  use  of  selective  audio- 
visual instruction  can  be  helpful  in  developing  the 
personal,  social,  and  occupational  adequacies  of 
the  mentally  retarded.  Certain  aspects  of  learning 
of  the  mentally  retarded  are  explored  in  a pilot 
study  — demonstrating  three  methods  of  audio- 
visual instruction  selected  from  the  principles  of 
occupational  education.  How  selective  audio-visual 
aids  can  best  be  utilized  in  specific  lesson  planning 
and  recommended  film  topics  are  included. 


“The  Evolution  of  Clinical  Methods  in  Medicine”  by 
Kenneth  D.  Keele.  Published  15  Jan  64  by 
Charles  C.  Thomas,  Publisher,  Springfield,  Illi- 
nois. 115  pages.  $7.50. 

The  purpose  of  this  book  is  to  trace  changing 
clinical  methods  throughout  the  centuries,  to  show 
how  they  arose  and  how  they  have  grown  into  their 
present  forms.  The  author  emphasizes  that  the 
practicing  physician  is  very  much  a child  of  his 
time,  for  throughout  the  centuries  his  methods  have 
been  governed  by  the  thoughts,  feelings,  and 
knowledge  of  the  people  of  his  day.  These  atti- 
tudes the  doctor  must  take  into  consideration  and 
realize  that  they  rule  the  management  of  the  sick 
individual  as  much  as  clinical  science.  This  book 
will  appeal  to  the  layman  as  well  as  the  medical 
reader. 


TUBERCULOSIS  ABSTRACTS 

TUBERCULIN  TESTING  OF  SCHOOL 
CHILDREN 

In  a tuberculin  testing  program  among  ele- 
mentary school  children  in  California,  a rela- 
tionship was  found  to  exist  between  the  size 
of  reaction  and  clinical  disease.  The  Mantoux 
method  of  testing  is  an  acceptable  guide  for 
case  finding  and  follow  up. 

Because  it  was  believed  that  tuberculin  testing 
of  selected  age  groups  in  elementary  schools  would 
furnish  useful  clues  to  foci  of  infection,  a testing 
program  was  undertaken  in  1957  and  1958  under 
the  joint  auspices  of  the  Tuberculosis  and  Health 


Association  of  California,  the  California  State  De- 
partment of  Public  Health,  the  California  Confer- 
ence of  Local  Health  Officers,  and  the  United 
States  Public  Health  Service. 

The  intradermal  Mantoux  test  with  5 T.U.  (0.1 
ml.  containing  .0001  of  PPD-S)  was  used.  A posi- 
tive test  was  one  with  induration  of  6 mm.  or  more. 
The  term  “Ladino”  was  used  to  identify  children  of 
Latin  American  or  Spanish  background. 

Of  123,934  elementary  school  children  em-olled 
in  399  schools  in  eleven  selected  areas  of  Cali- 
fornia, 109,152  were  tuberculin  tested  at  least  once. 
The  study  group  consisted  of  85,751  students  avail- 
able for  testing  both  years  in  ten  areas,  and  of 
these  54,051  completed  both  tests. 

STUDY  FINDINGS 

The  authors’  findings  and  conclusions  from  these 
studies  were: 

1.  The  Mantoux  test,  when  done  competently, 
offers* a most  acceptable  guide  for  follow  up  and 
case  finding.  Testing  errors  occurred  for  many 
reasons  but  did  not  invalidate  the  significance  of  the 
obseiwed  conversions  and  reversions. 

2.  When  the  ten  study  areas  were  ranked  as 
“high”  or  “low”  by  reported  morbidity  rates,  the 
percentage  of  positive  tests  the  first  year  followed 
the  same  general  pattern  as  the  reported  morbidity 
rates.  Positive  reactions  occurred  in  11.1  per  cent 
of  Ladino  students,  in  4.5  per  cent  of  Negroes,  in 
5.3  per  cent  of  other  nonwhite  students,  and  in  2.1 
per  cent  of  the  remaining  white  students.  The 
positive  reactors  varied  from  0.96  per  cent  at  age 
6 to  4.61  per  cent  at  age  14. 

3.  Population  density  or  degree  of  urbanization 
did  not  appear  to  be  significantly  related  to  inci- 
dence of  tuberculin  sensitivity. 

4.  The  frequency  of  positive  reactors  and  the 
degree  of  sensitivity  as  represented  by  size  of  re- 
action are  related  to  the  frequency  of  exposure  to 
Myobacterium  tuberculosis.  Rates  of  conversion  and 
levels  of  infection  in  the  schools  paralleled  incidence 
of  active  disease  in  the  community.  The  rate  of 
conversion  accelerated  markedly  as  age  increased. 
This  explains  the  rapid  overall  increase  in  prevalence 
of  positives  with  increasing  age  in  the  6-to-14  year 
age  group  tested.  In  the  Ladino  group,  girls  showed 
more  acceleration  than  boys  and  higher  levels  of 
sensitivity  at  each  age  tested. 

5.  The  rapid  rise  in  conversion  rates  as  well 
as  of  prevalence  observed  with  increasing  age  at 
the  elementary  school  level  is  best  accounted  for 
by  casual  exposures  to  older  persons  outside  the 
home,  the  circle  of  such  contacts  enlarging  with 
the  freedom  from  the  home  environment  that  oc- 
curs with  increasing  age. 

6.  The  frequency  of  reversion  was  inversely 
related  to  reported  morbidity  rates  and  to  prev- 
alence of  tuberculin  sensitivity.  It  occurred  most 
frequently  in  the  lower  ages,  in  communities  with 
low  morbidity  rates,  in  white  students  other  than 
Ladino,  and  among  males.  Reversion  also  occurred 
most  frequently  among  those  with  smaller  tuber- 
culin reactions,  which  were  in  turn  most  frequent 
among  the  groups  with  lower  prevalence  of  tuber- 
culin sensitivity. 
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7.  The  distribution  of  reaction  sizes  was  consist- 
ent with  the  theory  that  frequency  of  exposure  to 
infective  doses  of  M.  tuberculosis  is  related  to 
the  prevalence  of  positive  skin  reactors,  to  the 
frequency  of  conversion  and  clinical  case  mor- 
bidity rates,  and  that  it  varies  inversely  with  fre- 
quency of  reversion. 

Susceptibility  to  clinical  disease  during  elemen- 
tary school  ages  (6-14  years)  is  no  less  frequent 
than  among  older  persons,  provided  account  is  tak- 
en of  the  infected  population  at  risk. 

SMALL  INDURATIONS 

8.  Small  indurations  give  rise  to  an  undue  pro- 
portion of  positives  in  a susequent  retest.  This 
may  also  be  true  for  reactions  as  inconsequential 
as  “erythema  only.” 

9.  Recent  converters  (0-12  months)  make  up  a 
significant  proportion  of  positive  reactors  at  ages 
6 through  14. 

10.  Follow-up  case-finding  activities  were  re- 
corded and  the  data  made  available  to  the  study 
from  two  areas.  In  one  area  where  19,987  children 
completed  at  least  one  test,  467  index  reactors 
on  field  records  in  1957  yielded  1,782  contacts  on 
follow  up.  Eight  new  cases  were  found  among  these 
index  reactors.  Of  the  1,782  contacts,  82  per  cent 
received  follow-up  examinations  and  17  clinically 
active  cases  were  diagnosed.  The  1958  follow-up 
examinations  of  83  per  cent  of  the  437  known  or 
new  positive  reactors  on  field  records  yielded  five 
new  active  cases,  all  new  positive  reactors.  Of  the 


1,713  household  and  close  contacts  examined  (83 
per  cent),  only  one  new  active  case  was  found. 

NEW  CASES  AND  REACTORS 

No  cases  were  discovered  among  positive  reactors 
or  their  household  contacts  when  the  index  re- 
actors had  less  than  9 millimeters  of  induration. 
From  a case-finding  standpoint,  positive  reactors 
found  in  the  first  year  were  more  productive  of 
new  cases  than  were  those  in  the  second  year. 
However,  if  one  followed  only  the  converters  and 
new  reactors  in  the  second  year,  new  active  cases 
discovered  would  be  of  the  same  order  of  magnitude 
as  was  that  of  all  reactors  in  the  initial  test  year. 
The  small  number  of  cases  in  both  years  render 
these  observations  tentative. 

11.  The  greatest  number  of  leads  to  cases  of 
tuberculosis  will  be  found  among  those  groups  with 
high  morbidity  and  high  prevalence  of  tuberculin 
reactors. 

12.  We  believe  that  case  finding  by  tuberculin 
testing  surveys  would  be  most  productive  and  least 
costly  in  communities  having  an  annual  tuberculosis 
morbidity  rate  of  over  40,  and  particularly  over  50 
per  100,000,  and  in  many  groups  having  one  per 
cent  positive  reactors  at  age  6,  three  per  cent  at 
age  10,  or  five  per  cent  at  age  14.  We  expect  it  to 
be  most  profitable  in  schools  having  more  of  the 
higher  incidence  groups  of  children,  such  as  ethnic 
and  racial  minorities  or  older  groups. 

—Henrik  L.  Bium,  MD  ; Frank  E.  Hesse.  MD  : Glen  W.  Kent, 
MD  ; and  Dalrie  S.  Lichtenstiger.  The  American  Review 
of  Respiratory  Diseases,  February,  1963. 


ORGANIZATIONS,  NATIONAL 


.\merican  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

.\merican  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

.4merican  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


■American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

.American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdeiy 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Tracger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

.\merican  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Ardith  VonHousen,  President 
315  North  72nd,  Omaha 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 
Paul  S.  Archambault,  Executive  Director 
514  South  40th  Stz’eet,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
IGOl  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Shai-p  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafv,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretarv 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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In  Pregnancy. . . 


METAMUCIl!  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilloid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psyllium 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  1 6 ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

e.  D.  S EAR  LE  & co. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  of  Medicine 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrir 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”! 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease. 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects.”® 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions  : purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects  : 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide;  Tablets  #1  (white), 
each  containing0.5mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 

oooooooooooooooooooooooooooooooooooo 


You  need  more  rest.  Give  these  sleeping 
pills  to  your  wife. 


PHYSICIANS'  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

PRACTICE  FOR  SALE  — Going  into  residency 
in  June,  1964.  Office  has  ample  room  and  is  well 
equipped.  Modern  well  equipped  hospital  in  town. 
Progressive  community.  Write  R.  T.  Satterfield, 
M.D.,  Sargent,  Nebraska. 

MODERN  ESTABLISHED  MEDICAL  OFFICE 
— For  Rent.  Busiest  corner  in  large  Nebraska 
town.  Plenty  of  off  street  parking.  Two  modern 
hospitals.  Write  Box  35.  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

LOCUM  TENNENS  — General  Practitioner 
wanted  for  2 or  3 weeks  in  May.  Nebraska  license 
required.  Possible  permanent  association.  Write 
Box  36,  Nebraska  State  Medical  Journal,  1315 
Sharp  Building,  Lincoln,  Nebraska. 

LOCUM  TENENS  — General  Practitioner  wanted 
for  June  and  July  during  absence  of  one  partner. 
Nebraska  license  required.  Possible  permanent  as- 
sociation. Write  Box  37,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 


INTERNIST  — Or  physician  with  some  train- 
ing in  internal  medicine  for  mixed  group  in  Oregon 
City,  Oregon.  Excellent  opportunity  for  physician 
interested  in  practice  of  internal  medicine  rather 
than  splinter  specialty.  Cleland  Clinic,  Oregon  City, 
Oregon. 

ASSOCIATED  GENERAL  PRACTITIONER  AND 
GENERAL  SURGERY  WANTED  — An  estab- 
lished, furnished  clinic  in  a growing  town  of  8,300 
in  southwestern  Nebraska  with  a 100-bed  hospital. 
Plans  for  a partnership  agreement  when  mutually 
desired.  Contact  J.  H.  Donaldson,  Jr.,  M.D.,  McCook, 
Nebraska. 

NEWLY  COMPLETED  Clinic  Building  in  North- 
east Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Liberal  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

IOWA  — Illness  forces  sale  or  lease  of  general 
practice  grossing  $45,000;  established  18  years;  fully 
equipped  medical  building;  2000  square  feet  floor 
space;  prosperous  agricultural  area;  95%  collections; 
25  miles  to  hospital  center;  going  concern;  fringe 
benefits  unbelievable.  Will  introduce.  Write,  Box 
34,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska. 
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WAUWATOSA  13,  WISCONSIN 


A DYNAMICALLY  ORIENTED  HOSPITAL  FOR  THE 
TREATMENT  OF  MENTAL  AND  EMOTIONAL  ILLNESSES 

For  information  write  to  Department  of  Admissions 

Tei.  No.:  Biuemound  8-2600  j 


ESTABLISHED  1884  . . . BOOKLET  ON  REQUEST 
Q Fu//y  Accredited 


^75=^100  - Guaranteed 
by  the  makers  of  U.S.  money 


Y ou  could  go  into  a 7 ^ year  sleep 
tonight  serene  in  the  knowledge 
that  when  you  woke  up  the  Series 
E Savings  Bond  you  bought  for 
$75  would  be  worth  $100. 

The  Government  guarantees  the 
interest  rate  over  the  life  of  your 
Bond.  So  you  can’t  lose. 

And  as  your  U.S.  Savings  Bonds 


help  you  toward  a financially 
independent  future,  they  help 
your  Government  stay  financially 
strong. 

Good  reasons  for  you  to  join  the 
millions  of  Americans  who  have 
made  U.S.  Savings  Bonds  the 
most  widely  held  securities  in  the 
world. 


Help  yourself  while  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine, 
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JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 
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We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 
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the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


M 

Medical  Protective  Company  8 

Milwaukee  Sanitarium  31 

N 

News  Printing  Company  30 


P 

Parke,  Davis  & Company 


R 

W.  K.  Realty  32 

A.  H.  Robins  9,  25 

Roche  Laboratories  34 

S 

G.  D.  Searle  27 

Smith,  Kline  & French  Laboratordes 17 

E.  R.  Squibb 3 

T 

M.  R.  Thompson  13 

U 

Upjohn  Company  10,  11 

VV 

Wallace  Laboratories  7,  19,  23 

Winthrop  Laboratories  5 


32-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


. .<  ' *-  f ^ 


The  Nebraska  State 
Medical  Journal 


April,  1964 


Index  on  Page  4-A 


ANNUAL  SESSION 
N.  S.  M.  A 

APRIL  27-28-29-30 
1964 


library  of  the 

,-i  COLLEGE  OF  PHYSICIANS' 

OF  PH1LA01L>F*^*A  ^ 

APR  15 1963 


epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 

This  agent  "...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients.. ..With  judicious  use,  it  may  be 
said  that  it  alone  is  responsible  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DILANTIN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent; 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  v;ith  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®^  containingO.l  Gm.  and  0.03  Gm. 

*Roseman,  E.:  Neurology  1 1:912,  1961.  3366j 
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For  that  extra  bit  of  knowledge  which  may  offer  you  the  key  to  a 
puzzling  diagnostic  or  therapeutic  problem  . . . 


AUNDERS  PRACTICAL  "SPECIALIZED  ” VOLUMES 


NEW ! Avery  — The  Lung  and  its  Disorders  in  Newborn  Infants 


This  is  Volume  I of  a new  monograph  series, 
“Major  Problems  in  Clinical  Pediatrics.’’  Each 
volume  will  take  a significant  problem  facing 
pediatricians  today  and  exhaustively  delineate 
current  knowledge  about  the  disorder  and  how  it 
may  best  be  managed.  Other  volumes  scheduled 
in  addition  to  the  one  below  will  cover  Jaundice, 
Severe  Infections,  and  Hypoglycemias.  Consulting 
Editor  of  the  Series — Alexander  J.  Schaffer,  M.D. 

The  Lung  and  its  Disorders  in  Newborn 
Infants  exemplifies  the  entire  series.  Dr.  Avery  first 
draws  a superb  picture  of  the  significant  anatomic  and 
physiologic  aspects  of  fetal  and  neonatal  respiration. 
She  follows  this  with  clinical,  up-to-the-minute  assess- 


In  this  New  (3rd)  Edition  outstanding  specialists 
pinpoint  important  clues  to  diagnosis  and  effective 
treatment  for  those  diseases  and  conditions  of  a 
specialized  nature  that  are  often  encountered  by  the 
non-specialist.  You’ll  find  precise,  specific  information 
to  help  you  in  successful  management  of  patients  with 
diseases  of  the  bladder  and  kidney;  anorectal  diseases; 
ophthalmologic  disorders;  neuroses  and  psychoses;  etc. 
For  each  disorder  you’ll  find  information  on  normal 
anatomy,  physiology,  differential  diagnosis,  treatment, 
complications,  pathologic  physiology,  dietary  regimens, 
therapeutic  schedules,  etc.  Danger  points  are  carefully 
pointed  out — those  symptoms  and  findings  which 


ment  of  respiratory  distress — in  disorders  ranging 
from  choanal  atresia  to  pulmonary  hemorrhage.  You’ll 
find  a wealth  of  practical,  well-illustrated  advice  on 
management  of  hyaline  membrane  disease,  on  differential 
diagnosis  of  the  various  respiratory  abnormalities,  on 
resuscitation  of  the  asphyxiated  newborn,  on  data  showing 
normal  lung  volumes  in  infants,  and  on  recognition  of 
both  normal  and  abnormal  chest  films.  Here  is  a complete, 
definitive  picture  in  one  single  source. 

By  Mary  Ellen  Avery,  A.B.,  M.D.,  Assistant  Professor  of  Pediat* 
rics,  Johns  Hopkins  School  of  Medicine;  Pediatrician-in-charge, 
Newborn  Nurseries,  Johns  Hopkins  Hospital.  About  225  pages, 
^ 934",  illustrated.  About  $7.50. 

Neu—Just  Ready! 

- The  Specialties  in  General  Practice 

demand  immediate  referral  for  special  management. 
For  this  New  (3rd)  Edition  there  are  new  contributors 
for  the  sections  on  Surgery,  Orthopedic  Trauma; 
Gynecology  and  Obstetrics;  Nose  and  Throat;  Larynx, 
Bronchi  and  Esophagus;  and  Otology.  In  addition, 
entirely  new  chapters  give  you  extra  help  on  using  the 
clinical  laboratory  more  effectively,  and  on  problems 
met  by  the  general  practitioner  in  industrial  medicine. 

By  15  Outstanding  Specialists.  Edited  by  Russell  L.  Cecil,  MD., 
Professor  of  Clinical  Medicine,  Emeritus,  Cornell  University  Medical 
College;  and  Howard  F.  Conn,  M.D.,  Editor,  Annual  Current 
Therapy  Volume.  About  832  pages,  7"  x 10",  with  about  247  illus* 
trations.  About  $19.00. 

yVeu)  {3rd)  Edition-^ Heady  May! 


NEW  (3rd)  EDITION!  Cecil-Conn 


NEW!  Stoddard  — Case  Studies  in  Obstetrics  and  Gynecology 


Here  is  a stimulating  new  book  based  on  the  case-study 
method  of  instruction.  It  will  aid  you  greatly  in 
management  of  virtually  all  the  important  problems 
encountered  in  the  practice  of  obstetrics  and  gyne- 
cology. 60  problems  are  discussed,  ranging  from 
premenstrual  tension  to  Rh  isoimmunization.  Dr.  Stod- 
dard begins  each  discussion  with  a typical  case  history, 
describing  symptoms  and  signs,  results  of  the  physical 
examination  and  laboratory  tests,  type  of  treatment 
offered,  and  long-term  results.  Next  you’ll  find  a 
thoughtful  discussion  in  which  that  particular  type  of 
disorder  is  described  as  to  incidence,  pathology, 
prognosis,  etc.  Then  follows  a series  of  provocative 
questions  (the  type  a consultant  would  be  asked)  with 
sensible  answers  on  pathology,  type  of  treatment 


prescribed,  alternative  methods  of  treatment,  effeetive- 
ness  of  therapy,  etc.  You’ll  welcome  the  advice  set 
forth  on  such  vital  disorders  as:  early  abortion;  cancer 
and  pregnancy;  dysmenorrhea;  adrenal  virilism;  car- 
cinoma in  situ  of  the  cervix;  toxemia  of  pregnancy; 
obstetrical  anesthesia  accident;  etc.  This  valuable  new 
book  will  help  you  screen  important  from  unimportant 
aspects  of  a case,  help  you  avoid  a stereotyped  approach 
to  management,  give  you  details  of  unusual  cases  you 
may  not  yet  have  encountered. 

By  F.  Jackson  Stoddard.,  M.D.,  Associate  Clinical  Professor  of  Obstetrics 
and  Gynecology,  Marquette  University  School  of  Medicine,  Milwau- 
kee, Wisconsin.  312  pages,  6^'^x  9 34^-^  illustrated.  About  $10.00. 

IWpu^^Just  Ready! 


SJG4-64 

W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa. 

Please  send  and  bill  me:  □ Easy  Pay  Plan  ($5  per  month) 

I I Avery — Lung  in  Newborn . About  $ 7.50  Stoddard — Case  Studies  in 

( I Cecil-Conn — Specialties  . .About  $19.00  Obstetrics  & Gynecology.  .About  $10.00 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROU  STANOZOLOL 


...a  new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  Vz  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  700. 


Winthrop  Laboratories,  New  York,  N.  Y. 


The  one  tranquilizer  that 

BELONGS 
IN  EVERY 
PRACTICE 


it's  versatile:  The  years  have  proved  that  ‘Miltown’  [meprobamate]  is  the  one  tran- 
quilizer that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtually 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  with 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy. 
Outstanding  record  of  safety:  Ten  years  of  clinical  use  among  millions  of 
patients  throughout  the  world— plus  more  than  1500  published  reports 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — support 
your  prescriptions  for  ‘Miltown’  [meprobamate].  This  is  why  it  “belongs 
in  every  practice.” 

dependable:  ‘Miltown’  [meprobamate]  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain 
their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  [meprobamate]  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


Side  effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or  idiosyncratic  reactions,  gen- 
erally developing  after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate 
subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requir- 
ing alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  partic- 
ularly in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to 
physicians  upon  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


CM-llK 


The  surgical  patient 


The  insomniac 


The  tense,  nervous  patient 


The  heart-disease  patient 


he  girl  with  dermatosis 


Premenstrual  tension 


Tension  headache 


The  agitated  senile  patient 


The  problem  child 


The  woman  in  menopause 


The  alcoholic 


the  original  brand  of 
meprobamate 


The  G.I.  patient 


WALLACE  LABORATORIES 
Cranbury,  N.J. 


K & W X-RAY  COMPANY,  Inc. 

Medical  Arts  Building 
111  So.  17th  Street 
Omaha,  Nebraska 

Now  in  our  5th  year  of  ethical  service 
to  the  profession,  we  are  proud  to  an- 
nounce our  appointment  as  a STANDARD 
X-RAY  COMPANY  Franchise  Dealer  in  Ne- 
braska. 

Standard  X-ray  equipment  is  made  by 
one  of  the  oldest  companies  in  p'oduction 
of  X-ray  apparatus,  established  in  Chicago 
more  than  half  century  ago.  The  K & W 
X-ray  Company  is  an  integral  part  of  the 
local  community  and  not  subject  to  transfer 
out  of  it  on  short  notice. 

We  are  dedicated,  motivated,  oriented 
and  trained  to  be  thoroughly  qualified  as 
an  expert  to  interpret  your  individual  needs 
and  translate  them  into  the  kind  of  X-ray 
equipment  that  will  serve  you  best  — at 
sensible  prices,  to-day  AND  to-morrow. 

We  are  answerable  for  both  correct  in- 
stallation and  the  proper  maintenance  of 
this  equipment.  Our  "Johnny-on-the-spot" 
availability  and  co-operation  is  always 
available  when  you  need  anything  and 
everything  in  X-ray  equipment  and  supplies. 


You  tell  me  one  thing,  Doctor,  and  every- 
body in  the  waiting  room  tells  me  something 
else! 


ANNUAL  SESSION  FUN  NIGHT 

TUESDAY,  APRIL  28th 

Lincoln  Air  Force  Base  Officers  Club 
Dining,  Dancing  and  Entertainment 

Featured  will  be  "Grover  Ruwe  with  Louie  and  Sunshine"  — a top 
notch  ventriloquist,  having  appeared  on  the  Ed  Sullivan  Show  and  nu- 
merous times  in  Las  Vegas.  In  addition,  "Doug  Hart  and  Avis"  will  be 
featured  — an  excellent  pantomime  artist  on  the  tight-wire. 

Tickets  available  at  the  Registration  Desk  at  $7.50  per  person. 

BE  SURE  TO  ATTEND 

Hosted  by  Lancaster  County  Medical  Society  and  Lancaster  County  Auxiliary 
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AVERAGE  DIASTOLIC  DROP 


*has  been  reported  after  use  of  HYDROMOX  Quinethazone  in  recent  studies  of  patients  with 
various  hypertensive  diseases,  including  essential  hypertension  and  hypertension  associated 
with  arteriosclerotic  heart  disease,  obesity,  and  renal  disease. The  treatment  period  in  one 
study  was  eight  weeks'  and  in  the  other,  twelve.'^  The  lack  of  serious  disturbances  in  serum  elec- 
trolyte levels,  particularly  of  potassium,  was  noteworthy  and  was  considered  a sufficiently  im- 
portant factor  in  treatment  value  to  give  the  drug  a preferential  status.'^  One  to  two  50  mg.  tab- 
lets once  daily  is  usually  sufficient. 

ANTIHYPERTENSIVE  DIURETIC 

QUINETHAZONE-TABLETS 


1.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients  with  Hypertensive  Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles,  Calif.,  Nov.  25-28,  1962. 

2.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a New  Diuretic.  J.  Amer.  Geriat.  Soc:  11:945 


(Oct.)  1963. 

INDICATED  in  hypertension  with  or  without  edema, 
and  in  all  types  of  edema  involving  salt  retention. 
May  be  helpful  in  some  cases  of  lymphedema,  idio- 
pathic edema  and  edema  due  to  venous  obstruction. 
SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  dis- 
turbances, weakness  and  dizziness,  seldom  so  severe 


that  drug  should  be  stopped.  Generally,  the  adverse 
effects,  sometimes  associated  with  the  thiazide  diu- 
retics are  possible.  Pre-existing  electrolyte  abnor- 
malities may  be  aggravated. 

CONTRAINDICATION:  Anuria. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7547  4 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Established  1927 


Current  Comment 

Doctors  and  Community  Service — 

The  physician’s  mission,  since  ancient 
times  has  been  to  a high  and  unbending  code 
of  ethics  in  treating  the  sick.  The  influence 
of  this  discipline  is  seen  in  the  work  of 
physicians  in  every  part  of  the  country.  We 
are  living  in  a time  when  service  is  more 
demanding  than  any  previous  time  in  our 
history.  The  physician  now  has  a broader 
concept  of  service,  according  to  an  editorial 
in  the  Texas  State  Journal  of  Medicine.  In 
addition  to  the  ancient  responsibility  to  the 
patient  as  defined  by  Hippocrates,  the  physi- 
cian has  the  modern  necessity  of  civic  re- 
sponsibility. The  physician  has  a great  re- 
sponsibility to  work  for  the  preservation  of 
traditional  integrity  and  independence  of  the 
American  community. 

The  community  needs  the  competent,  in- 
telligent, and  better  educated  citizen  both  for 
his  professional  skill  and  for  his  contribution 
to  public  discussion  and  action.  At  the  same 
time,  all  citizens  need  the  common  welfare 
efforts  of  an  enterprising  community.  A 


physician  can  make  a special  contribution  to 
community  action  and  stands  to  benefit  from 
the  concerted  action  of  intelligent  citizens. 

Because  the  local  Chamber  of  Commerce 
brings  together  the  talents  and  resources  of 
business  and  professional  people,  this  organ- 
ization offers  the  physician  a means  for  par- 
ticipating in  community  affairs. 

In  a majority  of  cases,  the  local  Chamber 
is  a member  of  the  Chamber  of  Commerce 
of  the  United  States  which  is  a federation 
that  brings  together  a national  concensus  of 
the  American  business  community  and  oth- 
ers who  believe  in  free  enterprise. 

Some  physicians  may  object  to  joining 
their  local  Chambers  for  various  reasons. 
Some  physicians  may  claim  that  they  are  too 
busy,  but  a physician  should  not  be  too  busy 
to  attend  to  his  civic  responsibilities. 

Others  may  object  to  the  cost  of  such  mem- 
berships but  usually  they  are  a small  price 
to  pay  for  the  benefits  that  may  be  re- 
ceived by  the  individual  and  by  his  commun- 
( Continued  on  page  12-A) 
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in  maintenance  therapy... 

Arthralgen^ 

a working  analgesic  for  the  active  arthritic 


ARTHRALGEN® 

Each  tablet  contains: 


Salicylamide 250  mg. 

Acetaminophen....  250  mg, 

Ascorbic  acid 

(Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated 
analgesic  formulation  of  time- 
tested  ingredients,  works  faster 
to  free  the  arthritic  from  his 
pain  without  salicylate  side 
effects.  Since  its  analgesic 
components  require  no  chem- 
ical conversion  to  act  in  the 
body,  Arthralgen's  pain  reliev- 
ing benefits  are  immediately 
available  to  provide  a smoother, 
more  rapid  obtundation  of  pain 
than  can  be  achieved  with 
many  true  salicylates. 

Arthralgen  is  especially  useful 
for  the  prompt  relief  of  early 
morning  stiffness  and  pain  with 
less  risk  of  gastric  irritation. 


And  since  Arthralgen  contains 
no  sodium  it  is  safe  for  long- 
term use  In  arthrltics  who  have 
other  conditions  which  neces- 
sitate sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 


Salicylamide 250  mg. 

Acetaminophen....  250  mg. 
Ascorbic  acid 

(Vitamin  C) 25  mg. 

Prednisone 1 mg. 


The  basic  Arthralgen  formula- 
tion plus  prednisone  is  indica- 
ted for  patients  who  require 
steroids.  Prednisone  has  three 
advantages  over  cortisone,  hy- 
drocortisone, and  ACTH.  They 
are:  (1)  lack  of  sodium  reten- 
tion, (2)  absence  of  increased 
potassium  excretion,  and  (3)the 
unlikelihood  of  steroid-induced 
hypertension.*  Robins 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  flbrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu, 
and  various  myalgias. 

DOSAGE:  One  or  two  tablets 
four  times  a day.  After  remission 
of  symptoms,  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  up- 
set, or  mild  salicylism  may  rarely 
occur.  Symptoms  of  hypercorti- 
coidism  dictate  reduction  of  dos- 
age of  Arthralgen-PR. 
PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hyper- 

sensitivity to  any  ingredient. 

As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome 
(or Cushing's  disease), overwhelm- 
ing spreading  (systemic)  infec- 
tion, or  predisposition  to  throm- 
bophlebitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomylitis,  vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 
SUPPLY:  Arthralgen  (white, 

scored)  and  Arthralgen-PR  (yel- 
low, scored)  tablets  are  available 
in  bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO., INC.,  RICHMOND.  VIRGINIA 


in  theory,  allergy  works  like  this... 

It  is  generally  accepted  that  a complex  antigen-antibody  reaction  underlies  allergy. 
The  reaction  may  be  visualized  in  this  simplified  graphic  form : 


At  first  exposure  to  antigens 
(green)  specific  antibodies 
(yellow)  are  formed  chiefly 
by  plasma  cells. 


Circulating  antibodies  in  the 
blood  stream  may  become  at- 
tached to  mast  cells  in  the  tissues. 


If  the  same  antigen  again  enters 
the  body  and  reacts  with  anti- 
bodies attached  to  cell  walls,  dis- 
turbances occur.  The  cell  disrupts. 


. . . depositing  granules  con- 
taining bound  histamine  or 
histamine-like  substance  in 
intercellular  spaces. 


Calcium  ions  and  enzymes  act  on 
the  granules  breaking  the  bind- 
ing and  releasing  histamine  or 
histamine-like  substance. 


Theoretically,  this  liberated  hista- 
mine (purple)  acts  at  receptor  sites 
in  target  tissues  resulting  in  aller- 
gic manifestations. 


Antihistamine  (orange)  is  believed 
to  compete  with  histamine  at  the 
receptor  sites  in  target  tissues  — 
thus  counteracting  allergic  effects. 


in  allergy,  this  antihistamine  werks 

with  no  more 

sedation  man 
niacebo* 

The  therapeutic  response  to  Dimetane  (brom- 
pheniramine maleate)  is  eloquent  proof  that  a 
potent  antihistamine  does  not  have  to  be  a sed- 
ative, too.  You  may  expect  unsurpassed  relief 
of  symptoms  promptly  in  most  types  of  allergy 
because  Dimetane  (brompheniramine  male- 
ate) works  with  a very  low  incidence  of  side 
effects.  Indeed,  as  shown  in  a double-blind 
crossover  study,  with  no  greater  incidence  of 
sedation  than  placebo.* 

*Schiller,  I.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  2G1 :478,  1959. 

CONTINUOUS  ACTION  UP  TO  10-12  HOURS 

Dimetane  Extentabe 

(bromptieniramine  maleate, 8mg.&12nig.) 

BRIEF  SUMMARY:  indications:  Dimetane  (bromphenira- 
mine maleate)  is  a potent  antihistamine  effective  in  a 
wide  variety  of  allergic  states. 

Side  Effects:  Hypersensitivity  reactions,  including  skin 
rashes,  urticaria,  hypotension,  and  thrombocytopenia, 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  or  giddiness  may  be 
encountered.  Dryness  of  the  mouth  and  mydriasis 
have  been  reported  infrequently. 

Precautions:  Until  response  is  determined,  patient 
should  be  cautioned  against  engaging  in  mechanical 
operations  requiring  alertness. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 

ALSO  AVAILABLE : New  lower  strength  Dimetane  8 mg, 

Extentabs  (brompheniramine  maleate  8 mg.);  conven- 
tional tablets  (4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc.  in  2 cc.  vials). 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
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reduce 

or  obviete 
the  need  for 

trensfusions 
end  their 
ettendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  reque5^ 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 


Distributed  in  Canada  by  Austin  Laborotories,  Ltd.  * Paris,  Ontario 


Doctors  and  Community  Service — 

(Continued  from  page  10-A) 
ity.  Some  may  argue  that  they  contribute 
through  their  charity  services  and  so  should 
be  excused  from  participating  in  community 
affairs.  In  rebuttal,  the  services  to  the 
needy  help  a few  but  by  contributing  a sense 
of  civic  responsibility,  the  physician  can 
help  an  entire  community  and  perhaps  even 
his  state  and  his  nation. 

Membership  can  bring  personal  satisfac- 
tion to  the  doctor,  as  well  as  a better  life 
for  his  family  and  community.  Such  mem- 
bership offers  a link  between  the  gi’ass  roots 
and  the  capitol  of  our  nation. 


New  Outlook  May  Prevent  Senility — 

Although  the  aging  process  begins  at 
birth,  the  dreaded  state  of  old  age  is  large- 
ly preventable,  and  it  certainly  is  not  in- 
evitable. In  a few  years,  physicians  antici- 
pate a century  of  living  for  the  average  per- 
son; this,  however,  is  distinguished  from  a 
century  of  merely  existing. 

Today,  medical  progress  has  raised  the  life 
expectancy  of  a child  to  80  or  90,  but  medi- 
cine is  more  interested  in  adding  meaning- 
ful time  to  the  life  span  than  it  is  in  just 
adding  more  years. 

The  American  Medical  Association  Com- 
mittee on  Aging,  after  studying  aging  for 
seven  years,  feels  that  adding  this  meaning- 
ful time  will  require  adjustment  in  the  think- 
ing patterns  of  America  today.  Instead  of 
excluding  the  elderly  person  from  family 
life  and  barring  him  from  his  essential  func- 
tion of  work,  society  must  allow  him  to  main- 
tain his  sense  of  purpose  and  contribution 
to  life. 

After  all,  if  the  spirit  is  willing  to  continue 
with  a rich  life  into  old  age,  the  flesh,  for- 
tified by  modern  medical  understanding,  is 
certainly  strong  enough  to  cany  on. 

People  do  not  die  of  old  age,  according  to 
the  committee.  No  one  has  ever  been  found 
whose  body  just  quit  functioning  because  it 
was  too  old.  Disease  and  accidents,  not  old 
age,  are  the  culprits.  (Texas  State  Jourrial 
of  Medicine). 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPRQSPAIU-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 

Simplified,  convenient  dosage  for'  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CHe.l9«» 


WALLACE  LABORATORIES  Cranbury,  N.  J. 


THE 

ARTHRITICS 
WHO  COULD  NOT 
TAKE 
STEROIDS 


The  bane  of  the  steroids,  new  and  old,  has  been  that 
certain  undesirable  metabolic  effects  — including  salt 
and  water  retention,  edema,  overstimulation  of  the 
appetite,  excessive  weight  gain,  mood  swings  — 
seemed  to  be  firmly  linked  to  the  primary  anti- 
inflammatory action.  For  arthritics  already  overweight, 
or  with  cardiovascular  disease  complicated  by  edema, 
or  those  who  were  tense  and  anxious,  steroid  treat- 
ment could  aggravate  their  problems.  But  with  the 
advent  of  ARISTOCORT®  Triamcinolone,  many  of 
these  arthritics  became  “steroid-treatable.”  The  rea- 
son: Not  only  did  this  steroid  provide  gratifying  relief 
of  inflammation  and  pain,  but  it  did  so  without  the 
penalty  of  overstimulation  of  the  appetite,  excessive 
weight  gain,  salt  and  water  retention,  edema,  and 
undesirable  euphoria.  Six  years  of  widespread  use  has 
confirmed  these  benefits  for  other  arthritics  as  well  as 
those  formerly  untreatable. 


iide  Effects:  Since  it  may,  under  some  circumstances, 
produce  many  of  the  unwanted  effects  common  to  all 
portisone-like  drugs,  discrimination  should  always  be 
, exercised  in  administering  ARISTOCORT®  Triamcino- 
one.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
j^urpura,  G.l.  ulceration,  increased  intracranial  pres- 
pure  and  subcapsular  cataract.  Corticosteroids  gen- 
erally may  mask  outward  signs  of  bacterial  or  viral 
Infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
iDCCur  early  in  treatment  but  is  usually  self-limiting. 
Contraindications:  While  the  only  absolute  contra- 
indications are  tuberculosis,  herpes  simplex  and 
;hicken  pox,  there  are  some  relative  contraindications 
'peptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

Why  not  consider  ARISTOCORT®  Triamcinolone  when 
you  are  contemplating  steroid  therapy?  Both  you  and 
your  patient  will  be  gratified  with  the  results. 

MAXIMUM  STEROID  BENEFIT- MINIMUM  STEROID  PENALTY 


Triamcinolone 


1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


.EDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Current  Comment 

The  Monopoly  of  Medicine — 

The  January  1964  issue  of  The  Unionist 
asks  if  the  U.S.  medical  profession  is  delib- 
erately keeping  doctors  in  short  supply  in 
order  to  “jack  up”  the  earnings  of  those  in 
practice.  Economist  Manuel  Gottlieb  of  the 
University  of  Wisconsin  is  quoted  as  having 
said  yes  to  this  question  at  a session  on  the 
economics  of  medicine  which  was  a part  of  a 
recent  meeting  of  the  American  Association 
for  the  Advancement  of  Science. 

Gottlieb  is  quoted  as  stating  that  the 
American  medical  setup  is  a “virtual  mon- 
opoly,” with  a closed  shop  status  “tighter” 
than  the  controls  maintained  in  the  law  pro- 
fession and  with  the  number  of  entries  sharp- 
ly limited. 

The  article  continues  and  states  that  the 
doctor’s  income  has  increased  nearly  600% 
since  1960  for  an  average  income  of  $24,000 
per  year. 

The  American  Medical  Association  is  said 


to  be  bitterly  fighting  all  government  moves 
to  reduce  the  burden  of  high  medical  costs. 
Millions  of  Americans  ai*e  said  to  question 
the  sincerity  of  the  AMA. 
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HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  IH  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 

For  professional  samples,  just  write  The  Bayer  Company,  Dept,  112,  1450  Broadway,  New  York  18,  New  York 
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RECOGNIZE 
THIS  PATIENT? 
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When  you  recognize  signs  of  depression  and 

anxiety  and  associate  them  with  an 

organic  condition— add  'Deprol'  to  your  therapy. 

Typical  conditions  in  which  'Deproi'  should  be  considered 
for  control  of  the  associated  depression  and  anxiety: 


cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ alcoholism 

■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ chronic  infectious  diseases 

■ dermatoses  ■ G.l.  disorders,  and  many  other  organic  disturbances. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation  with 
no  somatic  disorder— start  the  patient  on  'Deprol'. 

Typical  situations  in  which  'Deproi'  is  indicated: 


fear  of  cancer  or  other  life-threatening  disease  ■ pre-  and  post-operative  fears 

■ postpartum  despondency  ■ family  problems  ■ death  of  a loved  one  ■ loss  of  work 

■ retirement  problems  ■ financial  worries,  and  many  other  stressful  situations. 


meprobamate  400  mg.-h  benactyzine  hydrochloride  1 mg. 


BRIEF  SUMMARY:  Indications:  Depression,  especially 
when  accompanied  by  anxiety,  tension,  agitation,  rumina- 
tion or  insomnia.  Side  Ediects:  Slight  drowsiness  and, 
rarely,  allergic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Meprobamate  may 
increase  effects  of  excessive  alcohol.  Use  with  care  in 
patients  with  suicidal  tendencies.  Consider  possibility  of 
dependence,  particularly  in  patients  with  history  of  drug 


or  alcohol  addiction.  Withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  avail- 
able in  the  product  package,  or  to  physicians  upon 
request. 


USUAL  ADULT  DOSAGE:  1 tablet  q.i.d.  May  be  increased 
gradually,  as  needed,  to  3 tablets  q.i.d.;  with  establishment 
of  relief,  may  be  reduced  gradually  to  maintenance  levels. 


SUPPLIED:  Light-pink,  scored  tablets.  Bottles  of  50. 


WALLACE  LABORATORIES /C/-a/?6ty/y,  N.  J. 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrix* 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”^ 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease. 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide  but  has  the  added 
advantage  of  causing  fewer 
side-effects.”® 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects : 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide;  Tablets  #1  (white), 
each  containing 0.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  "hunger  pains"  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent."  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description:  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochloride. 

Dosage:  2.5  mg.  (Va  tablet)  3 times  daily.  May  be  in- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  minimal  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions;  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  in  bottles  of  100  and 
1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Current  Comment 


Medical  Friends  of  Wine — 

One  of  many  scientific  organizations  for 
physicians,  A Society  of  Medical  Friends  of 
\\hne  observe  the  25th  Anniversary  of  its 
founding  by  holding  a 64th  quarterly  dinner 
meeting  in  San  Francisco.  Described  in 
Issue  No.  1 of  Volume  6 of  the  Bulletin  of 
the  Society  of  the  Medical  Friends  of  Wine, 
the  event  reviewed  the  purpose  and  progress 
of  the  organization. 

The  object  of  this  society  is  said  to  be  the 
stimulation  of  scientific  research  on  wine  in 
order  to  develop  an  understanding  of  its 
beneficial  effects  and  to  encourage  an  appre- 
ciation of  the  conviviality  and  good  fellow- 
ship that  are  part  of  the  relaxed  and  delib- 
erate manner  of  living  that  follows  its  proper 
use. 

The  principal  address  noted  that  wine  is 
one  of  the  few  substances  that  have  survived, 
almost  unchanged,  the  cultural  as  well  as 
technical  evolution  of  man  and  society.  Wine, 
used  in  medicine  since  antiquity,  has  permit- 
ted the  accumulation  of  a bibliography  of 
some  15,000  items  pertaining  to  its  use  in 
medicine. 


You’re  quite  a humanitarian  Mrs.  McCartney, 
wanting  to  leave  your  fat  to  science. 


In  long-term 
treetment 
of  your  patients^ 
with  coronary 
insufficiency. 


MORE  HELP  FOR 
THE  STRICKEN  HEART 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE* 

meprobamate  200  mg.  -i-  pentaerythritol  tetranitrate  10  mg. 
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TUBERCULINJINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataW 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UniCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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How  can  JOHNSON'S  Baby  Lotion  help 
the  doctor,  the  mother  and  the  baby? 


The  doctor  knows  the  young  mother  wants 
to  do  everything  in  her  power  to  keep  her 
baby  clean  and  happy  and  in  good  health. 

And  more  and  more  evidence  points  to  the 
fact  that  the  physical  expression  of  her  love 
for  her  baby  is  not  only  a delight  to  the 
mother  and  pleasant  for  her  child,  but  an 
essential  element  in  the  development  of  a mature, 
self-reliant  adult.*  A father  as  well  as  a physician, 
he  knows  that  Johnson's  Baby  Lotion  not  only  makes 
changing  diapers  easier  and  more  pleasant  for  all 
concerned,  but  that  the  antibacterial  effect  of  its 


hexachlorophene  content  (0.5%)  persists  for 
days,  to  protect  the  baby's  delicate  skin  from 
rashes  and  infections.  With  Johnson's  Baby 
Lotion  normal  skin  functions  are  unaltered 
because  the  protective  film  is  aqueous  rather 
than  occlusively  oily.  These  are  some  of  the 
reasons  so  many  physicians  recommend 
Johnson's  Baby  Lotion  for  routine  use  to  protect  deli- 
cate skin.  May  we  send  you  samples  of  this  superior 
antibacterial  emollient  in  the  convenient  new  plastic 
bottle? 

*Donnelly,  J.;  A.M.A.  Arch.  Environmental  Health  6:697,  June,  1%3 


New  Brunswick,  N.  j. 
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. the  vat 

■ « 

2 that  foils 
the  ‘^leakers 


"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


HEART  DISEASE  CONQUEST  IS  MORE 
THAN  MONEY 

Congratulations  are  due  the  Nebraska 
Heart  Association.  They  set  a fund  raising 
goal  during  Heart  Month  in  February  and 
preliminary  reports  indicate  that  it  has  been 
successfully  met.  The  amount  of  money  giv- 
en by  the  people  of  Nebraska,  nearly  a quar- 
ter of  a million  dollars,  was  by  a narrow 
margin  the  largest  in  six  years;  moreover, 
it  was  a reversal  of  a downward  trend  ex- 
perienced the  last  two  or  three  years. 

Why  is  this  important?  The  reason  is 
that  the  voluntary  health  agencies  are  under 
fire.  It  is  widely  stated  that  medical  care 
costs  too  much,  medical  research  is  too  ex- 
pensive and,  besides,  the  federal  government 
is  taking  over  all  of  medical  research  and 
who  needs  a “voluntary”  health  association 
anyway. 

In  the  last  fifteen  years,  there  has  been 
greater  progress  in  the  control  of  cardio- 
vascular diseases  than  in  the  previous  fifteen 
centuries!  Since  1950,  the  cardiovascular 
disease  death  rate  among  men  aged  45  to  64 
has  actually  decreased  by  six  per  cent.  Sure- 
ly no  knowledgeable  person  would  dispute 
that  this  progress  did  not  come  about  in 
part  because  of  the  leadership  of  the  Heart 
Association.  Your  Heart  Association  has 
been  in  the  forefront  of  the  fight  against 
heart  disease.  Such  disease  is  still  the  ma- 
jor killer  of  our  time.  Heart  and  vascular 
diseases  together  cause  more  deaths  than 
all  other  diseases  combined. 

The  great  efforts  of  the  Heart  Association 
in  research  and  education  show  how  physi- 
cians can  be  effectively  teamed  with  lay 
leaders.  Sometimes  doctors  are  apt  to  con- 
sider the  nonmedical  members  solely  for 
their  money-raising  potential.  But  physi- 
cians and  patients  are  working  in  a conspir- 
acy against  disease  and  they  can  join  to- 
gether in  other  areas  besides  fund  raising  in 
the  voluntary  health  agencies. 

A particularly  important  area  of  coopera- 
tion for  the  lay  person  and  physician  lies 
in  the  recent  report  on  Smoking  and  Health. 


A casual  relationship  has  been  established 
between  smoking  and  cancer  of  the  lung, 
mouth  and  larynx.  Buried  in  the  report  is 
a statement  which  is  pertinent  to  cardiovas- 
cular disease.  “Male  cigarette  smokers  have 
a higher  death  rate  from  coronary  artery 
disease  than  non-smoking  males.”  In  seven 
prospective  studies  involving  1,123,000  men, 
the  mortality  ratio  for  coronaiy  artery  dis- 
ease was  70  per  cent  higher  in  cigarette 
smokers,  for  other  circulatory  disorders  160 
per  cent  higher,  and  for  hypertensive  heart 
disease  and  generalized  atherosclerosis  50 
per  cent  higher. 

The  chain  of  evidence  that  establishes 
causality  is  difficult  to  forge,  and  in  the 
judgment  of  the  President’s  Commission, 
has  not  yet  been  done  for  cardiocirculatory 
disorders.  However,  they  concluded  “it  is 
more  prudent  to  assume  that  the  established 
association  between  cigarette  smoking  and 
coronary  disease  has  causative  meaning 
than  to  suspend  judgement  until  no  uncer- 
tainty remains.” 

In  1962,  in  the  United  States,  degenera- 
tive and  arteriosclerotic  heart  disease  ac- 
counted for  578,000  deaths,  cancer  of  the 
lung  for  41,000.  In  all  of  the  prospective 
studies,  coronary  artery  disease  was  the 
chief  contributor  to  the  excessive  number  of 
deaths  of  cigarette  smokers  over  nonsmok- 
ers, with  lung  cancer  uniformly  in  second 
place.  For  all  seven  studies  combined,  cor- 
onary artery  disease  accounted  for  45  per 
cent  of  the  excessive  deaths  among  cigarette 
smokers,  whereas  lung  cancer  accounted  for 
16  per  cent.  Thus,  the  total  death  rate  from 
degenerative  and  arteriosclerotic  causes,  in- 
cluding coronary  artery  disease,  is  so  much 
greater  than  that  from  cancer  of  the  lung 
that  heart  disease  appears  to  be  the  more 
threatening  catastrophe  to  smokers.  Or  to 
put  it  another  way,  a smoker  is  more  apt 
to  die  of  coronary  artery  disease  than  can- 
cer, as  a consequence  of  his  smoking. 

The  American  Heart  Association  recog- 
nized this  in  its  first  report  in  1960  and  took 
an  even  stronger  stand  in  its  annual  meeting 
last  year.  The  Ad  Hoc  Committee  “ex- 
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pressed  the  conviction  that  the  evidence  is 
sufficient  to  justify  an  active  public  edu- 
cation campaign  to  discourage  teen-agers 
from  acquiring  the  smoking  habit  and  to  en- 
courage coronary-prone  individuals  to  stop 
smoking  under  physician  supervision.”  'The 
Nebraska  Heart  Association  has  participat- 
ed in  the  adoption  of  this  resolution  and  com- 
mends it  to  its  members. 

What  does  all  this  mean  to  us?  In  my 
view,  we  have  a clear  challenge  to  do  some- 
thing about  it  — through  the  schools  and 
clubs  and  especially  through  the  great  vol- 
untary health  agencies  such  as  our  Heart  As- 
sociation. As  physicians,  our  words  and  acts 
are  respected.  If  we  speak  in  an  organized 
voice,  through  the  voluntary  health  agencies, 
our  influence  is  much  greater  as  it  is  com- 
bined with  the  authority  of  fellow  physi- 
cians and  lay  leaders.  Here  is  a chance  to 
help  prevent  these  diseases,  an  opportunity 
which  will  not  be  ours  years  later  when  the 
individual  comes  to  our  office.  The  Heart 
Association  needs  us  as  physicians  and  we 
in  turn  need  the  Heart  Association.  We  do 
not  wish  the  federal  government  to  do  it 
all.  Let  us  then  support  the  Heart  Associa- 
tion enthusiastically  in  its  important  goals 
throughout  the  year. 

Robert  L.  Grissom,  MD 


ATROPINE  AND  THE  DIASTOLIC 
BLOOD  PRESSURE 

When  anesthesia  was  new,  physical  deter- 
mination and  numerical  evaluation  of  what 
we  have  come  to  call  the  patient’s  condi- 
tion”b  2 were  not  done,  and  anesthesia  charts 
were  not  kept.  Later,  in  a gallant  effort  to 
measure  and  chart  something,  such  things  as 
body  temperature  and  the  amount  of  mucus 
were  recorded  at  intervals  throughout  the 
anesthesia.  Still  later,  blood  pressure  read- 
ings became  popular  (as  recently  as  1916, 
McKesson  urged  his  colleagues  to  measure 
blood  pressure  during  anesthesia),  and  the 
so-called  “vital  signs”  now  include  blood 
pressure,  pulse  rate,  and  respiratory  rate. 
In  other  situations,  oxygenation,  electro- 
cardiography, electroencephalography,  and 
venous  pressures  are  included.  Change  is 


ever  welcome,  and  clinging  stubbornly  to  the 
old  (too  often  referred  to  as  the  “tried  and 
true”)  is  more  often  than  not  without  vir- 
tue. At  the  same  time,  change,  which  may 
or  may  not  be  progress,  may  be  represented 
by  the  inclusion  of  something  new  or  it  may 
with  equal  propriety  consist  simply  in  the 
ceasing  to  repeat  endlessly  what  may  be  with 
little  or  no  value.  “We  have  always  done  it 
this  way”  is  no  reason  for  doing  it  again. 
I refer  to  atropine  and  the  diastolic  blood 
pressure. 

It  has  become  traditional  to  administer 
morphine  (or  meperidine  or  dihydromor- 
phinone  or  anything  like  morphine)  and 
atropine  (or  scopolamine)  to  most  patients 
before  anesthesia.  Morphine  (or  meperi- 
dine) sedates  the  patient  in  our  attempt  to 
render  him  euphoric.  Atropine  is  included 
in  the  preoperative  “hypo”  for  three  time- 
worn reasons:  it  is  supposed  to  do  away 
with  the  respiratory  depression  anticipated 
as  a result  of  sedation,  it  dries  (troublesome) 
secretions,  and  it  “protects  the  heart”  from 
dangerous  reflexes  during  anesthesia. 

We  can  plan  things  in  advance  by  the- 
oretical considerations  or  by  statistically- 
proved  necessity;  we  can  analyze  results, 
too,  by  theory  or  by  statistical  methods.  The 
dangerous  reflexes  may  never  have  been 
dangerous,  and  may  not  have  been  corrected 
by  commonly  prescribed  doses  of  atropine, 
and  here  we  are  giving  atropine  to  just  about 
everybody  day  after  day  and  year  after 
year,  and  possibly  because  we  have  always 
done  it.  On  a statistical  basis,  I have  often 
anesthetized  patients  without  giving  them 
atropine,  and  have  had  neither  deaths  nor 
difficulty  with  them;  in  addition,  I have 
long  since  abandoned  the  old  25  to  one  dos- 
age rule  when  ordering  atropine,  and  have 
come  to  prescribe  it  on  an  individual  basis. ^ 

Secretions  are  not  eliminated  by  atropine, 
only  their  watery  content  is  removed,  and 
they  are  rendered  more  viscous  and  therefore 
possibly  more  dangerous  and  perhaps  more 
difficult  to  remove  by  suction.  Some  work- 
ers have  avoided  the  use  of  secretion-diy- 
ing  drugs  and  have  gone  over  instead  to  an 
attempt  to  liquefy  them,  so  that  they  may 
be  more  easily  removed  by  aspiration.  The 
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preventive  and  remedial  effects  of  atropine 
on  laryngospasm,  and  its  protective  effect 
on  the  heart  and  other  untoward  vagal  re- 
actions during  anesthesia  have  been  taught 
for  years,  but  they  have  been  seriously  ques- 
tioned by  several  workers.^-® 

Arterial  blood  pressure  is  highest  during 
systole  and  diminishes  during  diastole  by 
about  one-third;  it  does  not,  of  course  fall 
away  to  nothingness.  It  can  be  measured  in 
four  ways;  directly,  and  by  the  three  in- 
direct methods : auscultatory,  oscillatory,  and 
palpatory.  Those  who  administer  anesthesia 
measure  and  record  the  diastolic  value  sol- 
emnly and  repetitiously  along  with  the  sys- 
tolic, for  four  separate  reasons  worth  exam- 
ining and  very  likely  refuting. 

1.  Physiologists  are  fond  of  saying  that 
the  diastolic  pressure  is  more  important 
than  the  systolic.  Best  and  Taylor  state  that 
any  increase  or  decrease  in  the  outflow  from 
the  arterial  system  affects  the  diastolic  pres- 
sure more  than  the  systolic,  and  that  changes 
in  the  peripheral  resistance  affect  the  dia- 
stolic pressure  to  a greater  extent  than  the 
systolic;  the  diastolic  pressure  would  seem 
therefore  to  respond  more  than  the  systolic 
to  central  or  peripheral  change.  Yet  they 
say  further:  “The  systolic  pressure  is  subject 
to  wider  variations  under  ordinary  condi- 
tions of  health  than  the  diastolic,  it  also 
varies  more  with  local  arterial  changes ; for 
these  reasons  less  reliance  can  be  placed 
upon  it  than  upon  the  diastolic.”® 

2.  We  have  always  done  it. 

3.  It  just  seems  proper  to  take  the  dia- 
stolic pressure  when  you  have  taken  the 
systolic. 

4.  When  someone  is  told  that  the  blood 
pressure  has  fallen  to  80,  he  will  often  ask, 
over  what? 

But  if  the  anesthesiologist  is  taking  the 
diastolic  pressure  for  his  own  use,  he  may 
find  that  he  has  no  use  at  all  for  this  infor- 
mation. He  is  concerned,  for  the  anoxic  ef- 
fect on  the  heart  and  brain,  and  for  the  renal 
pressure  threshhold,  for  a fall  in  systolic 
pressure;  he  is  alarmed,  when  the  systolic 
pressure  rises  sharply,  because  of  the  dan- 
ger of  a cerebrovascular  accident;  it  is  the 


systolic  pressure  that  he  wants  to  maintain 
at  a decent  level  to  keep  heart  and  brain 
alive,  and  it  is  the  systolic  pressure  that  will 
cause  a cerebral  hemorrhage  during  periods 
of  hypertension,  not  the  diastolic.  Of  what 
importance,  then,  is  the  diastolic  blood  pres- 
sure to  the  anesthesiologist?  This,  it  must 
be  pointed  out,  is  a different  question  from 
of  what  importance  is  the  diastolic  blood 
pressure?  It  may  (or  may  not)  be  impor- 
tant, but  it  may  be  entirely  unimportant 
to  the  anesthesiologist.  If  the  pressure 
changes  from  120  over  80  to  120  over  55, 
what  will  he  do? 

What  we  mean  by  the  words  “blood  pres- 
sure” is  not  always  clear.  Do  we  mean  the 
systolic?,  the  diastolic?  We  do  not  even 
say  arterial  when  we  mean  arterial,  but  we 
do  say  venous  when  that  is  what  we  mean. 
When  the  blood  pressure  changes  from 
100/80  or  100/40,  has  it  fallen?  When  it 
goes  from  190/90  to  116/90,  has  it  dropped? 
Has  it  increased  or  decreased  when  it  is 
110/90  at  one  moment  and  120/80  the  next? 
And  do  we  mean  the  pressure  in  the  aim 
or  in  the  leg?  If  the  head  is  lowered  and  the 
blood  pressure  rises  in  the  arm,  where  it  is 
usually  taken,  and  we  are  satisfied,  it  will 
have  fallen  in  the  leg,  but  we  are  unaware  of 
this  and  do  not  think  about  blood  pressure 
anywhere  but  in  the  arm.’^  If  the  operating 
table  pivots  about  the  level  of  the  heart, 
nothing  at  all  may  have  happened  to  the  pres- 
sure in  the  patient’s  thoracic  aorta. 

The  systolic  pressure  concerns  the  anes- 
thesiologist at  every  moment  during  anes- 
thesia. If  the  diastolic  pressure  were  to 
seem  to  disappear,  he  would  be  interested, 
but  not  worried.  When  the  diastolic  pres- 
sure rises  (or  the  pulse  pressure  narrows), 
and  when  it  has  not  done  this  before,  we  may 
be  confronted  with  a celiac  plexus  reflex; 
this  happens  rarely,  and  its  importance  is 
considerably  less  than  that  of  a precipitous 
drop  in  the  systolic  blood  pressure.  The 
anesthesiologist  is  certain  to  become  aware 
of  this  unusual  event  without  his  needing  to 
take  and  record  thousands  of  needless  dia- 
stolic pressure  readings. 

The  diastolic  pressure  is  not  measured  as 
easily  as  the  systolic  by  the  indirect  ascul- 
( Continued  on  page  251) 
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Comments  From  Your  President 


This  marks  the  final  official  act  of  your 
president  this  year  in  print.  The  job  of  be- 
ing president  of  the  Nebraska  State  Medical 
Association  has  been  alternately  stimulating 
then  tiring,  joyful  yet  sedate,  exhilarating 
then  somber,  but  in  the  entire  year  it  has 
never  been  boring!  The  art  of  practicing 
medicine  has  always  been  a personal  relation- 
ship between  the  patient  and  physician.  It 
is  my  fervent  hope  that  during  this  term 
we  have  been  able  to,  in  some  small  measure, 
help  retain  that  precious  relationship  and 
assisted  in  stemming  the  tide  toward  total 
regimentation  of  medical  care. 

Some  progress  has  been  made,  and  other 
corrective  measures  are  being  studied  to  help 
provide  more  equitable  physician  placement 
in  Nebraska.  The  success  of  such  a program 
will  demand  the  fullest  cooperation  of  medi- 
cal educators  and  the  practicing  physicians. 
The  public  is  well  aware  of  the  lack  of  ade- 
quate rural  health  coverage  and  have,  in 
many  instances,  been  far  ahead  of  the 
medical  profession  in  their  understanding 
of  the  problem. 

On  behalf  of  your  official  family,  a 
hearty  “Thank  You”  to  all  the  committee 
members  who  have  worked  tirelessly  and 
with  skill  on  their  various  assignments  this 
year.  To  Dr.  Covey,  Editor  of  the  Nebi’aska 
Journal,  a special  bouquet  of  good  wishes. 
To  Ken  Neff  and  his  assistants  for  their 
understanding  and  attention  to  detail  to 
make  the  organization  operate  efficiently, 
our  sincere  thanks.  The  Woman’s  Auxiliaiy 


has  played  a very  vital  part  during  this  ad- 
ministration to  bring  into  focus  information 
regarding  health  matters.  Mrs.  R.  B.  Rund- 
quist  and  Mrs.  Sam  Perry  are  deserving  of 
special  praise  for  their  fine  leadership  in  this 
area. 

Your  newly  elected  official  family  for  the 
ensuing  year  are  all  capable  physicians  who 
merit  your  continued  support  to  carry  the 
banner  for  good  medical  practices  to  all 
parts  of  our  state.  Our  heartiest  congratu- 
lations and  best  wishes  to  all  of  them  during 
their  tenure  in  office. 

Rudolph  Sievers,  President 
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ARTICLES 


Changes  In  Cardiovascular  Function 

ASSOCIATED  WITH 

Personality  Reactions* 


SEVERAL  different  types  of 
cardiovascular  responses  which 
have  been  found  to  be  related 
to  changes  in  behavior,  thinking,  and  feel- 
ing under  varying  life  circumstances  will 
be  discussed. 

Hypertension 

Normally  the  blood  pressure  rises  in 
preparation  for  action.  The  individual  is 
thus  prepared  to  cope  most  effectively  with 
threats  requiring  physical  aggression. 
There  is  an  over-all  redistribution  of  blood 
which  aids  in  making  the  individual  most 
effective.  Changes  in  the  level  of  the  blood 
pressure  are  influenced  by  nervous  and  hu- 
moral factors.  Experimental  studies  indi- 
cate that  electrical  stimulation  of  the  post- 
orbital region  of  the  frontal  lobes  and  of  the 
tips  of  the  temporal  lobes  causes  elevation 
of  both  the  systolic  and  diastolic  blood  pres- 
sures. 

Frequently,  the  blood  pressure  rises  under 
stressful  circumstances  not  requiring  physi- 
cal activity.  It  is  a common  accompaniment 
of  anxiety  and  frequently  is  transient  in  rela- 
tion to  some  acute  troublesome  situation. 
When  there  is  a more  prolonged  stress  in  the 
person’s  life,  the  blood  pressure  may  con- 
tinue to  be  high  for  long  periods  of  time, 
and  eventually  hypertensive  disease  may  de- 
velop. Under  circumstances  of  great  stress 
there  even  may  be  an  epidemic  of  hyper- 
tension such  as  occurred  following  the  dis- 
astrous Texas  City  oil  explosions.  At  this 
time  physicians  found  the  diastolic  blood 
pressure  to  be  over  90  mm  of  mercury  in 
50  per  cent  of  the  hospitalized  blast-victims. 
After  eight  months,  more  than  one-third  of 
these  individuals  still  had  elevations  of 
blood  pressure. 

O’Hare,  in  1920,  demonstrated  significant 
blood  pressure  responses  during  what  he 
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called  “excitement”  induced,  for  example, 
by  a discussion  of  members  of  the  subject’s 
family.  Homer  Smith  was  a pioneer  in 
studying  the  relationship  of  emotional  re- 
action, blood  pressure,  and  renal  blood  flow 
in  man.  He  demonstrated  that  during  sud- 
den fright  a pressure  effect  associated  with 
reduced  renal  blood  flow  occurs  that  is  sim- 
ilar to  that  induced  by  an  injection  of 
epinephrine.  There  is  accumulating  evi- 
dence that  either  or  both  neural  and  humoral 
mechanisms  may  be  involved  during  stress 
and  that  the  level  of  the  blood  pressure 
varies  with  the  state  of  relaxation  and  se- 
curity of  the  subject.  The  individual  with 
elevated  blood  pressure  has  less  blood  flow- 
ing through  the  kidneys,  other  splanchnic 
areas,  and  the  skin,  while  there  is  more 
flowing  through  the  skeletal  muscles. 

In  a study  of  58  hypertensive  subjects,  21 
were  investigated  in  regard  to  measurements 
of  renal  blood  flow.  Determinations  were 
made  of  effective  plasma  flow  and  glome- 
rular filtration  rate.  Determinations  of 
blood  pressure  levels  and  renal  functions 
were  made  during  periods  of  (1)  relaxation 
and  (2)  discussion  of  significant  personal 
conflict.  At  the  end  of  the  experiment  the 
subjects  were  reassured  and  attempts  were 
made  to  promote  relaxation.  Repeatedly,  it 
was  found  that  the  blood  pressure  level  rose 
when  there  was  a discussion  of  personal 
problems  and  conflicts. 

♦Presented  before  Omaha  Mid-West  Clinical  Society  31st 
Annual  Session,  October  30,  1963, 
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A 42-year-old  man  was  discovered  to  have 
high  blood  pressure  when  he  took  an  exam- 
ination for  promotion  to  public  school  prin- 
cipal. His  conflicts  centered  around  his 
wife,  who  considered  him  socially  inferior 
and  a poor  provider.  His  blood  pressure 
could  be  made  to  rise  from  nomial  levels  by 
a discussion  of  his  wife.  On  the  other  hand, 
the  blood  pressure  fell  when  there  was  dis- 
cussion of  his  vacation.  His  wife  was  un- 
sympathetic toward  his  school  work  and  his 
desire  to  obtain  a PhD  in  psychologJ^  She 
considered  such  activities  a waste  of  time 
because  they  were  not  lucrative.  When  he 
acceded  to  his  wife’s  wishes  and  undertook 
a remunerative  but  what  he  considered  un- 
dignified job  as  a salesman  for  a toy  balloon 
company,  his  blood  pressure  was  recorded 
at  high  levels.  Later,  while  working  on  his 
thesis,  his  blood  pressure  was  within  the  nor- 
mal range.  However,  it  rose  again  when  he 
was  in  conflict  about  an  extramarital  love 
affair. 

Problems  in  not  only  the  person’s  life  situ- 
ations but  in  the  hospital  or  clinician’s  office 
need  to  be  evaluated.  For  example,  a 25- 
year-old  Armenian  factoiy  worker  invariably 
had  elevated  blood  pressure  when  the  deter- 
mination was  made  by  a rather  stern  and 
quick-moving  physician.  When  another 
physician  whom  he  considered  more  sympa- 
thetic, took  the  blood  pressure,  it  was  re- 
peatedly and  consistently  much  lower. 

Symptoms  are  poor  indicators  of  the  level 
of  blood  pressure.  However,  in  a few  sub- 
jects inferences  can  be  drawn  concerning 
the  blood  pressure  level  because  of  some  asso- 
ciated symptom.  In  one  53-year-old  fur  cut- 
ter there  was  a correlation  between  high 
blood  pressure  readings  and  dizziness.  His 
attacks  were  found  to  correlate  closely  with 
his  attitudes  and  general  feelings  of  security. 

Among  the  21  subjects  who  underwent 
measurement  of  renal  blood  flow  it  was  in- 
variably possible,  by  introducing  topics 
which  aroused  serious  conflict,  to  bring  about 
a sharp  rise  in  both  systolic  and  diastolic 
blood  pressures.  These  were  more  or  less 
sustained  throughout  the  period  of  the  dis- 
cussion of  traumatic  topics.  However,  idle 
conversation  and  reassurance  during  the  test 


were  accompanied  by  lower  levels  of  blood 
pressure.  The  subjects  usually  appeared 
quiet  and  restrained  and  seldom  showed 
overt  evidences  of  anxiety.  Despite  the  out- 
ward calm  they  told  the  examiner  that  they 
felt  anxious,  frustrated,  or  resentful  dur- 
ing the  interview.  During  the  initial  con- 
trol period  the  renal  blood  flow  was  found 
to  be  near  the  lower  level  of  what  is  con- 
sidered to  be  normal.  A prompt  decrease  in 
blood  flow  appeared  coincident  with  the  rise 
in  arterial  blood  pressure  during  the  inter- 
view. The  diminution  of  renal  blood  flow 
usually  outlasted  the  period  of  elevated  blood 
pressure.  The  glomerular  filtration  rate 
varied  only  slightly  but  the  filtration  frac- 
tion rose.  When  the  resistance  offered  by 
the  renal  vasculature  during  the  period  of 
rise  in  blood  pressure  was  determined  by 
calculating  the  ratio  of  the  mean  blood  pres- 
sure to  effective  renal  blood  flow,  an  in- 
crease as  high  as  45  per  cent  in  resistance  to 
blood  flow  was  observed.  The  renal  vaso- 
constrictor effects  considerably  outlasted  the 
period  of  elevated  blood  pressure. 

Nine  normal  subjects  who  did  not  have 
high  levels  of  blood  pressure  were  also 
studied.  They  displayed  a moderate  rise  in 
both  systolic  and  diastolic  arterial  pressures 
during  the  discussion  of  conflicts.  With  the 
elevation  of  arterial  pressures  there  also 
occurred  evidence  of  slight  renal  vasocon- 
striction. 

In  some  subjects  intravenous  sodium  amy- 
tal  was  used.  Under  the  drug  the  subject’s 
attention  could  be  readily  monopolized  by 
the  examiner  and  his  thoughts  focussed. 
Thus,  the  situation  could  be  freely  manipu- 
lated and  the  patient  could  be  made  to  be 
either  relaxed  and  secure  or  tense  and 
anxious.  Under  such  circumstances  it  was 
possible  to  accentuate  or  diminish  the  con- 
tractile state  of  blood  vessels  by  bringing 
about  changes  in  the  emotional  reaction  of 
the  subject. 

This  reaction  is  illustrated  by  the  case 
of  a 53-year-old  man  who  was  given  0.5  gm 
of  sodium  amytal  intravenously  during  a 
period  of  anxiety  and  relatively  high  ar- 
terial pressure.  The  injection  was  accompa- 
nied by  strong  reassurance.  Considerable 
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decrease  in  blood  pressure  was  effected,  and 
with  it  there  was  observed  an  increase  in 
renal  blood  flow  and  glomerular  filtration. 
After  15  minutes  of  reassurance  and  low 
blood  pressure,  a topic  of  significant  conflict 
was  introduced.  Promptly  the  blood  pres- 
sure rose  to  its  former  level  and  the  renal 
blood  flow  and  glomerular  filtration  rate 
diminished.  This  subject  was  characteristic 
in  regard  to  the  finding  that  the  filtration 
fraction  was  elevated  with  a decrease  in 
renal  blood  flow  which  has  been  considered 
an  indication  of  an  increase  of  efferent  ar- 
teriolar resistance.  There  is  evidence  of  a 
constriction  of  afferent  arterioles  as  well 
when  the  formulae  of  Lamport  are  applied. 

The  exact  nervous  and  humoral  mecha- 
nisms remain  obscure.  Study  both  before 
and  after  radical  sympathectomy  is  of  inter- 
est in  evaluating  the  mechanisms.  After 
sympathectomy  the  blood  pressure  rose  dur- 
ing the  traumatic  interview  just  as  readily 
as  it  did  before.  However,  the  accompanying 
renal  vasoconstriction  no  longer  occurred  and 
there  was  no  rise  in  filtration  fraction.  The 
peripheral  resistance  in  the  kidney,  as  cal- 
culated by  the  ratio  mentioned  before,  no 
longer  rose  so  high  and  the  component  at- 
tributable to  efferent  arteriolar  constriction 
was  lost.  The  afferent  arterioles  may  be 
governed  by  an  intrinsic  or  humoral  mecha- 
nism and  thus  not  be  markedly  affected  by 
a sympathectomy.  A persistent  humoral  fac- 
tor may  induce  elevation  of  blood  pressure 
following  the  elimination  of  neural  effects. 

Another  method  of  studying  alteration  in 
blood  pressure  and  the  intensity  of  the  re- 
sponsiveness of  the  individual  is  by  the  use 
of  the  cold  pressor  test.  With  the  cold  pres- 
sor test  there  is  great  individual  reaction  so 
that  it  does  not  provide  a prototype  of  the 
individual’s  hemodynamic  pattern  of  reac- 
tions under  stress.  A pregnant,  hypertensive 
woman  who  was  hyper-reactive  to  noxious 
stimuli  of  all  sorts  will  serve  as  an  example. 
Discussion  of  her  delivery  elicited  a marked 
rise  in  blood  pressure.  She  had  mixed  feel- 
ings of  guilt,  frustration  and  resentment. 
When  her  hand  was  plunged  into  ice  water 
there  was  a fall  in  blood  pressure  during  the 
period  of  dejection,  exhaustion  and  feelings 
of  being  overwhelmed. 


Another  patient,  a 28-year-old  steamfitter 
thought  that  the  decision  as  to  whether  or 
not  he  would  undergo  a mutilating  sympa- 
thectomy hinged  upon  the  outcome  of  a cold 
pressor  test.  He  displayed  the  response  of 
a hyper-reactor.  Later,  when  he  was  re- 
assured that  the  operation  was  not  consid- 
ered necessary,  his  blood  pressure  was  low- 
er initially,  and  he  had  a relatively  hypore- 
active response.  A few  weeks  later  he  had 
very  little  reaction  when  the  performance 
of  the  test  had  no  special  significance  for 
him. 

Twelve  per  cent  of  our  hypertensive  pa- 
tients who  altered  their  attitudes  and  feelings 
with  blood  pressure  readings  consistently 
above  160/95  under  a regimen  of  ventilation 
of  their  feelings,  analysis  of  their  problems, 
reassurance  and  encouragement  became  and 
remained  noi-motensive.  This  improvement 
is  illustrated  by  the  case  of  a 28-year-old 
steamfitter.  His  father  had  forced  him  into 
this  occupation  shortly  before  he  deserted 
his  wife  and  children.  The  patient,  who  real- 
ly wanted  to  be  a half-time  artist  and  half- 
time prize  fighter,  was  encouraged  to  sell  his 
steamfitting  tools.  Following  this  his  blood 
pressure  remained  relatively  nonnal  for  a 
period  of  months  until  he  became  involved 
in  an  extramarital  love  affair.  After  this 
was  terminated  and  he  took  out  his  excess 
energy  in  muscle  building,  his  blood  pressure 
fell  again,  only  to  rise  when  his  wife  tired 
of  his  meager  earnings  as  a free  lance  com- 
mercial artist  and  urged  him  back  into  the 
steamfitting  business.  Here,  amytal  failed 
to  lower  his  blood  pressure  but  it  went  down 
again  after  he  arranged  to  lose  his  job.  An- 
other elevation  occurred  at  a time  when 
his  mother,  on  whom  he  was  very  dependent, 
left  him  and  went  to  live  with  his  brother. 
After  strong  reassurance  and  emotional  sup- 
port from  the  doctor  his  arterial  pressure 
again  fell  and  remained  approximately  nor- 
mal for  the  next  few  months. 

In  studying  the  reactions  of  individuals  in 
regard  to  changes  in  blood  pressure,  it  should 
be  kept  in  mind  that  the  elevation  of  blood 
pressure  constitutes  a part  of  the  over-all 
cardiovascular  response  involving  changes 
in  cardiac  output  and  peripheral  resistance. 
Depending  on  the  circumstances,  a given  sub- 
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ject  may  react  with  a hyperd>mamic  response 
including  a rise  in  blood  pressure  or  a hypo- 
dynamic  response  including  a lowering  of 
blood  pressure.  The  latter  is  often  accom- 
panied by  feelings  of  defeat  or  dejection  in 
contrast  to  the  tense,  aggressive  attitude 
which  accompanies  hypertension.  Hyper- 
tension seems  to  represent  an  emergency 
mobilization  pattern  inappropriately  used 
and  unduly  sustained. 

Fifty  out  of  58  cases  studied  generally 
fitted  the  following  description:  They  were 
more  square  and  muscular  than  a control 
group;  they  dealt  with  problems  by  action, 
had  excessive  skeletal  muscle  tension,  and 
tended  to  be  mobilized  for  combat.  An  af- 
fable, easygoing  facade  was  accompanied  by 
an  undercurrent  of  suspicion,  wariness,  and 
tension.  They  were  poised  to  strike  but  had 
guilty  fear  of  the  consequences.  They  tended 
to  eat  excessively.  It  was  difficult  for  them 
to  derive  real  satisfaction  from  accomplish- 
ments. They  were  preoccupied  with  appear- 
ances and  the  need  to  please.  Frequently 
they  had  wished  to  compete  for  the  love  of 
the  mother  and  had  been  unsuccessful  in  do- 
ing so.  They  developed  strong  hostility  to 
the  mother  and  the  mother’s  demands  for 
compliance. 

Excessive  activity  served  as  a helpful  out- 
let to  many  of  these  cases.  It  was  found 
that  blood  pressure  was  frequently  lower 
when  they  were  engaged  in  such  active  pur- 
suits as  boxing,  tennis,  hunting,  or  playing 
the  piano  than  it  was  when  they  were  try- 
ing unsuccessfully  to  rest  and  relax.  In 
many  individuals  the  blood  pressure  may  be 
higher  at  bed  rest  than  it  is  when  there  are 
active  outlets  for  underlying  tension. 

The  hypertensive  subjects  show  a striking 
similarity  in  the  way  they  look  at  life  but  do 
not  show  a uniform  personality  profile  or  a 
characteristic  set  of  emotional  conflicts.  In 
their  tentative  and  wary  attitudes  they  do 
not  fully  commit  or  assert  themselves,  al- 
though at  times  they  may  break  forth  with 
outbursts  of  anger.  Frequently,  when  they 
are  able  to  express  themselves  in  a more 
free,  fearless,  and  wholehearted  way,  the 
blood  pressm-e  level  decreases.  There  is  con- 
siderable evidence  that  the  course  of  hyper- 


tension may  be  mitigated  by  measures  direct- 
ed at  enhancing  the  satisfactions  and  im- 
proving the  adjustment  of  the  individual. 
Although  essential  hypertension  tends  to 
run  in  families,  it  is  difficult  to  distinguish 
between  the  genetic  effects  and  influences 
which  derive  from  the  contact  with  the  fam- 
ily. 

Adopted  as  a way  of  life,  hypertension 
may  lead  to  irreversible  cardiovascular  and 
renal  damage  and  eventual  death  of  the  or- 
ganism. In  the  United  States,  hypertension 
together  with  its  sequelae  outranks  all  other 
chronic  illnesses  as  a cause  of  morbidity 
and  as  a cause  of  mortality  over  all  other 
disorders  except  coronaiy  heart  disease.  It 
should  be  noted  that  coronary  heart  disease 
is  predisposed  by  hypertension. 

Disorders  of  the  Rhythm  of  the  Heart 

A group  of  patients  with  disturbances  in 
rhythm  of  the  heart  were  studied  for  periods 
of  time  for  a few  weeks  up  to  18  months. 
Events  in  the  life  situation  were  correlated 
with  attitudes,  behavior,  emotional  responses 
and  cardiac  symptoms  and  findings.  Other 
precipitating  factors  such  as  exercise,  fa- 
tigue, infection,  tobacco  and  alcohol  were 
noted.  The  subjects  lay  on  a comfortable 
bed  in  a quiet  room  where  frequent  inter- 
mittent recordings  were  made  from  a direct- 
writing  electrocardiograph  while  the  patients 
were  interviewed  by  a physician.  The  inter- 
views were  directed  toward  topics  to  which 
the  patient  was  known  to  be  sensitive  or 
events  which  have  been  previously  associat- 
ed with  the  complaint  of  cardiac  symptoms. 
The  interviews  of  a traumatic  nature  were 
interspersed  with  neutral  conversation,  reas- 
surance, and  suggestions  to  relax. 

Paroxysmal  Auricular  and  Auriculo- 
ventricular  Nodal  Tachycardia 

There  were  15  patients  in  this  group  with 
paroxysmal  auricular  and  nodal  tachycardia, 
eight  of  whom  had  no  demonstrable  struc- 
tural heart  disease  while  the  remaining  seven 
showed  evidences  of  rheumatic  or  arteri- 
osclerotic heart  disease.  The  blood  pressure 
of  all  varied  insignificantly  around  the  nor- 
mal values.  Over  half  gave  a history  of  un- 
happy childhood  years,  a high  incidence  of 
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personality  disturbances  in  relatives,  and 
serious  marital  conflicts  with  poor  sexual 
relationships.  They  were  serious,  worrisome 
people  who  tended  to  keep  their  hostility  to 
themselves.  They  were  rigid,  perfectionistic 
and  orderly.  Longstanding,  pronounced 
anxiety  was  exhibited  by  11  of  the  subjects. 
There  was  a history  of  arrhythmias  occur- 
ring frequently  when  the  patient  was  under 
stress. 

The  following  case  illustrates  the  general 
relationship  between  the  instance  of  arrhyth- 
mias and  stressful  life  situations. 

A 34-year-old  housewife  had  had  frequent 
attacks  of  paroxysmal  tachycardia  since 
childhood.  For  one  year  she  had  had  in- 
creasing tension  in  coping  with  her  two  chil- 
dren and  in  performing  her  housework  in 
keeping  with  her  perfectionistic  standards. 
Her  frustration  and  resentment  were  accen- 
tuated by  the  failure  of  her  husband  to  aid 
her  in  disciplinary  measures  or  give  her 
sympathetic  understanding.  Under  these 
circumstances  there  was  an  increase  in  the 
frequency  in  her  arrhythmias.  Her  heart 
rate  was  80  or  more,  and  her  exercise  toler- 
ance was  greatly  impaired. 

When  the  patient  was  eight  years  old  her 
oldest  sister  died  and  she  had  her  first  at- 
tack of  tachycardia.  Until  the  age  of  19, 
she  continued  to  have  about  two  attacks  a 
year.  The  attacks  ceased  after  she  met  the 
man  she  later  married.  A few  years  there- 
after she  had  a single  attack  during  her  preg- 
nancy. When  she  was  25,  her  father  and 
sister,  to  whom  she  was  devoted,  died  with- 
in a few  weeks  of  each  other.  She  bore  the 
immediate  shock  well,  but  a few  weeks  later 
she  was  troubled  by  guilt  feelings  and  had 
two  attacks  of  tachycardia  within  a week. 
She  continued  to  have  attacks  during  a de- 
pressive illness  suffered  by  her  mother.  The 
attacks  continued  at  the  same  frequency  un- 
til she  was  31,  when  an  increased  frequency 
of  attacks  brought  her  to  the  hospital. 

Fear,  anxiety,  hostility,  and  indecision 
were  commonly  associated  with  the  attacks. 

That  the  autonomic  nervous  system  is  in- 
volved in  the  precipitation  of  the  arrhythmias 
related  to  life  situations  and  emotional 


states  is  indicated  by  the  simultaneity  of  the 
arrhythmias  and  acute  emotional  changes, 
by  these  attacks  being  not  qualitatively  dis- 
tinguishable from  those  occurring  during  the 
sympathetic  nervous  activity  of  exercise,  and 
by  the  patients  being  frequently  aware  of 
acceleration  of  the  heart  before  the  onset 
of  tachycardia.  The  frequent  occurrence  of 
sinus  tachycardia  in  these  patients  indicates 
increased  work  by  the  heart. 

Paroxysmal  Auricular  Fibrillation 

Eleven  patients  were  studied  who  had 
paroxysmal  auricular  fibrillation.  In  this 
group  the  factors  in  the  life  situation  and 
emotional  state  of  each  were  similarly  re- 
lated to  the  occurrence  of  attacks  (as  in 
those  with  tachycardia).  Three  of  these 
patients  exhibited  paroxysmal  auricular 
tachycardia  at  other  times,  and  five  were 
also  known  to  have  had  extra  systoles.  In 
five  there  was  no  evidence  of  structural  heart 
disease.  The  blood  pressure  was  significant- 
ly elevated  in  six  of  the  eleven.  Five  ex- 
hibited a tendency  to  slow  heart  rates  (below 
70).  Their  backgrounds  were  characterized 
by  many  stresses  and  much  unhappiness. 
Unexpressed  hostility,  compulsive  traits,  and 
long-standing  anxiety  were  common. 

One  anxious  and  irritable  woman  of  74 
had  the  onset  of  her  fibrillation  after  an  ex- 
change of  recriminations  with  her  landlady. 
After  moving  to  a retirement  home,  she 
had  no  attacks  for  four  months.  They  re- 
turned after  becoming  worried  and  de- 
pressed about  an  injury  to  her  leg.  Other 
attacks  were  preceded  by  irritation  over 
feelings  of  rejection. 

The  occurrence  of  attacks  was  observed 
during  experimental  interviews.  One  such 
patient  was  a 39-year-old  housewife  who 
suffered  from  recurrent  attacks  of  paroxys- 
mal auricular  fibrillation.  The  arrhyth- 
mias first  occurred  some  years  previously 
in  the  setting  of  hyperthyroidism  which  had 
twice  been  treated  by  subtotal  thyroidec- 
tomy. After  recovery  from  her  hyperthy- 
roidism she  continued  to  have  attacks  of 
fibrillation  once  or  twice  a month  in  the 
setting  of  anxiety,  tension,  fatigue,  and 
worry.  Her  apprehension  about  her  heart 


April,  1964 


161 


and  an  even  greater  fear  of  cancer  had  pre- 
cipitated the  attacks. 

At  the  beginning  of  the  interview  there 
was  sinus  tachycardia  with  a rate  of  113 
and  a P-R  interval  of  0.21  second.  As  she 
described  her  worries  over  her  health,  she 
became  more  anxious.  She  spoke  of  her 
fear  that  her  menorrhagia  was  due  to  cancer. 
She  became  more  agitated  and  began  to  weep. 
Her  heart  rate  rose  to  140  and  then  fell  to 
128  when  she  was  given  reassurance.  She 
temporarily  relaxed,  but  two  minutes  later 
there  was  a recurrence  of  auricular  fibrilla- 
tion with  a ventricular  rate  of  158.  This 
patient,  along  with  a number  of  others, 
showed  a prolonged  P-R  interval  preceding 
the  development  of  fibrillation. 

There  is  evidence  that  vagal  influences  are 
important  in  the  production  of  auricular  fi- 
brillation. They  often  have  slow  pulses  and 
prolonged  P-R  intervals.  Parasjmipatho- 
mimetic  drugs  may  induce  or  precipitate 
auricular  fibrillation.  On  the  other  hand  it 
has  been  found  to  occur  after  injections  of 
epinephrine.  Since  fibrillation  frequently 
begins  after  a period  of  sinus  tachycardia, 
sympathetic  impulses  may  be  as  important 
as  vagal  impulses  in  its  production.  During 
periods  of  high  or  prolonged  stress  arrhyth- 
mias occur  more  frequently  and  with  slight 
provocation.  During  periods  when  the  pa- 
tients feel  secure  they  can  endure  the  same 
provocation  without  developing  arrhythmias. 
Patients  susceptible  to  cardiac  arrhythmias 
are  not  necessarily  those  engaged  in  heavy 
physical  exertion  but  rather  those  whose  at- 
titudes and  emotional  states  lead  to  frequent 
and  prolonged  mobilization  of  the  heart. 

Extrasystoles 

Twelve  patients  with  extrasystoles  were 
studied.  Eight  of  them  showed  sinus  tachy- 
cardia repeatedly.  In  our  group  of  patients 
extrasystoles  were  found  equally  among 
those  with  and  without  structural  heart  dis- 
ease. 

In  the  case  of  a 55-year-old  woman  who 
complained  of  palpitations  and  nervousness 
there  was  moderate  hypertension  as  high  as 
176/94,  an  enlarged  heart,  a systolic  murmur 
at  the  base,  and  tortuosity  and  sclerosis  of 
the  aorta  on  X-ray  examination.  The  heart 


rate  averaged  around  100  and  there  were  nu- 
merous ventricular  extrasystoles.  The  elec- 
trocardiogi’am  showed  left  axis  deviation. 

Her  father  had  frequent  periods  of  de- 
pression, and  her  mother  was  stern  and  dom- 
ineering. As  a child,  she  had  frequent  night- 
mares. She  bit  her  nails  and  was  anxious 
when  in  the  company  of  her  mother.  At  17 
she  had  to  abandon  her  planned  career  in 
music  because  of  the  onset  of  bilateral  chorio- 
retinitis. After  the  death  of  her  parents 
a younger  sister  directed  her  life.  In  her 
30’s  she  became  pregnant  out  of  wedlock  and 
insisted  on  raising  her  son  in  spite  of  the 
objections  of  her  family. 

During  an  interview  the  frequency  of  ex- 
trasystoles could  be  well  correlated  with  the 
evidences  of  anxiety.  Initially  she  showed 
alternate  relaxation  and  apprehension.  When 
she  was  reassured  by  the  physician  and  be- 
came relaxed,  her  extrasystoles  disappeared. 
When  the  topic  of  her  illegitimate  child  was 
introduced,  she  became  agitated,  flushed,  and 
fidgeted  on  the  bed.  At  one  point  during 
the  interview  the  extrasystoles  diminished 
at  a time  when  the  heart  rate  became  in- 
creased. This  may  have  been  due  to  the  ex- 
citability of  the  sino-auricular  node  tem- 
porarily exceeding  that  of  the  ectopic  focus. 
While  discussing  her  financial  difficulties, 
she  became  anxious,  had  numerous  extra- 
systoles, and  evidence  of  muscle  tension  on 
the  electrocardiogram.  During  the  inter- 
view the  heart  rate  varied  between  90  and 
100. 

The  second  interview  two  weeks  later  was 
carried  out  when  she  was  unusually  relaxed 
and  happy.  No  extrasystoles  were  recorded 
when  known  sensitive  topics  were  discussed 
with  her.  Two  weeks  later  a third  interview 
was  undertaken  when  she  was  anxious.  Sub- 
jects associated  with  conflict  were  accompa- 
nied by  the  occurrence  of  extrasystoles.  Fol- 
lowing further  psychotherapeutic  interviews 
there  was  considerable  improvement  in  her 
personality  adjustments  and  the  disappear- 
ance of  extrasystoles,  a lowering  of  heart 
rate  to  an  average  of  84,  and  a fall  of  blood 
pressure  to  132/70.  Her  performance  on  a 
standard  exercise  tolerance  test  also  was  im- 
proved. 
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It  is  generally  considered  that  extrasys- 
toles accompany  altered  excitability  of  a por- 
tion of  the  heart  and  accompany  (1)  struc- 
tural heart  disease,  (2)  metabolic  or  phar- 
macologic influences,  and  (3)  nervous  or  re- 
flex mechanisms.  Stimuli  reaching  the 
heart  by  efferent  fibers  of  both  branches 
of  the  autonomic  nervous  system  may  be 
responsible  for  the  production  of  extrasys- 
toles. This  is  substantiated  by  the  observa- 
tion that  injection  of  either  sympathico- 
mimetic  or  parasympathicomimetic  drugs 
may  produce  extrasystoles  as  well  as  other 
arrhythmias.  With  strong  emotion  there  is 
mobilization  of  the  circulatory  apparatus  as 
evidenced  by  increase  of  heart  rate  and 
stroke  volume  similar  to  that  which  occurs 
with  exercise. 

In  most  of  our  patients  anxiety  was  more 
prominent  than  hostility.  The  patients  were 
timid,  indecisive,  and  passive.  With  the  oc- 
currence of  extrasystoles  and  other  arrthyth- 
mias  the  cardiovascular  mobilization  becomes 
less  efficient  and  may  lead  to  inadequate 
blood  supply  to  the  brain  and  the  heart  and 
other  structures.  In  some  cases  the  heart 
may  be  damaged  by  the  stress  to  which  it  is 
subjected. 

Changes  in  Electrocardiogram 

Some  electrocardiographic  changes  have 
already  been  alluded  to  in  the  patients  who 
have  been  presented.  In  the  patients  we 
studied  while  taking  frequent  or  continuous 
electrocardiograms  during  the  interviews,  a 
multiplicity  of  electrocardiographic  changes 
were  found.  In  35  patients,  there  was  a di- 
minution in  amplitude  of  T wave  of  more 
than  0.5  mm  in  18,  an  increase  in  amplitude 
of  T wave  in  10,  changes  in  the  direction  of 
T wave  in  8,  ST  depressions  of  0.5  mm  or 
more  in  4,  ST  depressions  of  less  than  0.5 
mm  in  2,  and  P wave  decreases  in  ampli- 
tude in  2. 

In  one  35-year-old  housewife  who  had  no 
symptoms  or  signs  of  cardiovascular  disease, 
changes  during  an  interview  showed  that 
during  expression  of  resentment  toward  her 
mother  and  a discussion  of  her  unhappy  mar- 
riage the  originally  upright  became  di- 
minished in  amplitude  and  then  isoelectric. 
Later  in  the  interview  while  discussing  her 


sexual  relations  she  became  further  de- 
pressed and  developed  asthmatic  breathing. 
During  the  expression  of  her  resentment  to- 
wards her  husband,  T,  again  became  iso- 
electric. Following  exercise  there  was  a flat- 
tening of  Ta  comparable  to  that  occurring 
during  the  interview  at  a similar  heart  rate. 

Changes  in  the  T waves  with  hyperven- 
tilation have  been  stressed  by  some  investi- 
gators. In  nine  of  our  patients,  pneumo- 
grams were  recorded  simultaneously  with 
electrocardiograms.  Tachycardia  and 
changes  in  the  T wave  were  sometimes  ob- 
served simultaneously  with  hyperventila- 
tion. However,  the  changes  in  the  electro- 
cardiogram occurred  at  the  same  time  as 
those  in  the  pneumogram  and  not  after  an 
interval  of  over-breathing.  Marked  changes 
in  the  electrocardiogram  were  also  observed 
in  patients  who  were  not  hyperventilating. 
One  patient  showed  an  increase  in  rate  of 
ventilation  during  periods  of  moderate  anxi- 
ety, but  the  maximal  change  in  the  elec- 
trocardiogram occurred  at  times  of  great 
anxiety  bordering  on  panic  when  his  breath- 
ing became  extremely  shallow  and  not  more 
rapid.  In  these  instances  the  electrocardio- 
graphic changes  and  hyperventilation  had  a 
common  origin  in  the  reaction  of  the  patients 
to  the  stresses  of  life. 

In  general,  there  was  a close  relationship 
between  the  occurrence  of  emotional  disturb- 
ances and  the  occurrence  of  electrocardio- 
graphic changes,  and  the  relationship  was 
usually  apparent  between  the  severity  of  the 
anxiety  or  resentment  displayed  by  the  pa- 
tient and  the  magnitude  of  the  electrocardio- 
graphic changes.  In  some  instances  acceler- 
ation of  the  heart  occurred  when  a topic  to 
which  the  patient  was  known  to  be  sensitive 
was  introduced  even  though  the  patient  re- 
mained apparently  bland  and  indifferent.  In 
such  cases  the  heart  would  seem  to  be  a more 
valid  index  of  the  significance  of  a topic 
than  the  other  criteria  used,  including  the 
patients’  statements. 

In  19  of  the  patients  the  two  step  stand- 
ard exercise  according  to  the  technique  of 
Master  was  used.  In  five  of  the  19  the 
rate  after  exercise  did  not  reach  that  coinci- 
dent with  anxiety  during  the  interview.  In 
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one,  the  heart  rate  during  the  period  of 
emotional  disturbances  was  112  and  imme- 
diately after  a double  standard  exercise  did 
not  exceed  95.  In  14,  the  rate  immediately 
after  exercise  was  comparable  to  that  ob- 
tained during  periods  of  emotional  disturb- 
ance. In  eight  of  these,  the  electrocardio- 
gram was  identical  following  exercise  and 
during  the  disturbed  emotional  state.  In 
four  others  the  changes  were  in  similar  di- 
rections but  less  in  degree  after  exercise 
than  during  anxiety  or  resentment.  In  the 
remaining  two  patients  the  changes  after  ex- 
ercise and  during  anxiety  were  in  a different 
direction. 

Electrocardiographic  changes  positive  for 
coronary  disease  were  obtained  in  those 
with  or  without  evidence,  or  suggestive  evi- 
dence, of  coronary  artery  disease.  In  six 
individuals  without  evidence  of  structural 
heart  disease  or  complaints  suggestive  of 
coronary  artery  disease,  and  who  were  with 
one  exception  under  35  years,  positive  tests 
for  coronary  disease  were  obtained.  These 
patients  had  symptoms  usually  described  as 
neurocirculatory  asthenia.  In  each  instance 
the  test  was  performed  during  a period  of 
anxiety,  and  there  was  a marked  tachycardia 
after  exercise.  There  w ere  others  who 
showed  lesser  changes  in  the  electrocardio- 
graphic complexes  after  exercise.  In  three 
patients,  one  with  and  two  without  struc- 
tural heart  disease,  exercise  on  a day  of  rela- 
tive security  and  emotional  tranquility  pro- 
duced lesser  electrocardiographic  changes 
than  comparable  exercise  on  days  of  great 
anxiety. 

Although  some  of  the  changes  in  ampli- 
tude of  T wave  and  in  ST  segments  may 
be  related  solely  to  increases  in  rate,  the  wide 
diversity  of  changes  in  patients  showing 
comparable  rates  indicates  that  greater 
changes  were  not  due  solely  to  increases  in 
rate  although  often  related  to  it.  The  trac- 
ings taken  during  anxiety  or  resentment  have 
been  observed  after  exercise  and  no  less 
than  18  of  the  35  patients  would  have  been 
found  to  have  positive  tests  by  the  criteria 
of  Master.  Thirteen  would  have  positive 
tests  by  the  standards  of  Grossman  et  al. 
At  the  high  rates  observed  in  this  study 
the  diastolic  time  is  appreciably  shortened 


and  the  coronary  blood  flow  may  then  not 
be  increased  in  proportion  to  the  increase 
in  work  performed  by  the  heart.  Therefore, 
some  relative  coronary  insufficiency  is  not 
improbable.  There  is  evidence  that  other 
factors  may  be  operating  in  the  production 
of  the  observed  electrocardiogi'aphic  changes. 
Thus,  it  has  been  shown  that  epinephrine 
will  lower  T waves  and  in  certain  instances 
produce  extrasystoles.  The  lowering  or  in- 
version of  T2  and  T3  following  exercise  in 
individuals  with  no  evidence  of  structural 
heart  disease  is  greater  early  in  the  exercise 
than  after  it  has  continued  for  several  min- 
utes, and  the  same  electrocardiographic 
changes  resulting  from  the  assumption  of  the 
erect  position  occur  instantaneously  with  the 
change  in  position.  These  findings  suggest 
that  sympathetic  stimulation  rather  than  car- 
diac anoxia  is  responsible  for  the  changes 
in  the  T waves.  The  mechanism  of  similar 
electrocardiographic  changes  observed  dur- 
ing emotional  disturbances  may  likewise  be 
increased  activity  of  the  cardiac  sympa- 
thetics. 

Therapeutically  we  may  change  some  atti- 
tudes, patterns  of  behavior,  and  ways  of  look- 
ing at  life  even  though  we  may  not  be  able 
to  change  inherited  bodily  organs.  In  the 
complex  problems  of  cardiovascular  disorders 
we  need  to  take  a serious  interest  in  the 
background,  life  experience,  and  attitudes  of 
the  patient  in  the  hope  of  helping  him  to  a 
more  constructive  adjustment,  which  is  fre- 
quently accompanied  by  a lower  level  of  blood 
pressure. 
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“Whether  the  matter  at  stake  is  a referee’s  name  or  a patient’s 
life,  certain  hazards  reside  in  being  almost  right.  To  be  sure,  no 
one  of  us  is  always  right.  Daily  we  must  decide  how  much  time 
and  effort  we  will  expend  to  possess  that  margin  which  separates 
the  good  from  the  excellent,  the  right  from  the  almost  right.  Our 
choices  bear  the  stamp  of  our  individual  tastes  and  perceptions, 
and  because  of  those  choices,  our  perfomances  may  include  some 
remarkable  incongruities.  Our  manners  may  be  impeccable  but  we 
may  be  quite  insensitive  to  the  demands  of  proper  speech  . . . 
And  some  stubbornly  resist  efforts  to  sharpen  their  grammatic 
sensibilities.  It  is  far  easier  to  be  almost  right.  Excellence,  wher- 
ever sought,  is  not  easily  found.  Its  possession  requires  a mind 
quick  to  discernment  of  flaws,  a nature  intollerant  of  needless 
error,  a will  unbending  in  pursuit  of  high  accomplishment.”  (From 
Praitt,  Raymond  D. : On  Being  Almost  Right.  Cardiovascular  Re- 
search Center  Bulletin,  Baylor  University  College  of  Medicine  2:34, 
Winter,  1963). 
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Psychological  Factors  In  Pain* 


INTRODUCTION 

SINCE  pain  is  one  of  the  most 
common  complaints,  is  an  espe- 
cially distressing  symptom,  and 
is  a significant  warning  of  danger,  it  is  of 
great  significance  in  medicine.  In  view  of 
the  fact  that  it  is  the  leading  symptom  of 
many  diseases  and  that  there  may  be  a 
structural,  toxic,  physiologic  or  psychologic 
basis,  pain  becomes  a diagnostic  challenge. 
The  individual  patient’s  habitual  pattern  of 
reaction  and  the  various  factors  which  modi- 
fy pain  need  to  be  considered.  Frequently 
pain  has  been  over-simplified  and  consid- 
ered a primary  sensation  dependent  upon 
the  stimulation  of  a specific  sensory  nerve 
ending  by  an  external  stimulus  which 
reaches  consciousness  in  the  cerebrum. 
There  has  been  neglect  of  the  psychic  factors 
in  illnesses  characterized  by  severe  and  pro- 
tracted pain  when  its  evaluation  is  a part 
of  the  total  functioning  of  the  patient. 

There  has  been  much  discussion  of  pain 
purely  as  a sensation,  as  exclusively  a feel- 
ing reaction  similar  to  but  opposite  to  that 
of  pleasure  and  as  a sensation  giving  rise  to 
predictable  feeling-states  and  other  reac- 
tions. Livingston  focuses  on  the  complex- 
ity of  pain  as  a central  perception  result- 
ing from  many  different  impulses  being 
registered,  interpreted  and  synthesized  as  a 
unit-sensation  which  is  greater  than  its  con- 
stituent parts  and  thereby  is  a new  entity. 
Its  perceptual  and  emotional  components 
need  to  be  appraised  and  weighed  in  each 
individual  case.  It  may  begin  by  a stimulus 
acting  on  the  peripheral  part  of  the  nervous 
system  or  by  central  stimulation  projected 
to  a distant  part  of  the  body,  as  occurs  in 
pain  of  the  thalamic  syndrome,  in  the  pain- 
ful aura  of  sensory  epileptic  seizures,  in  the 
pain  resulting  from  central  electrical  stimu- 
lation or  in  the  conversion  type  of  pain  in 
hysteria. 

Integrative  Aspects 

The  importance  of  the  highest  integrative 
functions  is  of  great  significance  no  matter 
what  the  nature  of  the  pain  may  be.  In  the 
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cerebral  cortex,  peripheral  stimuli  are  in- 
terpreted and  reach  awareness,  false  inter- 
pretationS  or  exaggerations  may  occur,  or 
interpretations  completely  without  periph- 
eral stimuli  may  be  made.  The  cerebral  cor- 
tex also  serves  as  the  instigator  of  bodily 
changes  which  may  result  from  painful 
stimuli  and  causes  impulses  to  be  transmit- 
ted through  the  hypothalamus  and  the  auto- 
nomic nervous  system  to  the  viscera  caus- 
ing alterations  in  function  which  in  turn 
may  stimulate  nerve  endings  for  pain  and 
create  a more  complicated  reaction  than 
exists  for  a simple  pain-stimulus  response- 
reaction.  Both  the  sjonpathetic  and  para- 
sympathetic nervous  systems  may  partici- 
pate and  may  be  excitatory,  inhibitory,  or 
synergic  in  effect  and  serve  to  integrate 
rather  than  be  specific  antagonists.  Con- 
scious and  unconscious  emotions  related  to 
past  experience  and  associated  with  the 
present  situation  influence  the  interpretation 
and  the  meaning  of  pain. 

Head  and  Holmes  theorized  that  by 
means  of  perceptual  alterations  the  con- 
stantly changing  postural  model  is  developed, 
that  movements  are  recorded  and  that  the 
cerebral  cortex  brings  groups  of  sensations 
evoked  by  altered  posture  into  relation  with 
this  postural  model.  In  a further  elabora- 
tion by  Schilder,  peripheral  and  cortical 
stimuli  are  seen  as  altering  the  postural 
model  of  the  body  to  foiTn  a unit-conception 
or  body-image.  Disturbances  in  the  parieto- 
occiptal  region  are  especially  prone  to  alter 
the  body  image.  Pain  is  felt  with  reference 
to  a particular  part  of  the  body  and  is  de- 
pendent upon  the  concept  of  the  body-image. 

‘Read  before  Omaha  Mid-West  Clinical  Society  31st  Annual 
Session,  October  31,  1963. 
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Failure  to  appreciate  pain  may  also  be 
dependent  upon  the  highest  levels  of  central 
nervous  system  function.  Painful  stimuli 
may  or  may  not  reach  consciousness.  In  per- 
ipheral or  central  synapses  inhibition  or  re- 
inforcement may  occur.  Riddoch  states, 
“Excessive  emotion  is  to  perception  and  ex- 
cessive affect  is  to  sensation  what  excessive 
tone  or  spasticity  is  to  motor  activity.” 

It  may  be  considered  that  pain  due  to 
structural  changes  is  a message  that  all  is 
not  well  with  the  body  and  that  psychogenic 
pain  means  that  all  is  not  well  with  the 
psyche.  Since  pain  is  utlimately  dependent 
upon  awareness,  it  obviously  is  subject  to 
psychic  as  well  as  sensory  experience. 
Strauss  has  pointed  out  that  pain  divorced 
from  its  emotional  component  is  very  differ- 
ent from  the  total  experience  as  is  well  shown 
after  leucotomy  or  the  administration  of 
morphine.  In  these  instances  the  attitude 
toward  pain  is  altered.  When  the  body 
image  becomes  fragmented,  unusual  distor- 
tions may  occur.  One  schizophrenic  patient 
experienced  extreme  pain  from  voices  which 
he  heard  in  his  urinary  stream.  Various 
authors  have  discussed  whether  there  is  a 
difference  between  physiogenic  pain  and  psy- 
chogenic pain.  Some  have  felt  that  psycho- 
genic pain  might  more  appropriately  be  de- 
scribed as  anguish,  grief  or  distress.  Per- 
tinent to  this  problem  is  experimental  work 
which  we  have  recently  carried  out.  Using 
normal  medical  students  as  subjects,  it  has 
been  possible  to  reproduce,  in  varying  de- 
gree, descriptions  of  head  pain  through  hyp- 
notic suggestion  that  frequently  are  very 
similar  to  actually  occurring  head  pain 
stimulated  by  a headband.  In  one  subject 
who  had  migraine,  hypnotically  induced 
headache  was  indistinguishable  from  natur- 
ally occurring  migraine.  In  our  subjects 
there  seemed  to  be  considerable  individual 
difference  in  the  vividness  and  similarity 
between  physiogenic  and  psychogenic  head- 
ache. Thus  it  appears  that  in  many  sub- 
jects the  psychically  induced  sensation  does 
not  differ  essentially  from  that  due  to  other 
stimuli  commonly  inducing  pain.  In  a 
broad  sense  psychic  factors  participate  in  all 
pain,  for  the  perception  of  pain  is  dependent 
upon  psychic  awareness. 


There  has  been  much  discussion  of  the 
pain  of  the  phantom  limb.  Medvei  considers 
that  the  limb  is  reflected  on  to  a certain 
part  of  the  cortex  and  perceived  there  not 
only  as  an  anatomic  entity  but  also  as  a 
physiologic  and  pathologic  one,  and  that 
true  pain  does  not  necessarily  rise  out  of 
changes  in  the  peripheral  organ  but  in  the 
body-perception  activities  of  the  cerebral 
cortex.  He  points  out  that  certain  hemi- 
plegics  feel  their  paralyzed  arm  moving 
about  when  it  can  be  seen  lying  by  their 
side  and  that  they  seem  to  possess  a phan- 
tom arm  apart  from  the  real  but  paralyzed 
one.  The  phantom  limb  appears  to  be  in- 
fluenced by  impressions  of  the  body-image 
which  have  developed  before  the  amputation. 
In  contrast  to  the  phenomena  of  the  phantom 
limb,  in  some  patients  with  corticothalamic 
lesions  the  body-image  seems  lost  although 
the  body  is  intact.  Harman  has  concluded 
that  in  some  cases  of  bizarre  distribution  of 
deep  pain  the  sensation  may  well  be  deter- 
mined by  higher  cerebral  organization  with 
variations  of  the  body-image. 

Investigations  indicate  that  the  threshold 
for  the  perception  of  pain  can  be  greatly 
altered.  However,  people  in  normal  health 
have  approximately  the  same  capacity  for 
perceiving  pain,  and  the  threshold  for  per- 
ception of  pain  under  normal  circumstances 
is  the  same  for  all  individuals  and  in  the 
same  individual  at  varying  times  of  the  day. 
Certain  functional  or  organic  changes  in  the 
left  parietal  region  may  lead  to  an  “asym- 
bolia”  for  pain,  but  differences  in  attitude 
will  influence  the  pain  experience  in  normal 
people,  the  differences  being  found  accord- 
ing to  sex,  occupation,  age,  and  culture.  In 
some  cultures  it  may  not  be  permissible  to 
complain  about  pain,  whereas  in  others  it 
is  acceptable  to  wince,  yell  or  scream.  When 
strong  emotions  are  experienced,  pain  may 
be  blocked.  During  the  excitement  of  ath- 
letic contests,  injuries  may  go  unnoticed. 
Similar  reactions  have  been  noted  in  those 
injured  in  the  heat  of  combat. 

During  World  War  II,  I had  the  oppor- 
tunity to  study  prisoners  of  war  who  had 
been  subjected  to  many  painful  punishments. 
Some  of  the  survivors  said  that  they  were 
better  able  to  withstand  the  tortures  by 
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learning  to  “turn  off  the  pain.”  Many  of 
these  men  had  vaiying  degrees  of  anesthesia 
after  their  repatriation.  One  man  showed 
complete  insensitivity  to  all  sensations  ex- 
cept on  the  cornea.  Among  these  men  there 
was  an  alteration  in  the  perception  of  pain 
which  was  conducive  to  a biologic  adapta- 
tion and  contradicts  the  view  of  the  pain- 
pleasure  theory  which  regards  pain  as  an 
affective  quality  rather  than  a biological  or 
physiological  reaction. 

Psychodynamic  Factors 

Pain  is  frequently  inflicted  as  a punish- 
ment. In  contrast,  it  can  be  considered  de- 
sirable and  a source  of  satisfaction  or  pleas- 
ure. Initially,  there  may  be  pleasure  from 
pain  followed  by  pleasure  through  pain. 
Punishment  can  become  transformed  into  its 
own  reward  and  thereby  fail  to  be  punitive. 
For  example,  many  small  children  obtain 
pleasure  from  a spanking.  Such  a reaction 
may  be  considered  an  irrational  or  distorted 
mode  of  adaptation.  Masochism,  the  psy- 
chologic defense  mechanism  whereby  pleas- 
ure is  obtained  from  pain,  is  a common  psy- 
chodynamic finding.  Some  individuals  may 
experience  a general  feeling  of  satisfaction. 
Perverted  reactions  occur  in  which  an  indi- 
vidual may  obtain  sexual  and  orgastic  pleas- 
ure by  being  stuck  with  pins. 

Rado  points  out  that  pain  becomes  asso- 
ciated with  discipline  early  in  life.  The 
child,  by  punishing  himself  in  advance,  may 
thus  attain  license  to  gratify  his  forbidden 
desires.  Thereby  pain  becomes  a paradoxical 
stimulus  for  pleasure,  enhanced  in  its  value 
by  the  unique  esthetic  effect  of  contrast. 

The  conscience  is  constantly  engaged  in 
restoring  psychic  harmony  by  means  of  guilt- 
cancelling devices.  Inflicting  pain  has  moral 
values.  Conscience  and  associated  guilt  feel- 
ings demand  punishment,  and  pain  helps  to 
expiate  guilt. 

Pain  can  be  relieved  or  endured  by  the 
employment  of  autosuggestion.  M e d v e i 
cites  the  legends  of  the  Spartan  youth  who 
allowed  a fox  to  gnaw  his  vitals  until  he 
fell  dead  without  showing  anguish  and  a 
Roman  who  subjected  his  right  arm  to 
flames  until  it  became  a smoldering  stump 


to  demonstrate  how  little  a Roman  feared 
or  showed  signs  of  pain.  In  some  cultures 
rites  are  carried  out  in  which  there  is  mass 
infliction  of  pain. 

Biologic  Factors 

Biologically,  the  fact  that  children  toler- 
ate pain  well  may  be  of  significance  in  that 
frequent  painful  trauma  need  to  be  endured 
in  the  process  of  normal  experience  and  de- 
velopment. If  the  child  did  not  bear  pain 
well,  he  would  be  inhibited  in  carrying  out 
new  activity  and  would  thus  avoid  the  ex- 
perience necessary  to  further  his  maturity. 
In  contrast,  pain  serves  as  a warning  signal 
of  such  hazards  as  fire  and  sharp  instru- 
ments. Pain  frequently  is  a danger  signal 
which  forces  the  organism  to  take  action  to 
stop  it.  Adrian  points  out  that  we  need 
biologic  as  well  as  moral  gi-ounds  for  the 
existence  of  such  an  evil.  Wolff  and  Wolf 
consider  that  cutaneous  pain  differs  from 
visceral  pain  in  possessing  a quality  which 
seems  to  exert  an  exhilarating  effect  which 
is  conducive  to  action  and  thus  has  biologic 
value.  In  contrast,  visceral  pain  has  a de- 
pressing, inhibiting  action  which  immobil- 
izes the  individual  with  such  a condition  as 
an  inflamed  appendix.  Pain  also  biological- 
ly hinders  effective  functioning  through  in- 
terfei-ence  with  thinking,  sleeping,  and  eat- 
ing. It  may  initiate  deleterious  psycho- 
physiologic  reactions  such  as  occlusion  of  the 
nasal  passages,  changes  in  the  gastrointest- 
inal tract,  arrhythmias  of  the  heart,  and 
elevation  of  the  blood  pressure. 

Psychophysiologic  Factors 

Psychological  influences  may  indirectly 
bring  about  pain  through  psychophysiologic 
responses.  For  example,  headache  is  fre- 
quently related  to  swelling  of  blood  vessels 
or  sustained  muscle  contraction.  Emotion 
may  increase  the  contractile  state  of  the 
bladder  and  cause  urgency  and  pain.  Psy- 
chically induced  backache  is  mediated 
through  muscle  contraction. 

Pain  Associated  With  Psychiatric 
Disorders 

In  anxiety  states,  pain  may  occur  secon- 
dary to  changes  in  function  of  various  or- 
gans, notably  the  muscles  and  blood  vessels. 
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An  anxious  person  is  likely  to  over-react  to 
pain.  In  turn,  pain  tends  to  precipitate  or 
increase  an  existing  previous  disposition  to 
anxiety. 

In  obsessive-compulsive  neurosis,  compul- 
sive acts  may  involve  the  production  of 
pain.  For  example,  there  may  be  digging 
of  the  fingernails  in  the  skin,  pulling  one’s 
own  hair  or  sticking  pins  into  flesh.  Such 
compulsive  induction  of  pain  may  also  give 
masochistic  satisfaction. 

In  hysteria  either  pain  or  anesthesia  may 
occur  as  symptoms  of  altered  sensation. 
They  frequently  serve  as  defense  against 
forbidden  wishes.  Anesthesia  is  more  com- 
mon. When  pain  does  occur,  it  may  repre- 
sent a conversion  symptom  in  the  setting  of 
an  underlying  psychosis  rather  than  neurosis. 

In  hypochondriasis,  pain  occasionally  oc- 
curs as  the  leading  hypochondriacal  com- 
plaint. Frequently  hypochondriacal  pain 
may  be  difficult  to  distinguish  from  a so- 
matic delusion  of  pain.  In  catatonic  stupors 
there  may  be  no  response  to  painful  stimuli. 
Schizophrenic  patients  may  mutilate  or  am- 
putate various  parts  of  their  bodies.  A 
schizophrenic  female  surgeon  without  anes- 
thesia removed  her  breasts  and  shortly  after 
her  father’s  death  grafted  his  testicles  onto 
herself.  Somatic  delusions  of  pain  may 
satisfy  the  self-punishment  needs  of  the  de- 
pressed patient. 

Those  addicted  to  opiates  often  complain 
of  persistent  pain  without  a demonstrable 
cause.  Patients  addicted  to  surgical  opera- 
tions may  welcome  painful  procedures  and 
show  a decreased  reaction  to  pain.  The 
physician  who  carries  out  a never-ending 
search  for  structural  pathology  as  an  ex- 
planation of  pain  may  instigate  addiction  in- 
to drugs  or  operations. 

Pain  may  be  malingered.  Because  of  its 
subjective  nature,  its  reality  is  difficult  to 
verify.  It  is  a suitable  excuse  to  avoid  un- 
pleasantness and  may  induce  sympathy  in 
others.  In  the  military  service  it  is  common- 
ly enlarged  upon  as  a means  of  escaping 
from  unpleasant  or  dangerous  duties.  Chil- 
dren frequently  use  aches  and  pains  to  avoid 
unpleasant  demands  in  school  and  at  home. 


Ascribing  obscure  symptoms  including 
pain  to  psychic  causes  is  to  be  depreciated 
unless  there  is  positive  evidence  that  they 
are  related  to  emotional  factors.  The  mere 
presence  of  personality  maladjustment  in 
conjunction  with  pain  of  undetermined  or- 
igin does  not  necessarilj^  indicate  that  the 
two  are  causally  related.  In  order  to  make 
positive  statements  the  study  of  the  pa- 
tient’s personality  and  background  needs  to 
be  carried  out.  Such  unclear  pain  as  that 
accompanying  pancreatitis  has  often  been 
passed  off  as  psychoneurotic  in  origin  with- 
out either  sufficient  physiologic  diagnostic 
measures  or  proper  attempts  to  establish  the 
psychic  basis  for  the  pain.  In  treating  pain 
the  multiple  factors  and  the  consideration 
of  the  entire  human  being  need  to  be  care- 
fully weighed  and  dealt  with  in  a manner 
most  appropriate  for  the  individual  sick  per- 
son. 
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INFANT  MORTALITY 

“Infant  mortality  is  the  most  sensitive  index  we  possess  of 
social  welfare.  If  babies  are  well  born  and  well  cared  for,  their 
mortality  will  be  negligible.  The  infant  death  rate  measures  the 
intelligence,  health,  and  right  living  of  fathers  and  mothers:  the 
standards  of  morals  and  sanitation  of  communities  and  govern- 
ments: the  efficiency  of  physicians,  nurses,  health  officers,  and 
educators.” 

— Sir  Arthur  Newsholme,  KCB,  MD,  FRCP 
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Thyroid  Function  in  Pregnancy 

DETERMINED  BY  TRI’^’  UPTAKE* 


New  areas  for  the  study  of  hu- 
man physiology  are  available 
through  the  determination  of 
the  uptake  of  radioactive  substances  in  the 
body.  Many  pregnancies  are  terminated  be- 
fore viability  with  numerous  factors  enter- 
ing into  the  cause  of  this  early  loss.  We 
have  made  a study  of  thyroid  function  in 
1039  pregnant  women  and  report  our  re- 
sults as  they  are  related  to  spontaneous 
abortion  and  premature  termination  of  preg- 
nancy. We  also  report  the  thyroid  function 
as  found  in  overweight  and  underweight 
pregnant  women.  The  thyroid  function  was 
determined  by  the  uptake  of  triiodothyro- 
nine-E^i  (TRP^i)  by  the  red  corpuscles. 

An  accurate  and  relatively  simple  test  of 
thyroid  function  can  be  made  in  vitro  by  the 
erythrocyte  uptake  of  radioactive  triiodothy- 
ronine. The  test  was  developed  by  Hamol- 
sky,  Stein,  and  Freedberg^- ® (1957).  Other 
groups  developing  the  test  are  Koons,^®  Ag- 
new,^  Robbins, Urele  and  Murray. i® 

A solution  of  R^i  labeled  triiodothyronine 
is  diluted  in  isotonic  saline  solution.  A 
measured  amount  of  the  diluted  solution  is 
then  placed  with  the  whole  blood  and  incu- 
bated with  shaking,  in  a water  bath  at  37.5° 
C.  After  incubation  the  cells  are  washed  to 
remove  the  plasma  and  unattached  triiodo- 
thyronine. The  blood  is  counted  before  and 
after  washing  in  a well-type  scintillator 
counter,  and  the  remaining  activity  of  the 
red  cells  calculated  as  present  uptake. 

The  uptake  of  triiodothyronine-F®! 
(TRR21)  by  the  red  corpuscles  is  decreased 
during  pregnancy.  In  a recent  article  this 
finding  is  published  by  Tensel,  Skwerer,  and 
Felshman.i^  Others  reporting  decreased 
values  during  pregnancy  are  Agnew,^  Cris- 
pel,2  Hamolsky,  et  al,^>®  Ingbar,®  Mitchell, 
Robbins,^2  Sterline,^®  Urele  et  al.^®  The 
TRF®i  uptake  decreases  at  four  to  six  weeks 
gestation  and  remains  low  until  at  least  two 
weeks  post  partum.  Hamolsky  et  aF-  ® 
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noted  that  in  some  pregnancies  in  which  the 
TRF®i  uptake  remained  in  the  higher  non- 
pregnant values,  the  pregnant  patient  subse- 
quently aborted.  Other  research  groups  who 
noted  that  higher  uptake  values  subsequently 
ended  in  abortion  are  Dowling,®  Heineman,® 
Hirschfeld  and  Soderberg,’^  Robbins, and 
Sterline.i® 

The  thyroid  activity^"  !■*>  i®>  influences  the 
TRF®i  uptake.  In  thyrotoxicosis  the  uptake 
will  be  higher,  and  in  myxedema  the  uptake 
will  be  lower  than  in  the  normal  thyroid 
state.  On  the  general  basis  of  thyroid  func- 
tion we  have  divided  our  series  of  patients 
into  underweight,  normal  weight  and  over- 
weight in  order  to  follow,  in  a slight  degree, 
the  thyroid  activity  of  each  individual.  We 
used  ordinary  height-weight  charts  as  a 
guide  for  underweight  and  overweight  stand- 
ards. 

Estrogens®'®  in  pregnancy  lower  the  red 
cell  TRF®i  uptake  while  testosterone  in- 
creases the  uptake.  It  is  not  known  whether 
the  decreased  uptake  during  pregnancy  rep- 
resents a change  in  thyroid  function  or  an 
increase  in  estrogenic  hormones.  Studies 
of  this  type  should  be  pursued  in  order  to 
aid  in  the  solution  of  the  problem  of  inter- 
ruptions of  pregnancy  before  the  time  of 
viability. 

We  have  1039  pregnant  patients  in  this 
study.  We  took  one  reading  on  each  patient 
at  the  first  prenatal  visit.  Some  patients 
came  as  early  as  two  and  one-half  months 
while  some  were  near  term  when  first  seen. 
Some  patients  had  a second  reading  at  an 
unspecified  time,  while  others  had  a second 
reading  near  the  delivery  date. 

♦Isotope  studies  carried  out  in  radioisotope  laboratory,  St. 
Elizabeth  Hospital,  Lincoln,  Nebraska. 
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Table  1 gives  the  TRP®i  uptake  as  related 
to  height  - weight  ratio.  To  determine  in 
which  weight  category  to  place  the  patient 
we  used  the  last  pre-pregnancy  weight.  As 
shown  in  table  1,  175  overweight,  pregnant 
women  had  the  lowest  average  reading  of 
9.10  per  cent  TRP^i  uptake.  TRP^i  uptake 
values  of  5 to  8 per  cent  were  common  in 
the  overweight  group  with  most  readings  12 
per  cent  uptake  or  less.  The  average  TRR^i 
uptake  reading  in  796  normal-weight,  preg- 
nant women  was  10.32  per  cent.  Over  60  per 
cent  of  the  normal-weight,  pregnant  women 
had  uptake  readings  of  8 to  12  per  cent. 
The  average  TRP*i  uptake  reading  of  under- 
weight, pregnant  patients  was  10.92  per  cent. 
Higher  TRP^^  readings,  above  13  per  cent 
uptake,  are  associated  with  a high  incidence 
of  abortion  in  overweight,  and  normal- 
weight,  pregnant  w o m e n.  Underweight 
women  have  higher  uptake  readings  with 
values  up  to  19  per  cent  which  are  compat- 
able  with  carrying  pregnancy  to  term. 
Therefore  the  higher  uptake  readings  in 
underweight,  pregnant  women  do  not  have 
the  same  significance  as  they  do  in  normal- 
weight,  pregnant  women. 


shown  in  table  2.  Some  underweight,  preg- 
nant patients  are  an  exception  to  these  av- 
erage readings  in  having  high  uptake  and 
yet  carrying  a pregnancy  to  term  without 
difficulty.  Women  who  aborted  had  high 
uptake  readings  averaging  12.9  per  cent, 
with  many  readings  up  to  19  per  cent.  These 
high  readings  early  in  pregnancy  are  un- 
favorable. During  the  last  half  of  pregnan- 
cy the  high  uptake  readings  do  not  com- 
plicate the  pregnancy  unless  thej^  remain 
high  at  delivery.  The  trend  of  some  women 
is  a lower  reading  in  the  first  trimester,  a 
higher  reading  in  the  last  half  of  pregnancy, 
then  a drop  near  delivery.  Such  high  read- 
ings in  the  last  half  of  pregnancy  do  not  dis- 
turb the  pregnancy.  The  women  who  de- 
livered premature  babies  had  uptake  read- 
ings mostly  in  the  normal  pregnancy  range. 
Eighty-three  and  eight  tenths  per  cent  of  the 
women  delivering  prematurely  had  readings 
from  5 to  12  per  cent.  High  uptake  readings 
in  premature  deliveries,  which  have  re- 
mained high  at  the  time  of  delivery,  have  a 
detrimental  effect  on  the  survival  rate  of  the 
infants.  High  readings  at  premature  de- 
livery-time cause  high  fetal  losses  just  as 


TABLE  1 

TRI131  DETERMINATIONS  RELATED  TO  PREGNANT 


PATIENT’S 

WEIGHT-HEIGHT  RATIO 

Over  Weight  Normal  Weight 

Under  Weight 

Number  of  Cases 
Average  uptake  reading 

175 

796 

68 

per  cent 

9.10 

10.32 

10.92 

Predominant  readings 

5 to  12 

8 to  12 

8 to  14 

Table  2 gives  the  TRH®^  readings  of  the 
pregnant  women  taken  during  pregnancy, 
then  tabulating  the  final  length  of  the  preg- 
nancy ; 86.6  per  cent  of  our  patients  deliv- 
ered at  term,  9.3  per  cent  ended  in  abortion 
up  to  22  weeks  gestation,  while  4.1  per  cent 
delivered  prematurely  between  23  and  37 
weeks.  Nine  and  three  tenths  per  cent  is  the 
normal  number  of  abortions  reported  by 
many  research  groups  and  is  summarized  in 
a manuscript  by  Thierstein  et  a/.^®  The  wom- 
en who  delivered  at  term  had  TRH-^^  read- 
ings largely  in  the  normal  range  for  preg- 
nancy ; a high  percentage  of  these  women  had 
readings  from  7 to  12  per  cent  uptake  as 


high  readings  cause  high  abortion  rates.  The 
96  women  who  aborted  had  high  uptake 
readings  taken  at  8 to  12  weeks  gestation. 
Seventy-two  per  cent  of  these  women  had 
uptake  readings  from  11  to  19  per  cent;  such 
readings  are  above  the  normal  pregnancy 
range.  The  findings  in  our  series  of  1039 
patients  shows  those  going  to  term  had  nor- 
mal pregancy  uptake  readings;  those  de- 
livering prematurely  were  also  veiy  definite- 
ly in  the  normal  range.  A very  high  per- 
centage of  the  patients  who  aborted  had  up- 
take readings  above  the  normal  pregnancy 
level.  The  high  uptake  readings  in  the  first 
half  of  pregnancy  definitely  reflect  a disturb- 
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ance  in  the  physiology  of  the  pregnant 
uterus. 

We  were  surprised  that  two  women  who 
delivered  at  near  seven  months  having  had 
readings  taken  shortly  before  delivery,  were 
low  readings  a 6.3  and  6.7  per  cent.  We 
therefore  began  random  repeat  tests  during 
the  last  trimester  to  note  if  there  is  a change 
in  TRP^i  uptake  shortly  before  the  patient 
delivers.  Readings  taken  within  one  week 
before  the  delivery  date  are  lower  than  read- 
ings taken  earlier  in  the  same  pregnancy. 
The  average  drop  in  TRR^^  uptake  is  2.3  per 
cent  in  late  gestation  as  compared  to  the  first 
trimester.  Low  uptake  readings  are  usual 
near  term  and  they  appear  also  to  have  a 
definite  decrease  shortly  before  delivery  in 
a woman  who  delivers  prematurely.  In  our 
series  those  delivering  prematurely  who  had 
a drop  before  delivery  ending  with  low 
readings  from  5 to  8 per  cent  uptake,  were 
favorable  to  fetal  survival,  all  these 


babies  having  survived.  One  hundred  and 
sixty-nine  term  mothers  ending  with  low 
readings  of  5 to  7 per  cent,  many  of  which 
were  overweight  women  had  a fetal  mor- 
tality 3.5  per  cent  which  is  high  compared 
to  all  term  women  whose  fetal  mortality  was 
1.8  per  cent. 

In  table  3 we  see  that  the  average  moth- 
er’s uptake  readings  were  10.0  per  cent  for 
the  term  infants  who  survived  as  well  as 
10.0  per  cent  for  the  prematures  who  sur- 
vived. Uptake  readings  for  term  mothers’ 
whose  infants  did  not  survive  were  slightly 
lower  — 9.4  per  cent;  this  figure  is  lowered 
by  the  poor  fetal  survival  rates  in  mothers 
below  7 per  cent.  A number  of  these  women 
were  overweight.  The  mother’s  low  read- 
ing is  associated  with  low  infant  vitality. 
The  mothers  who  delivered  prematurely  and 
whose  infants  did  not  survive  had  average 
readings  of  11.3  per  cent  which  was  consid- 
erably higher  than  the  readings  of  the  moth- 


TABLE  2 


UPTAKE  READINGS  RELATED  TO  FINAL  LENGTH 


OF 

GESTATION 

ABORTIONS 

TRI-131  Uptake 

TERM 

23  to  37  WEEKS 

UP  TO  22  WEEKS 

Per  Cent 

Patients 

Per  Cent 

Patients 

Per  Cent 

Patients 

Per  Cent 

TOTAL 

5.0  to  6.9 

__  64 

94.1 

3 

4.4 

1 

1.5 

68 

7.0  to  7.9___ 

105 

93.8 

2 

1.8 

5 

4.4 

112 

8.0  to  8.9 

151 

89.9 

11 

6.5 

6 

3.6 

168 

9.0  to  9.9 

181 

92.3 

8 

4.1 

7 

3.6 

196 

10.0  to  10.9 

___143 

89.4 

9 

5.6 

8 

5.0 

160 

11.0  to  11.9 

89 

85.6 

2 

1.9 

13 

12.5 

104 

12.0  to  12.9 

55 

78.6 

5 

7.1 

10 

14.3 

70 

13.0  to  13.9 

43 

82.7 

0 

0.0 

9 

17.3 

52 

14.0  to  14.9 

31 

78.4 

1 

2.6 

7 

18.0 

39 

15.0  to  15.9 

12 

50.0 

2 

8.3 

10 

41.7 

24 

16.0  to  19.0 

26 

56.5 

0 

0.0 

20 

43.5 

46 

900 

86.6 

43 

4.1 

96 

9.3 

1039 

TABLE 

3 

TRI131  DETERMINATIONS  RELATED  TO  FETAL  LOSS 


PREMATURE 


TERM 

INFANTS 

23  to  27  weeks 

Survived 

Stillborn 

or 

expired 

Survived 

Stillborn 

or 

expired 

ABORTED 
up  to  22  week 

Number  of  Cases 

. 884 

16 

32 

11 

96 

Average  uptake 
reading  per  cent 

. 10.0 

9.4 

10.0 

11.3 

12.9 

Percentage  fetal 
survival  or  loss 

. 98.2 

1.8 

74.4 

25.6 

9.2 

Average  uptake  reading 
per  cent  within  3 days 
of  delivery 

- - 7.7 

7.6 
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ers  whose  infants  suiwived.  The  mothers 
who  aborted  had  a high  average  reading  of 
12.9  per  cent.  High  average  readings  are 
seen  in  women  who  abort  and  in  those  whose 
premature  infants  do  not  survive.  The 
loss  through  abortion  and  premature  deaths 
is  very  low  in  those  with  the  lower  TRH®i 
readings.  They  change  to  higher  percent- 
ages of  fetal  loss  with  readings  above  11.9 
per  cent,  and  go  up  to  50  per  cent  fetal  loss 
above  15  per  cent  uptake  readings.  Table  3 
also  shows  the  survival  rate;  98.2  per  cent 
of  the  term  infants  survived  and  74.4  per 
cent  of  all  prematures  survived. 

This  is  a preliminary  study  to  establish 
some  baselines  of  TRH^i  uptake  readings  in 
a large  group  of  pregnant  women.  Many  of 
the  women  who  aborted  did  so  soon  after 
the  test  was  made  so  that  there  was  no 
opportunity  to  give  thyroid  therapy  to  cor- 
rect a deficiency.  At  another  pregnancy 
these  women  will  be  treated  with  indicated 
thyroid  therapy. 

Conclusions 

1.  A study  of  thyroid  function  was  made 
in  1039  pregnant  women  by  determina- 
tion of  uptake  of  triiodothyronine-H^b 

2.  TRP^i  uptake  readings  are  lower  in 
pregnancj^  than  in  the  nonpregnant 
state  of  that  individual. 

3.  Thyrotoxicosis  results  in  higher  TRH^^ 
uptake  readings  and  myxedema  results 
in  lower  readings  as  shown  by  the 
studies  of  others. 

4.  Our  overweight,  pregnant  patients  had 
low  TRR31  uptake  readings  whose  av- 
erage is  9.10  per  cent  and  with  many 
readings  below  8 per  cent  uptake.  Nor- 
mal weight  patients  had  average  read- 
ings of  10.3  per  cent.  The  average  read- 
ing of  underweight  patients  is  10.92  per 
cent. 

5.  Pregnant  women  who  aborted  had  ele- 
vated TRP*i  uptake  readings  with  av- 
erage of  12.9  per  cent,  many  of  which 
range  in  the  higher  levels  of  11  to  19 
per  cent. 

6.  Mothers  who  delivered  at  term  and 
whose  infants  survived  had  an  average 


uptake  reading  of  10.0  per  cent;  those 
whose  infants  did  not  survive  had  a 
lower  average  reading  of  9.4  per  cent. 

7.  Mothers  who  delivered  prematurely  and 
whose  infants  suiwived  also  had  an 
average  uptake  reading  of  10.0  per 
cent;  those  whose  infants  did  not  sur- 
vive had  a higher  average  reading  of 

11.3  per  cent. 

8.  Low  uptake  readings  in  term  preg- 
nancies, below  7 per  cent,  had  a higher 
infant  loss  indicating  a lower  fetal  vital- 
ity. 

9.  High  uptake  readings  in  the  first  tri- 
mester reflect  a disturbance  of  preg- 
nancy by  high  abortion  rate;  but  ele- 
vated readings  in  the  last  half  of  preg- 
nancy are  favorable,  resulting  in  high 
infant  survival  rate. 

10.  An  average  drop  of  2.3  per  cent  was 
seen  in  those  re-examined  within  one 
week  before  delivery ; this  drop  is  favor- 
able to  the  survival  of  the  infant  at 
term  and  especially  in  premature  in- 
fants. 

11.  Very  few  patients  with  low  readings 
aborted  and  women  with  low  readings 
who  delivered  prematurely  had  a very 
excellent  infant  suiwival  rate. 

12.  Further  studies  will  be  made  of  the  pa- 
tients who  aborted  and  who  had  high 
TRP*i  readings  so  that  during  the 
next  pregnancy  increased  thyroid  ther- 
apy will  be  given. 
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“One  of  the  safest  and  most  efficacious  immunizations  in  the 
book  is  the  active  immunization  against  tetanus  by  the  use  of 
tetanus  toxoid.  It  is  also  one  of  the  least  used  immunizations. 
The  fact  that  Americans  lead  boisterous  and  physically  active 
lives  would  tend  to  make  it  one  of  the  most  necessary  of  all  the 
immunizations.”  (From  an  editorial,  “Old  Problem  Brings  New 
Dilemma,”  in  Journal  of  the  Indiana  State  Medical  Association, 
November,  1963,  p.  1436). 
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RADIO  LABORATORY  TESTS  of 


Thyroid  Function* 


The  use  of  radioisotopes  has 
had  a great  effect  on  medical 
practice.  Physicians,  of  course, 
are  aware  of  the  growing  use  of  radioiso- 
topic procedures  in  diagnosis  and  treat- 
ment. In  addition,  the  use  of  radioisotopes 
in  clinical,  biochemical,  physiologic  and 
pharmacologic  research  has  enormously  ex- 
tended basic  knowledge.  Many  disease 
processes  are  now  better  understood  and 
some  are  better  treated  than  a decade  ago. 
It  is  probable  that  the  introduction  of  radio- 
isotopes into  medicine  and  the  related  sci- 
ences has  already  saved  more  lives  than  were 
taken  by  the  two  atom  bombs  in  Japan.  It 
is  impossible  to  estimate  now  what  will  be 
the  enormous  ultimate  gains  to  medicine 
from  the  use  of  these  isotopes. ^ 

Nonetheless,  there  are  no  unmixed  bless- 
ings in  this  world ; the  use  of  radioisotopes  in 
clinical  medicine  is  not  entirely  without  haz- 
ard. However,  the  dosage  of  isotopes  used 
in  medical  practice  is  such  as  to  suggest  that 
normally  only  the  most  sensitive  tissues  are 
likely  to  be  affected  adversely.  In  general, 
there  have  been  no  indications  that  the  care- 
ful use  of  radioisotopes  in  clinical  diagnosis, 
including  thyroid  studies,  has  been  harm- 
ful. All  the  same,  we  must  be  ever  vigilant 
as  to  their  safe  usage. 

The  multiplicity  of  laboratory  tests  direct- 
ed at  the  elucidation  of  thyroid  function  of- 
fers both  a boon  and  a challenge  to  the 
physician.  The  time  honored  determinations 
of  basal  metabolic  rate  and  blood  cholesterol, 
the  widely  used  serum  protein-bound  iodine 
(PBI)  levels  and  the  thyroid  uptake  of  ra- 
dioactive iodine  have  been  joined  by  the 
serum  level  of  butanol-extractible  iodine,  the 
P^i  conversion  ratio,  the  thyroid  clear- 
ance, the  salivary  excretion,  the  thyroid 
supression  test,  the  TSH  stimulation  test, 
and  the  in  vitro  erythrocyte  uptake  of 
labeled  triiodothyronine  to  mention  a few  of 

*Kead  before  Omaha  Mid-West  Annual  Clinical  Society, 
October,  1963. 
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the  more  prominent  recent  techniques.  How 
is  the  clinician,  faced  with  this  plethora  of 
rapidly  developing  methods  and  the  result- 
ing variations  in  diagnostic  accuracy  and 
sensitivity,  to  understand,  to  select,  and  to 
evaluate  the  procedure  most  likely  to  bene- 
fit his  patient?  At  the  outset,  it  must  be 
stated  that  the  evaluation  of  thyroid  function 
rests  ultimately,  as  it  always  has,  on  the 
astute  clinician  with  his  high  index  of  suspi- 
cion, carefully  taken  history,  and  meticu- 
lous examination  and  follow-up  observations, 
including  response  to  therapy  (thyroid  in 
suspected  hypothyroidism  and  antithyroid 
drugs  in  suspected  hyperthyroidism).  In  the 
majority  of  cases,  this  clinical  approach  will 
suffice  to  indicate  the  proper  diagnosis  and 
therapy.2 

Heretofore,  only  large  hospitals  with  elab- 
orate equipment  were  able  to  carry  out  many 
of  the  laboratory  investigative  techniques  of 
thyroid  function.  Such  is  no  longer  the  case. 
Radioisotopes  are  now  available  to  almost 
anyone  interested  in,  and  knowledgeable 
concerning  their  safe  use.  Although  at  first 
glance  the  techniques  may  appear  cumber- 
some and  difficult  to  reproduce,  with  the 
use  of  simplified  forms  which  we  shall  illus- 
trate, accurate  reproducible  results  are  pos- 
sible with  a minimum  of  equipment.  The 
more  sophisticated  applications  which  re- 
quire highly  trained  technicians,  physicists, 
and  complicated  equipment,  of  course,  are 
limited  to  medical  centers  where  basic  in- 
vestigation is  continually  in  progress. 

The  uptake  study  is  the  most  com- 
monly employed  isotope  technique  today  and 
will  be  used  as  an  example.  Figures  1 and 
2 illustrate  the  simple  instruction  and  re- 
cording forms  used  for  these  studies.^  Fig- 
ure 3 graphically  illustrates  results  of  up- 


176 


Nebraska  S.  M.  J. 


Figure  1 


Figure  2 


PROCEDURZ  FOR  THE  UPTRKE  OF  1-131  BY  THE  THYROID  GIAND 


WORK  SHEET 


STEPS! 

1.  IF  THE  PATIENT  HAS  RECEIVED  RADIOACTIVE  1-131  WITHIN  ONE  MONTH  OF  THE 

TEST,  PERFORM  STEPS  5 AND  6 BEFORE  GIVING  DOSE  CAPSULE  AND  RECORD  RESULTS 
IH  tax.  B OF  BOTH  THE  6 AND  24  HOUR  SECTIONS  OF  THE  WORKSHEET.  THIS  STEP 
NEED  ONLY  BE  DONE  ONCE.  IF  THIS  STEP  IS  NOT  REQUIRED,  THE  VALUE  OF  Bq(__B 
WILL  BE  ZERO. 


2.  REMOVE  ONE  CAPSULE  OF  RADIOACTIVE  1-131  FROM  ITS  CWIAINER  WITH  FORCEPS 
AND  PLACE  IT  IN  A DISPOSABLE  PAPER  CUP.  (TWO  CAPSULES  B4Y  BE  NEEDED) . 


3.  HAVE  THE  PATIENT  SWOLLOW  THE  CAPSULE  DIRECTLY  FROTl  THE  CUP  AND  ALLOW 
HIM  TO  WASH  IT  DOWN  WITH  WATER. 


4.  RAVE  THE  PATIENT  RETURN  TO  THE  ISOTOPE  LAB  6 AND  24  HOURS  7WH  THE  TIME 
THE  CAPSULE  IS  GIVEN.  PERFORM  STEPS  S THROXH  11  AT  BOTH  6 AND  24  HOURS 
AFTER  GIVING  THE  CAPSULE  TO  THE  PATIENT  AND  RECORD  RESULTS  IN  THE  INDICATED 
PLACES  ON  THE  WORKSHEET. 


5.  AT  THE  TIME  COUNnNG  IS  TO  BE  PERFORMED,  TURN  ON  THE  MACHINE  AND  ALLCW 
TT  TO  HARM  UP  FOR  THIRTY  MINUTES. 


6.  HAVE  nil  PATIENT  LIE  ON  HIS  BACK  AND  POSITION  THE  CENTER  OF  THE  COUNTING 
PROBE  OVER  THE  CENTER  OF  HIS  NECK  EXACTLY  47  CENTIMETERS  ( 18.5  INCHES) 
ABOVE  THE  SKIN  LEVEL.  TURN  ON  THE  COUNTER  ( SCALER)  AND  RECORD  COUNTS 
OVER  THE  NECK  FOR  5 KIHUTES  AND  ENTER  RESULT  IN  BOX  A OF  THE  WORKSHEET. 


7.  MOVE  THE  COUNTIJW  PROBE  TO  A POSITION  OVER  THE  PATIENTS  THIGH,  SELECTING 
AN  AREA  APPROXIMATELY  THE  SAKE  SIZE  AS  THE  PATIENTS  NECK.  COUNT  OVER  THIS 
AREA  FOR  5 MINUTES  AND  RECORD  RESULT  IN  BOX  E OF  THE  WORKSHEET. 


8.  THESE  STEPS  COMPLETE  THE  COUNTING  OF  THE  PATIENT  AND  HE  MAY  LEAVE  THE 
ISOTOPE  LABORATORY. 


9.  AFTER  THE  PATIENT  LEAVES  THE  LAB,  COUNT  THE  AIR  FOR  5 MINUTES  TO  OBTAIN 
THE  BACKGROUND  READING  AND  RECORD  THE  RESULT  IN  BOX  D OF  THE  WORBBJEET. 


10.  PLACE  ANOTHER  RADIOACTIVE  CAPSULE  PROM  THE  SAME  BATCH  WHICH  WAS  GIVEN  TO 
THE  .PATIENT  INTO  THE  PLASTIC  PHANTOM  WITH  FORCEPS.  USE  THE  SAME  NUMBER 
OP  CAPSULES  IN  THE  PHANKW  AS  WERE  GIVEN  TO  THE  PATIENT. 


11.  WITH  THE  CAPSULE  UPPERHJST  IN  THE  PHANTOM,  LIE  THE  PHANTOM  ON  THE  EXAMINING 
TABLE  AND  POSITION  THE  COUNTING  PROBE  OVER  IT,  AGAIN  EXACTLY  47  CENTIMETERS 
ABOVE  THE  SURFACE.  COUNT  POR  5 MINUTES  AND  RECORD  RESULT  IN  BOX  C OP  THE 
WORKSHEET. 


12.  OBTAIN  THE  THYROID  UPTAKE  BY  FOLLOWING  THE  FORMULA  ON  THE  WORKSHEET. 


RADIOACTIVE  1-131  UPTAKE 


6 HOUR  UPTAKE 


(A) 

NECK  COUNTS  6 HOURS 
AFTER  DOSE 

: (C) 

: PHANTOM  COUNTS 

: AT  6 HOURS 

(B> 

NECK  COUNTS  BEFORE 
DOSE.  IF  NEEDED 

: (D) 

: AIR  BACKGROUND 

: COUNTS  6 HOURS 

SUBTRACT  B FROM  A 
TO  GET 

NET  NECK  COUNTS 
AT  6 HOURS 

: SUBTRACT  D FROM  C 

: TO  GET 

NET  PHANTOM  COUNIS 
AT  6 HOURS 

1 

:<E)  1 

: THIGH  COUNTS  6 HOURS  1 

24  HOUR  UPTAKE 


(A) 

NECK  COUNTS  24  HOURS 
AFTER  DOSE 

: (C) 

: PHANTOM  COUNTS 

: AT  24  HOURS 

1 

(B) 

NECK  COUNTS  BEFORE 
DOSE.  IF  NEEDED 

: (D) 

: AIR  BACKGROUND 

: COUNTS  24  HOURS 

SUBTRACT  B FROM  A 
TO  GET 

NET  NECK  COWTS 
AT  24  HOURS 

: SUBTRACT  D FROM  C 

: TO  GET 

NET  PHANKM  COUNTS 
rrr AT  24  HOURS 

(E)  1 

THIGH  COUNTS  24  HOURSi 

RESULTS:  USE  NUMBERS  IN  RED  BOXES  FOR  CALCULATIONS 


WET  HECK  COUNTS  alnxn  THIGH  COUNTS 
NET  PHANTOM  COUNTS 


EQUALS  1 1-131  UPTAKE 


DETERMINE  THE  PERCENT  THYROID  UPTAKE  AT  6 HOURS  USING  THIS  FORMULA 
AND  THE  6 HOUR  FIGURES  (NORMAL  VALUE  6 TO  20  X UPTAKE) 


DETERMINE  THE  PERCENT  THYROID  UPTAXZ  AT  24  HOURS  8SD)G  THIS  FORMJLA 
AND  THE  24  HOUR  FIGURES  (NORMAL  VALUE  10  TO  40  X UPTAKE) 


Simplified  instruction  fonn  for  thyroid  1-131  uptake  study. 


Recording  form  for  thyroid  1-131  uptake  study. 


take  studies  in  normal,  hyperthyroid,  and 
hypothyroid  individuals. 

Two  modifications  of  the  standard  up- 
take study,  which  have  proven  useful  in  se- 
lected cases,  are  the  supression  test  and 
the  stimulation  test.  The  suppression  test 
is  based  on  the  principle  that  the  patient 
is  rarely  thyrotoxic  if  thyroid  function  can 
be  supressed  by  the  administratian  of  tri- 
iodothyronine or  thyroid  extract.  It  is  car- 
ried out  as  follows:  A baseline  thyroid  up- 
take is  first  performed.  Triiodothyronine 
(Cytomel)  is  then  administered  in  a dosage 
of  75  to  100  meg  daily  for  8 days  (only  50 
meg  daily  should  be  given  to  patients  in 
heart  failure).  On  the  day  of  the  last  dose 
of  triiodothyronine,  the  thyroid  uptake  is 
repeated.  In  the  normal  individual,  the  up- 
take will  be  decreased  by  50  per  cent  or 
more  and  usually  the  absolute  uptake  will 
be  below  20  per  cent.^ 

The  stimulation  test,  which  is  designed  to 
differentiate  primary  from  secondary  hypo- 
thyroidism, is  carried  out  after  a baseline 
thyroid  uptake  has  been  performed  by  re- 
peating the  standard  uptake  procedure  24 
hours  after  the  patient  has  received  five 


Figure  3 


Per  cent  thyroid  uptake  plotted  against  time  in  hypo- 
thyroidism. euthyroidism,  and  hyperthyroidism. 

units  of  thyroid  stimulating  hormone  intra- 
muscularly. Normally,  the  uptake  will  be 
increased  by  20  per  cent  or  more.^ 

Figures  4 and  5 illustrate  responses  to 
standard  supression  and  stimulation  tests. 

Another  recently  developed  procedure  for 
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The  left  hand  figure  illustrates  thyroid  uptake  in  the  equivocally  high 
range.  On  the  right  is  shown  the  results  of  a repeat  uptake  study  after  thyroid 
hormone.  Uptake  is  suppressed  in  the  normal  gland  but  is  not  in  hyper- 
thyroidism. 


Figure  5 


Equivocally  low  uptake  is  shown  in  the  left-hand  figure.  On  the  right  is 
shown  the  response  to  TSH  with  an  increased  uptake  in  normals  or  in  sec- 
ondary hypothyroidism,  but  no  change  in  primary  hypothyroidism. 


evaluating  thyroid  function  is  the  Radio- 
active 1-triiodothyronine  erythrocyte  uptake 
test.®  This  is  primarily  utilized  in  patients 
who  have  received  medications,  or  who  have 
had  contrast  radiograph  studies,  which  inter- 
fere with  the  validity  of  other  standard  de- 
terminations such  as  the  FBI  and  Thyroid 
uptake.  As  this  test  is  performed  in 
viti'o,  the  patient  is  not  exposed  to  radia- 
tion and,  therefore,  it  can  be  carried  out  in 
the  young  patient  with  impunity. 


This  test  is  based  on  the  fact  that  greater 
than  99  per  cent  of  circulating  thyroxin  is 
bound  to  plasma  proteins  and  is  an  indirect 
measure  of  the  thyroxin  binding  capacity 
of  the  plasma.  Performed  in  vitro  the  test 
measures  the  competition  between  binding 
sites  of  serum  and  red  blood  cells  for  added 
radioactive  1-triiodothyronine  after  a period 
of  incubation.  The  amount  of  radioactivity 
bound  to  the  cells  after  separation  from  the 
plasma  is  then  determined. 
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In  hyperthyroidism,  the  increased  output 
of  thyroid  hormone  produces  a relative 
saturation  of  the  plasma  proteins.  There- 
fore, when  1-triiodothyronine  is  added  to 
blood  in  vitro,  a relatively  large  amount  be- 
comes bound  to  the  red  cells. 

Conversely,  in  hypothyroidism,  the  output 
of  thyroid  hormone  is  low  and  the  plasma 
proteins  are  relatively  unsaturated.  There- 
I fore,  when  1-triiodothyronine  is  added,  most 
of  it  binds  itself  to  the  more  avid  plasma 
proteins  and  little  is  taken  up  by  the  red 
I cells. 

In  euthyroid  males  the  average  uptake  is 
15.2  per  cent.  The  red  cell  uptake  is  slight- 
! ly  lower  in  euthyroid  females,  averaging 

: 13.9  per  cent. 

Recently,  an  anionic-exchange  resin  has 
been  substituted  for  the  red  blood  cells  with 
satisfactory  results.'^ 

Lastly,  although  exogenous  factors  alter 
these  results  less  than  the  thyroid  uptake 
study,  certain  pathological  conditions  do  af- 
fect the  results,®  and  some  of  these  are  noted 
in  tables  1,  2 and  3.  In  addition,  certain 
objections  have  been  raised  concerning  the 
reliability  of  this  technique.  The  test  is  sub- 
ject to  many  variables,  most  of  which  are 
avoidable.  However,  at  the  present  time, 
it  should  not  be  considered  a replacement 
for  the  other  tests  of  thyroid  function.® 

Conclusions 

The  multiplicity  of  laboratory  tests  di- 
rected toward  the  elucidation  of  thyroid 
function  offers  both  a boon  and  a challenge 
to  the  physician.  Several  new  radioisotope 
tests  are  discussed  which  are  helpful  to  the 
clinician.  The  evaluation  of  thyroid  func- 
tion rests  ultimately,  as  it  always  has,  on 
the  astute  clinician. 
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Estrogen 

Hypoalbuminemla 

Increased  thyroxin  - binding  globulin 
Hypothyroidism 

Factors  which  decrease  T-3  uptake  in  vitro. 
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LARGE 

Hemorrhagic  Cyst 
of  Greater  Omentum 

A Case  Report 


INTRODUCTION 

RIMARY  cysts  of  the  greater 
omentum  are  rare.  Bears  and 
Dockertyi  (1950)  of  the  Mayo 
Clinic  reported  29  cases.  Hollenbeck  and 
his  group,  also  of  the  Mayo  Clinic,  in  a later 
report  (1956)  mentioned  that  of  those  29 
cases  five  were  clinically  signifcant  and  one 
was  a hematogenous  cyst  resulting  from 
trauma.®  Maguire  and  his  colleagues^  re- 
viewed 97  cases  reported  by  Morgan  in  1935 
and  added  one  of  their  own.  Maguire  felt 
that  “the  average  surgeon  will  not  come 
across  more  than  one  in  a lifetime.”  Gross^ 
in  his  book  reported  six  cases.  Other  au- 
thors with  cases  of  primary  omental  cysts 
include  Mathews,^  one  case;  Beller  and 
Nach,®  one  case.  We  are  adding  our  one  case 
to  the  list.  Thus  there  are  now  approxi- 
mately 121  cases  in  the  literature.  These 
cysts  are  congenital  defects  of  the  lymphatics 
of  the  omentum.  Similarly,  cysts  also  are 
found  in  the  mesentery.  Omental  cysts  are 
of  greater  rarity  than  mesenteric  cysts,  oc- 
curing  in  a ratio  of  about  1:10.  Morgan  i-e- 
ported  that  35  per  cent  of  omental  cysts  oc- 
curred in  the  first  decade  of  life  and  68  per 
cent  under  30  years  of  age.  These  cysts  are 
chiefly  lymphogenous,  although  some  are 
partially  hematogenous. 

CASE  REPORT 

History 

This  is  a case  of  a 2-year-old  boy  with 
a protuberant  abdomen.  He  was  admit- 
ted to  St.  Catherine  hospital  for  diag- 
nosis and  treatment.  The  mother  had 
a normal  pregnancy  and  delivery  of 
this,  her  first  baby.  The  child  grew 
normally  until  he  was  about  one  year 
old.  At  that  time  the  mother  noted 
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that  her  child’s  abdomen  seemed  to  be 
growing  “bigger  and  faster  than  the 
rest  of  him.”  The  child  was  never  sick 
in  bed.  He  had  no  discomfort  while 
playing  but  was  rather  awkward  be- 
cause of  the  swollen  abdomen.  He  has 
had  normal  daily  bowel  movements 
which  were  of  normal  color  and  con- 
sistency. He  had  a good  appetite.  He 
had  no  urinary  complaints,  and  had  no 
known  allergies.  The  mother  was  not 
aware  of  anj"  injury  sustained  by  the 
boy. 

Physical  Examination 

When  examined,  the  child  was  in  no 
distress.  The  abdomen  was  so  large 
that  he  could  not  bend  down  to  remove 
his  shoes.  He  appeared  to  be  well 
nourished.  The  skin  was  pale.  He  was 
alert  and  cooperative.  The  skull  was 
normal  in  shape  and  size.  The  eyes, 
ears,  nose  and  throat  were  normal.  The 
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tonsils  were  not  infected  or  enlarged. 
The  thyroid  gland  and  cervical  nodes 
were  within  normal  limits.  The  lungs 
were  clear  to  percussion  and  ascultation. 
The  ribs  showed  no  abnormalities.  The 
heart  examination  was  negative.  The 
abdomen  was  very  protuberant,  with 
very  tight  and  shiny  skin.  There  was 
no  scar  or  hernia.  Liver  edge  was 
palpable  two  or  three  cm  below  the 
right  costal  margin.  The  spleen  was 
not  palpable,  and  the  kidneys  were 
within  normal  limits.  Percussion  of  the 
abdomen  failed  to  show  response  over 
the  area  where  the  bowel  would  nor- 
mally float  to  the  top  in  a fluid  filled 
cavity.  Despite  this,  fluid  could  be  dem- 
onstrated by  transillumination  and  per- 
cussion. This  led  us  to  conclude  that  a 
cystic,  fluid-filled  mass  was  present. 
Rectal  examination  was  not  rewarding. 
The  extremities  were  normally  devel- 
oped and  the  reflexes  were  within  physi- 
ological limits.  A fluid  wave  could  not 
be  demonstrated  with  certainty  by  one 
of  the  examiners  (G.O.A.).  This  child 
weighed  48  lb  (22  kg)  and  he  was  38 
inches  (95  cm)  tall.  For  this  height,  50 
per  cent  of  boys  two  years  old  weigh  33 
lb  (15  kg). 

Laboratory  Findings 

The  urinalysis  was  negative.  The 
hemogram  was  within  normal  limits  ex- 
cept for  low  hemoglobin  (8.4  grams) 
and  low  hematocrit  (21%).  Chest  X-ray 
examination  was  likewise  negative  ex- 
cept for  high  diaphragm.  Upper  gastro- 
intestinal examination  and  barium 
enema  studies  revealed  normal  findings. 
There  was  a large  volume  of  fluid  in  the 
abdomen  pushing  the  bowel  to  the  upper 
right  half  of  the  abdomen — see  figure  1. 
Intravenous  pyelography  was  negative. 
Skin  test  for  tuberculosis  was  negative. 
The  stool  was  negative  for  ova  and  cysts 
of  parasites,  and  for  blood.  Paracen- 
thesis  was  done  and  the  fluid  was  dark, 
bloody,  and  under  very  high  pressure. 
In  fact,  the  procedure  had  to  be  stopped 
after  2000  cc  had  been  removed,  because 
the  child  became  restless.  The  fluid  was 


found  to  be  sterile.  There  were  no  ab- 
normal cells. 

Surgical  Operation 

The  child  was  given  300  cc  of  whole 
blood  prior  to  exploratory  laparotomy. 
An  equal  amount  was  given  during  oper- 
ation. Our  preoperative  diagnoses  were 
as  follows : Mitchell  — splenic  cyst 
(bloody  fluid) ; Johnson  — hemoperi- 
toneum,  pancreatic  cyst(?) ; Austria  — 
mesenteric  cyst,  source  of  blood  (?). 

A large  multilocular  cyst  of  the  greater 
omentum,  containing  dark  bloody  fluid 
was  found  pushing  the  stomach  and 
small  bowel  to  the  upper  right  quadrant. 
The  base  of  the  cyst  involved  three- 
fourths  of  the  greater  omentum.  One 
large  cyst  contained  approximately  5000 
cc  of  dark,  bloody  fluid  which  spilled 
into  the  peritoneal  cavity  when  it  rup- 
tured as  we  tried  to  excise  it  from  its 
base.  The  blood  supply  to  the  omentum 
and  stomach  was  not  disturbed.  A por- 
tion of  the  omentum  was  removed  en 
block  with  the  cyst.  Appendectomy  was 
also  done.  There  was  no  sign  of  injury 
from  the  paracenthesis.  Closure  of  the 
abdomen  was  in  routine  fashion  with- 
out drain. 

Pathology-Report 

“The  first  specimen  is  a large,  par- 
tially collapsed,  multilocular  cyst  hold- 
ing a large  amount  of  bloody  fluid.  To- 
tal weight  was  1150  grams.  The  cyst 
wall  is  thin  and  translucent  and  in 
places  it  is  covered  by  omental  fat.  The 
fluid  in  most  of  the  loculations  is 
bloody  although  some  contains  rather 
gelatinous  yellow-gray  material.  The 
loculations  vary  from  2 or  3 cm  up  to 
as  much  as  10  cm  in  diameter.  The 
second  specimen  is  a normal  appen- 
dix . . .” 

The  microscopic  report  follows  . . . 
“the  second  sections  are  multilocular 
cystic  structures.  The  septa  vary  in 
thickness  and  consist  of  connective  tis- 
sue varying  from  loose,  to  edematous,  to 
fairly  dense.  Scattered  throughout  are 
numerous  small,  mostly  thin  walled 
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Figure  1.  Before  operation.  Shows  the  central  portion  of  the  abdominal 
cavity  occupied  by  a mass  that  displaces  the  barium-filled  gut  to  the  right 
upper  quardrant. 


blood  vessels  as  well  as  numerous  lym- 
phocytes and  plasma  cells.  The  lining 
consists  of  flat  cells.  In  places  the  cyst 
wall  is  covered  by  fatty  tissue.  Most 
of  the  vessels  are  definitely  blood  ves- 
sels but  a few  appear  to  be  lymphatics, 
some  of  which  are  distended  with 
lymph.”  Pathological  diagnoses:  (1) 
multilocular  cyst  of  the  greater  omen- 


tum, probably  lymphatic  origin  — be- 
nign; (2)  incidental  appendix. 

Clinical  Progress 

The  patient  had  smooth  postoperative 
recovery.  He  was  discharged  on  the 
fifth  postoperative  day.  His  weight  at 
the  time  of  discharge  was  33  lb  (15  kg). 
Original  weight  was  48  lb  (22  kg). 
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Figure  2.  After  operation.  Shows  absence  of  the  central  abdominal  mass 
and  the  gut,  containing  gas,  in  more  normal  distribution. 


X ray  of  the  abdomen  before  dismissal 
showed  normal  bowel  pattern  (figure 
2).  Final  clinical  diagnosis:  hemor- 

rhagic multilocular  cyst  of  the  greater 
omentum,  benign. 

Discussion 

The  bloody  nature  of  the  paracentesis 
fluid  at  high  pressure  made  us  approach  the 
laparotomy  with  apprehension.  Fortunately 
the  solution  turned  out  to  be  simple.  Two 
theories  were  entertained  to  explain  the 
hemorrhage  in  the  cyst.  One  was  the  pos- 
sibility that  this  active  youngster  on  one 


or  more  occasions  fell  or  had  trauma  to  his 
abdomen.  This  resulted  in  rupture  of  the 
thin  walled  blood  vessels  in  the  cyst  wall 
as  described  in  the  microscopic  report  of  the 
pathologist.  Another  possibility  was  spon- 
taneous rupture  of  a cyst  wall. 

Omental  cysts  are  either  multilocular  as 
was  this  case  or  monolocular.  Most  of  them 
produce  no  clinical  symptoms  and  their  ex- 
cision is  quite  simple.  Mesenteric  cysts  on 
the  other  hand,  although  having  the  same 
etiologj’  can  be  most  difficult.  Small  seg- 
ments of  bowel  may  have  to  be  resected  be- 
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cause  the  blood  supply  is  compromised  dur- 
ing the  process  of  removing  the  cyst  from 
the  mesentery.  These  mesenteric  cysts  are 
usuallj"  found  in  the  mesentery  of  the  je- 
junum and  ileum.  One  must  also  be  aware 
of  other  cystic  structures  that  might  be  en- 
countered such  as  pancreatic,  splenic,  ovari- 
an, dermoid,  or  hydatid  cysts  and  cystlike 
duplication  of  the  gut. 

References 

1.  Beahrs,  0.  H.,  and  Dockerty,  M.  B.:  Primary 

cysts  of  clinical  importance.  Surg  Clinic  N Amer 
30:1073  (Aug)  1950. 

2.  Maguire,  D.  L.,  and  Buist,  A.  J.:  Primary 

cysts  of  the  omentum.  S Carolina  Med  J 42:2 
(Jan)  1946. 

3.  Gross,  Robert  E.:  The  Surgery  of  Infancy  and 


Childhood.  Philadelphia,  W.  B.  Saunders  Co.,  1953, 
p.  372. 

4.  Mathews,  F.  J.  C.:  Cystic  tumors  of  the  great 
omentum.  Guy’s  Hospital  Report  99:77,  1950. 

5.  Beller,  Abraham  J.,  and  Nach,  Robert  L.: 
Cystic  lymphangiomata  of  the  greater  omentum. 
Ann  Surg  132:287  (Aug)  1950. 

6.  Coursely,  G.;  Hallenbeck,  G.  A.,  and  Bernatz, 

P.  E.:  Clinically  significant  primary  omental 

cysts;  report  of  2 cases.  Proc  Mayo  Clin  31:373 
(June  13)  1956. 

7.  Beayen,  P.  W.,  and  Kerr,  A.,  Jr.:  Omental 

cyst:  confusion  with  ascites.  JAMA  144:306  (Sept 
23)  1950. 

8.  Drew,  E.  J.:  Tumor  of  the  omentum  simulat- 

ing portal  cirrhosis.  J Iowa  Med  Soc  68:25  (May) 
1958. 

9.  Arata,  J.  E.,  and  Blanche!,  H.  J.  Ill:  Large 
primary  omental  cyst  simulating  acute  appendicitis. 
USAF  Med  J 5:536  (April)  1954. 

10.  Hickey,  B.  B.  (FRCS,  Eng):  Dermoid  cyst 

of  the  lesser  omentum.  No.  257962  (a)  M Press 
219:19  (Jan  7)  1948. 


“The  relationship  between  hypercholesterolemia  and  atheroscle- 
rosis, no  matter  how  strong,  remains  inferential  and  much  more  data 
must  be  accumulated  from  larger  population  groups  exposed  to  a 
controlled  dietaiy  program  for  extended  periods  of  time  before 
more  specific  answers  can  be  giyen  as  to  the  cholesterol-atheroscle- 
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to  atherosclerosis:  A reyiew  of  the  literature,  p.  22). 
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= ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
April  4 — Alliance,  Central  High  School 
Building 

April  18  — McCook,  St.  Catherine’s  Hos- 
pital 

May  2 — Kearney,  Good  Samaritan  Hos- 
pital 

May  16  — Falls  City,  Elks  Club 

CONFERENCE  ON  COMMON  DISOR- 
DERS OF  THE  SKIN  — March  19  and 
20,  1964,  at  University  of  Missouri  Medi- 
cal Center,  Columbia,  Missouri.  Confer- 
ence on  Problems  in  Ophthalmology,  April 
23  and  24,  1964. 

NEBRASKA  STATE  MEDICAL  ASSO- 
CIATION — 96th  Annual  Session,  April 
27  to  30  inclusive,  1964,  Cornhusker  Hotel, 
Lincoln. 


AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

4TH  ANNUAL  POSTGRADUATE  SEM- 
INAR of  Childrens  Hospital,  Omaha,  on 
Infection  and  Immunology,  will  be  held  on 
Friday,  May  22,  1964,  Further  informa- 
tion may  be  obtained  by  writing  Carol  R. 
Angle,  MD,  Childrens  Hospital,  Omaha, 
Nebraska  68105. 

AMERICAN  PHYSICAL  THERAPY  AS- 
SOCIATION — 41st  Annual  Conference, 
Denver,  July  5 through  10,  1964,  Denver- 
Hilton  Hotel. 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  — 
Annual  Meeting,  August  24-27,  1964,  Stat- 
ler-Hilton  Hotel,  Boston. 


CONTINUING  EDUCATION  COURSES  — 
University  of  Nebraska  College  of  Medi- 
cine: 1.  Pediatrics,  Monday  and  Tuesday, 
April  6 and  7,  Conkling  Hall  Postgraduate 
Conference  Room.  Gordon  E.  Gibbs,  MD, 
Moderator.  2.  Allergy  and  Immunology, 
May  27  and  28,  1964,  Seminar  Room,  Ep- 
pley  Cancer  Institute,  University  of  Ne- 
braska College  of  Medicine.  Course  Co- 
ordinator, Stanislaus  H.  Jaros,  MD. 


ANNUAL  WEST-NORTHCENTRAL  CON- 
FERENCE ON  DISEASES  COMMON  TO 
MAN  AND  ANIMALS  — September  11 
and  12;  on  campus  of  University  of  Ne- 
braska College  of  Medicine. 

8TH  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST  — (Amer- 
ican College  of  Chest  Physicians) ; Octo- 
ber 11-15;  Mexico  City. 


SOUTHWESTERN  SURGICAL  CON- 
GRESS — April  27  to  30,  1964,  at  San 
Antonio,  Texas. 

THE  THOMPSON,  BRUMM  & KNEPPER 
CLINIC  of  St.  Joseph,  Missouri  announce 
the  fifteenth  annual  Dr.  F.  G.  Thompson, 
Sr.,  Lectureship,  to  be  given  at  8 o’clock 
on  Wednesday  evening.  May  6th  at  the 
Clinic  Building,  9th  and  Edmond  Sts.  Dr. 
James  C.  White  of  Boston  will  speak  on 
the  following  subject:  Somatic  and  Vis- 
ceral Pain  in  the  Trunk  and  Extremities : 
Evaluation  of  Neurosurgical  Methods  for 
Its  Relief.  The  profession  is  invited ! 

MID-CENTRAL  STATES  ORTHOPAEDIC 
SOCIETY  MEETING  — May  7 to  9, 
1964,  Continental  Denver,  Denver,  Colo- 
rado. 


EXPANDED  LOAN  PROGRAM, 

NEBRASKA  MEDICAL  FOUNDATION 

On  February  9,  1964,  the  Board  of 
Trustees  of  the  Nebraska  Medical  Founda- 
tion approved  an  expanded  program  for 
loans  to  medical  students  and  students  in 
para-medical  fields  of  dentistry,  pharmacy, 
nursing,  medical  technology  and  X-ray  tech- 
nology. 

The  program  has  been  expanded  in  an 
agreement  with  the  First  National  Bank  of 
Lincoln,  Nebraska.  The  agreement  between 
the  Nebraska  Medical  Foundation  and  the 
Bank  provides  that  for  every  dollar  of  re- 
serve which  the  Foundation  places  with  the 
Bank,  the  Bank  will  then  make  available  to 
students  $12.50  in  loans.  The  program  is  ef- 


April,  1964 


185 


fective  at  this  time,  and  the  Deans  of  the 
two  medical  schools  have  been  informed 
about  the  program.  The  program  provides 
that: 

1.  The  student  should  be  a resident  of  Ne- 
braska, even  though  he  may  obtain  his  train- 
ing in  another  state. 

2.  He  must  be  in  need  of  loan  funds  not 
available  to  him  through  ordinary  commer- 
cial channels. 

3.  The  medical  student  must  have  com- 
pleted his  first  semester  of  training  at  an 
approved  school.  Students  in  the  para- 
medical fields  must  have  completed  their 
first  year  of  training. 

4.  The  student  may  borrow  as  much  as 
$1,500  a year  from  September  1,  through 
August  31.  Up  to  a total  of  $10,000  may  be 
borrowed  over  a period  of  7 years,  however, 
the  maximum  amount  will  have  to  be  deter- 
mined by  the  student’s  curriculum.  Total 
educational  loans  from  all  sources  may  not 
exceed  $15,000. 

5.  The  interest  rate  charged  by  the  bank 
is  based  on  the  “prime  rate”  of  interest. 
The  simple  interest  rate  for  interim  notes 
shall  be  1 per  cent  greater  than  the  prime 
rate  and  the  simple  interest  rate  for  payout 
notes  shall  be  2 per  cent  gi’eater  than  prime. 

6.  Repayment  begins  five  months  after 
the  student  completes  his  intended  course  of 
training  with  monthly  installments  spread 
over  a maximum  of  10  years. 

For  most  students  this  may  be  the  first 
borrowing  experience  they  have  had.  This 
gives  the  bank  the  opportunity  to  counsel 
the  student,  giving  him  the  benefit  of  sound 
financial  advice  and  assisting  him  in  his 
future  progress.  We  are  hopeful  that  the 
bank’s  guidance  should  minimize  the  chance 
that  the  student  may  fritter  his  money  away 
on  unessentials. 

The  Nebraska  Medical  Foundation’s  guar- 
anteed loan  plan  will  be  quite  different  in 
concept  with  ordinary  loans  since  the  bank 
will  be  making  loans  based  primarily  on 
good  character  and  academic  promise  rather 
than  collateral.  This  means  that  the  bank 
and  the  Nebraska  Medical  Foundation  will 


have  to  give  primary  weight  to  the  future 
earning  capacity  of  the  student  borrower. 

The  student  will  obtain  from  the  dean, 
director,  or  financial  aid  officer  of  the  in- 
stitution which  he  is  attending  two  copies 
of  a loan  application,  completing  the  appli- 
cation in  every  detail. 

After  completing  the  application,  the  stu- 
dent will  then  complete  the  four  blanks  in 
the  first  paragraph  of  the  Interim  Note: 

(a)  The  maturity  date  is  the  first  day  of  the 
fifth  month  following  the  month  which  you 
will  complete  your  training. 

(b)  The  principal  sum  is  the  amount  you  wish  to 
boiTow. 

(c)  The  current  interest  rates,  (Interim  and 
Payout),  will  be  available  fi’om  the  official 
in  the  school  or  hospital  who  maintains  the 
supply  of  application  blanks  and  notes. 

Next  the  student  should  secure  the  cer- 
tification of  the  dean’s  office,  or  the  direc- 
tor of  the  school,  or  the  financial  aid  officer 
as  to  his  educational  program  and  standings. 

Following  certification  of  the  application 
by  the  dean,  the  next  step  will  be  to  submit 
the  application  to  the  Nebraska  Medical 
Foundation  for  approval.  Following  ap- 
proval by  the  Foundation,  the  application 
will  then  be  forwarded  to  the  First  National 
Bank  and  Trust  Company  who  will  review 
the  requests  for  financial  resources  and  ex- 
penses needed  for  the  institution  that  he  is 
attending. 

It  is  planned  at  an  early  date  that  the 
Foundation  will  have  a booklet  prepared  and 
mailed  to  Nebraska  State  Medical  Associa- 
tion members  and  its  Auxiliary  explaining 
the  details  of  this  program. 

— Ken  Neff 


Medicare  in  Operation 

Determination  of  Eligibility  for 
Medicare  Benefits — 

All  eligible  dependents  under  the  Medicare 
Program  must  have  an  Identification  Card 
from  the  age  of  ten  years  and  older.  Chil- 
dren under  the  age  of  ten  qualify  for  Medi- 
care benefits  by  using  their  mother’s  card. 
The  exception  to  this  being  if  the  child 
lives  apart  from  the  mother  or  if  the  mother 
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is  divorced  (she  is  thereby  not  entitled  to 
an  identification  card).  In  these  cases,  the 
child  must  have  an  identification  card  re- 
gardless of  age.  To  further  insure  the  physi- 
cian of  the  patient’s  eligibility,  he  should 
check  to  see  if  the  patient  is  the  dependent 
pictured  and  described  on  the  card,  that  the 
eligibility  date  has  not  expired  (if  the  card 
does  not  have  an  expiration  date,  it  is  in- 
valid), and  that  the  card  shows  that  the  de- 
pendent is  entitled  to  care  from  civilian 
sources. 

When  the  patient  and  the  sponsor  are  re- 
siding together,  a Non-availability  State- 
ment must  be  presented  to  the  physician 
along  with  the  Identification  Card  in  order 
to  claim  Medicare  benefits,  with  the  excep- 
tion of  a “Bona  Fide  Medical  Emergency” 
or  if  the  patient  is  on  a trip  away  from 
the  sponsor’s  duty  station. 

This  Non-availability  Statement  assures 
the  physician  or  the  dentist  the  specific  care 
the  patient  needs  is  not  at  the  present  time 
available  at  the  nearby  UnifoiTned  Services 
medical  facility.  This  pei-mit,  however,  does 
not  assure  the  doctor  that  the  required  care 
is  authorized  within  the  scope  of  the  Medi- 
care program. 


The  following  communication  originated 
in  Iowa  Blue  Cross-Blue  Shield  by  President 
E.  C.  Lowry,  MD.  His  remarks  are  based 
upon  an  article  by  Clarence  I.  Owen,  in 
Detroit  Medical  Neivs. 

This  story  of  what  is  happening  and  the 
predictions  for  the  future,  providing  we  do 
not  throw  up  enough  roadblocks,  are  so 
well  and  briefly  portrayed  that  we  should 
read  it  with  care  and  let  it  stimulate  us  to 
greater  effort  to  prevent  the  “hanging”  and 
letting  the  socializers  merely  step  in  for  the 
“kill.” 

— Editor 

SERIOUS  BUSINESS 

It  is  the  duty  of  everjmne  in  medicine  who 
has  to  do  with  medical  costs  to  patients  to  be 
fully  aware  of  the  economic  situation  in 
medicine  as  it  exists  today.  This  concerns 


not  only  practicing  physicians  but  also  hos- 
pital management,  purveyors  of  medical 
supplies  and  drugs,  and  ancillary  medical 
services. 

One  certain  way  to  “socialize”  medicine  is 
to  permit  costs  to  continue  to  rise  and  to 
allow  savings  of  families  to  be  exhausted 
paying  for  medical  and  hospital  care.  Fre- 
quently statistics  are  quoted  to  show  that 
medical  costs  are  rising  and  will  continue  to 
rise  at  a greater  rate  than  living  costs  in 
general.  This  is  in  spite  of  the  fact  that 
physicians’  fees  are  rising  at  a lesser  rate 
than  living  costs. 

The  U.S.  Department  of  Commerce  re- 
ported in  July,  1961,  that  in  the  twenty- 
year  span  since  1940,  the  medical-care  dol- 
lar has  gone  up  from  eighteen  cents  to  twen- 
ty-six cents  for  hospitals  and  from  five  cents 
to  eight  cents  for  health  insurance,  while 
drugs  have  dropped  from  twenty-one  cents 
to  twenty  cents  and  physicians’  fees  from 
thirty  cents  to  t\venty-five  cents. 

Nevertheless,  the  rapid  increase  in  the  past 
few  years  in  the  over-all  costs  of  medical 
care  should  be  of  deep  concern  to  all  physi- 
cians. We  know  that  unless  the  medical- 
care  dollar  is  spent  wisely  and  efficiently, 
the  time  will  come  when  the  average  family 
will  not  be  able  to  pay  for  hospitalization, 
physicians,  nurses,  and  other  medical  costs 
or  even  their  health  insurance. 

Hence  the  physician  must  critically  an- 
alyze every  item  in  every  patient’s  care  from 
an  economic  as  well  as  scientific  and  profes- 
sional standpoint.  He  must  do  this  for  all 
patients  whether  or  not  they  have  insurance 
since  in  the  last  analysis,  the  insurance 
money  must  come  from  the  policy  holder. 

The  physician  must  ask  himself  questions 
such  as  the  following: 

1.  Am  I prescribing  the  lowest-cost  drug 
which  will  accomplish  the  desired 
therapeutic  results  ? 

2.  Is  this  diagnostic  test  really  neces- 
saiy?  Is  it  a duplication  of  one  al- 
ready performed? 

3.  Is  this  hospitalization  necessary? 
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4.  Is  this  hospital  stay  being  needlessly 
prolonged  ? 

5.  Do  I really  need  this  expensive  con- 
sultation for  the  proper  management 
of  this  case? 

Hospital  staff  and  audit  committees  and 
outside  accrediting  boards  and  councils  must 
likewise  keep  costs  in  mind  when  standards 
are  set.  Hospital  management  and  edu- 
cators also  must  participate  in  this  deter- 
mined effort.  There  must  be  an  agonizing 
reappraisal  of  whether  certain  costs  such  as 
education,  medical  research  and  staff  proj- 
ects should  be  charged  against  patient  care. 

The  socialists  are  content  to  run  a har- 
assing campaign  gaining  a point  here  and 
there  waiting  for  us  to  “hang”  ourselves  as 
medical  services  are  priced  out  of  reach.  If 
this  continues,  more  and  more  patients  and 
families  will  look  to  government  for  their 
medical  care.  When  the  situation  is  ripe, 
the  socialists  will  step  in  for  the  “kill”  with- 
out any  particular  effort  on  their  part.  Fed- 
eral medicine,  with  all  its  detestable  features, 
will  then  become  a reality. 

But  we  must  not  assume  a defeatist  atti- 
tude. We  can  and  must  win  this  battle 
against  socialism  and  socialized  medicine. 
But  in  order  to  do  so  we  must  be  realistic. 
If  we  lose,  a brilliant  chapter  in  medical 
history  will  be  replaced  by  a bureaucratic 
government  - controlled,  operated,  and  fi- 
nanced system  of  medical  care  with  medi- 
ocrity as  its  standard. 

The  chips  are  down.  We  must  win. 


THE  MONTH  IN  WASHINGTON 

The  federal  government  is  requiring  as- 
surances from  sponsors  of  pending  future 
Hill-Burton  hospital  projects  that  there  will 
be  no  racial  discrimination  as  to  either  pa- 
tients or  physicians. 

Anthony  J.  Celebrezze,  secretary  of 
Health,  Education  and  Welfare,  disclosed 
the  new  policy  in  testimony  before  the  House 
Commerce  Committee  during  testimony  on 
legislation  that  would  enlarge  the  Hill-Bur- 


ton progi-am  and  extend  it  for  five  more 
years. 

His  testimony  came  a week  after  a Su- 
preme Court  decision  that  let  stand  an  anti- 
segregation order  against  two  Greensboro, 
N.C.,  hospitals. 

Following  the  action  by  the  Supreme 
Court,  Celebrezze  said,  “I  directed  that  the 
following  additional  steps  be  taken : 

“(1)  That  we  make  permanent  the  earlier 
decision  to  approve  no  new  applica- 
tions under  the  “separate  but  equal” 
provision  of  the  (Hill-Burton)  law; 

“(2)  That  we  require  a nondiscrimina- 
tion assurance  in  admittance  from 
those  pending  projects  previously 
approved  on  a “separate  but  equal” 
basis ; 

“(3)  That  we  seek  from  all  pending  proj- 
ects an  assurance  that  there  will  be 
no  discrimination  on  the  basis  of 
race,  creed,  or  color  in  granting  staff 
privileges;  and 

“(4)  That  the  application  forms  to  be 
used  hereafter  be  amended  to  re- 
quire of  all  applicants  whose  appli- 
cation has  not  been  finally  approved, 
a nondiscrimination  assurance  cov- 
ering staff  privileges  and  admis- 
sions, and  that  all  portions  and  serv- 
ices of  the  facilities  be  made  avail- 
able without  discrimination  on  ac- 
count of  race,  creed  or  color.” 

Celebrezze  also  said  that  consideration  was 
being  given  to  calling  a meeting  of  the  lead- 
ers in  organized  medicine,  in  the  hospital 
and  related  health  fields,  with  a view  to- 
ward implementing  non-discrimination  pro- 
grams voluntarily.  “I  would  hope  that  such 
a voluntary  program  would  encompass  not 
only  Hill-Burton  hospital  facilities  but  all 
hospitals  in  the  United  States,”  he  said. 

The  Supreme  Court’s  “let  stand”  ruling 
foreshadowed  a hospital  desegregation  drive 
throughout  the  south. 

A spokesman  for  the  National  Association 
for  the  Advancement  of  Colored  People,  said 
hospital  desegregation  law  suits  w ere 
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planned  for  a number  of  other  southern 
cities.  A spring  trial  already  has  been 
scheduled  on  a complaint  against  Grady 
Memorial  Hospital  in  Atlanta,  the  largest 
public  hospital  there.  Another  suit  involved 
a hospital  in  Newport  News,  Va. 

The  Supreme  Court  let  stand  a decision 
handed  down  Nov.  1,  1963,  by  the  Fourth 
U.S.  Circuit  Court  of  Appeals  which  held 
that  hospitals  built  with  Hill-Burton  funds 
could  not  practice  racial  segregation  as  to 
both  doctors  and  patients  despite  the  “sep- 
arate but  equal”  provision  in  the  Hill-Burton 
act  of  1946. 

The  Supreme  Court  issued  only  a brief 
order,  with  no  explanatory  opinion. 

Eleven  negro  doctors,  dentists  and  pa- 
tients brought  suit  against  the  Wesley  Long 
Community  and  Moses  H.  Cone  Memorial 
hospitals  in  Greensboro  federal  district  court 
in  1962.  The  negro  litigants  petitioned  for 
an  anti-segregation  order  and  for  elimina- 
tion of  the  “separate  but  equal”  provision 
in  the  law. 

The  issue  was  whether  participation  by 
the  State  or  Federal  government,  or  both, 
brings  government  into  the  picture  suffi- 
ciently to  invoke  the  protection  to  individu- 
als guaranteed  in  the  U.S.  Constitution.  The 
guarantee  of  “equal  protection  of  the  laws” 
laid  down  in  the  14th  amendment,  and  other 
constitutional  rights,  may  be  enforced  only 
against  governments,  not  against  private  in- 
dividuals. 

The  district  court  at  Greensboro  dismissed 
the  suit  of  the  negroes  but  it  was  overruled 
by  the  circuit  court  of  appeals  which  held 
that  the  degree  of  state  and  federal  involve- 
ment is  sufficient  under  the  Hill-Burton 
Program  to  bring  the  hospitals  within  the 
framework  of  constitutional  requirements. 
This  opinion  noted  that  the  United  States 
had  appropriated  more  than  $1.2  million  to 
Cone  Memorial  and  almost  $2  million  to 
Wesley  Long. 

“The  massive  use  of  public  funds  and  ex- 
tensive state-federal  sharing  in  the  common 
plan  are  all  relevant  factors,”  the  circuit 
court  said. 

At  the  time  the  suit  was  filed.  Cone  Me- 


morial did  not  afford  Negro  doctors  and 
dentists  staff  privileges  and  admitted  only 
a few  Negro  patients.  Long  Hospital  was 
completely  segregated.  Both  are  non-profit 
charitable  corporations  under  North  Caro- 
lina law. 

Later,  Cone  Hospital  announced  it  would 
consider  staff  applications  from  Negroes. 

President  Johnson  asked  Congress  to  ap- 
prove a program  of  federal  aid  to  nursing 
education  with  a goal  of  increasing  the  na- 
tion’s supply  of  professional  nurses  to  680,- 
000  by  1970,  an  increase  of  130,000. 

In  a special  health  message  to  Congress, 
Johnson  also  requested  an  extension  of  the 
Hill-Burton  hospital  construction  program 
and  again  called  for  legislation  that  would 
increase  social  security  taxes  to  provide  hos- 
pitalization and  other  limited  health  care 
for  the  aged. 

Dr.  Edward  R.  Annis,  president  of  the 
American  Medical  Association,  termed  the 
“fedicare’  section  of  the  president’s  health 
message  as  “a  remarkable  document  of  in- 
consistency and  misinformation  on  health 
care  for  the  elderly.” 

“Mr.  Johnson  declares  that  elderly  Amer- 
icans should  not  be  subjected  to  a test  of 
need  for  tax-paid  medical  care,  but  at  the 
same  time  he  urges  all  states  to  enact  ade- 
quate Kerr-Mills  medical  aid  for  the  aged 
programs,”  Dr.  Annis  said.  “Eligibility  for 
Kerr-Mills  benefits  is  based  on  need  . . . 

“Mr.  Johnson  claims  that  the  average 
worker  would  pay  no  more  than  a dollar  a 
month  to  pay  for  this  program  of  hos- 
pitalization for  the  elderly.  But  the  average 
industrial  wage  in  this  country  is  more 
than  $100  a week,  and  the  tax  increase  pro- 
posed by  Mr.  Johnson  would  cost  the  $100 
a week  worker  $27.50,  not  $12.  Employers 
would  pay  an  additional  $27.50  for  a total 
payroll  tax  increase  of  $55  on  eveiy  $100 
in  wages.  And  that  would  be  only  the  be- 
ginning. 

“Why  should  everyone  over  65  get  hos- 
pitalization at  the  expense  of  wage  earners 
just  because  a few  need  help?  Why  should 
the  workers  of  America  be  forced  to  pay 
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higher  taxes  for  hospitalization  for  eveiy- 
one  over  65,  many  of  whom  are  wealthy  and 
millions  of  whom  have  health  insurance,  just 
because  they’ve  had  a birthday? 

The  AMA  vigorously  opposes  the  Admin- 
istration’s program  that  would  be  financed 
through  social  security,  but  supports  the 
Kerr-Mills  program  which  was  enacted  into 
law  in  1960.  (From  AMA  Washington  Of- 
fice) 


1963  Annual  Audit  and 
Committee  Reports 

January  14,  1964 

Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

We  have  examined  the  books  and  records  of  the 
Nebraska  State  Medical  Association  for  the  year 
1963,  and  submit  herewith  our  report.  Included  in 
the  report  are  the  following  exhibits  and  schedules: 

Exhibit  A — Analysis  of  Fund  Balances 

Exhibit  B — Statement  of  Receipts  and  Disburse- 
ments — General  Fund 

Schedule  B-1  — Statement  of  Receipts  and 
Disbursements  — Annual  Session 
Schedule  B-2  — Comparison  of  General  Ex- 
pense with  Budget 

Schedule  B-3  — Statement  of  Receipts  and 
Disbursements  — Hall  of  Health 

Exhibit  C — Statement  of  Receipts  and  Disburse- 
ments — • Journal  Fund 

Exhibit  D — Statement  of  Investments 

Schedule  D-1  — Statement  of  Investment  Bal- 
ances 

Exhibit  E — Jouimal  Accounts  Receivable  — De- 
cember 31,  1963 

EXHIBIT  A 

Exhibit  A is  the  analysis  of  fund  balances.  Dur- 
ing the  year  1963  there  was  an  increase  in  the  bal- 
ances amounting  to  $1,005.45.  The  total  fund  bal- 
ance on  December  31,  1963  was  $78,530.08,  and  was 
represented  by  cash  in  the  general  fund  account  of 
$1,380.89,  cash  in  the  investment  account  of  $303.59, 
cash  in  the  journal  fund  account  of  $811.36,  invest- 
ments of  $71,034.24  and  notes  receivable  from  The 
Nebraska  Medical  Foundation  of  $5,000.00.  All  of 
the  above  cash  accounts  are  maintained  at  the  Na- 
tional Bank  of  Commei'ce  Tnist  and  Savings  Asso- 
ciation, Lincoln,  Nebraska. 

EXHIBIT  B 

The  details  of  the  changes  in  the  genei’al  fund 
cash  balances  are  shown  in  Exhibit  B.  In  this  state- 
ment the  receipts  and  disbursements  have  been  di- 
vided into  two  classifications.  Under  the  heading 


of  General,  the  principal  items  are  membership  dues 
of  $54,247.50,  interest  collected  of  $552.68,  trust 
account  income  of  $2,183.59,  income  from  the  an- 
nual session  of  $7,151.00,  and  the  American  Medi- 
cal Association  membership  expense  rebate  of 
$524.70. 

Other  receipts  include  cash  received  for  the 
American  Medical  Association  dues  of  $52,852.50 
which  was  remitted  to  that  Association  as  shown 
under  other  disbursements  in  this  statement.  Also 
included  as  other  receipts  is  the  cash  transferred 
from  savings  accounts  in  the  amount  of  $6,907.82, 
and  $11.25  realized  on  the  redemption  of  treasury 
bonds  which  matured  in  1963. 

The  general  disbursements  of  the  Association  are 
divided  into  the  same  classifications  as  the  receipts. 
The  • total  amount  of  general  disbursements  was 
$63,082.78.  A comparison  of  these  items  with  the 
budget  items  approved  for  1963  is  showrr  in  Sched- 
ule B-2.  Other  disbursements  were  $60,538.60.  This 
amount  included  American  Medical  Association  dues 
of  $52,852.50.  Other  items  classified  as  other  dis- 
bursements were  the  repayment  of  funds  borrowed 
in  1962  in  the  amourrt  of  $6,000.00  and  the  pur- 
chase of  new  office  equipment  items  in  the  amount 
of  $1,656.10.  The  total  general  fund  disbursements 
during  the  year  were  $123,621.38.  The  excess  of 
receipts  over  disbursements  for  1963  general  fund 
operations  amounted  to  $871.66. 

EXHIBIT  C 

On  January  1,  1963  a separate  journal  fund  ac- 
count was  established  for  handling  of  receipts  and 
disbursements  in  connection  with  publication  of  the 
Association  Journal.  The  details  of  the  journal 
fund  receipts  and  disbursements  are  presented  as 
Exhibit  C.  Journal  receipts  during  1963  amounted 
to  $27,749.45  and  total  disbursements  were  $26,- 
938.09.  The  excess  of  receipts  over  disbursements 
for  1963  was  $811.36. 

EXHIBIT  D 

The  changes  that  occurred  in  the  investment  ac- 
count during  the  year  are  shown  in  Exhibit  D. 
The  total  of  investments  at  the  beginning  of  the 
year  was  $77,711.81.  The  investment  account  was 
decreased  in  1963  by  the  transfer  of  cash  to  the 
general  fund  in  the  amount  of  $6,907.82.  There 
was  a net  increase  in  the  United  States  Government 
Bonds  held  by  the  Association  of  $230.25.  The  re- 
sulting net  decrease  in  investments  for  the  1963 
year  was  $6,677.57.  The  total  amount  of  invest- 
ments at  cost  value  on  December  31,  1963  was  $71,- 
034.24.  A detailed  list  of  the  investments  at  the 
beginning  and  close  of  the  year  is  showm  in  Sched- 
ule D-1. 

EXHIBIT  E 

Exhibit  E is  a list  of  the  journal  accounts  re- 
ceivable. Our  examination  of  the  accounts  re- 
ceivable records  indicated  that  these  accounts  are 
amounts  receivable  for  journal  advertising  during 
the  months  of  November  and  December,  1963.  The 
records  also  indicated  that  these  accounts  are  be- 
ing paid  cuiTently.  Because  the  Association  oper- 
ates on  the  cash  basis,  these  items  are  not  taken 
into  income  until  cash  is  received.  We  did  not 
confii-m  the  balances  of  these  accounts  by  inde- 
pendent correspondence. 
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SCOPE  OF  EXAMINATION  AND 
GENERAL  COMMENTS 

Receipts  for  the  year  were  traced  through  the 
books  and  into  the  bank  account.  Tests  were  made 
of  letters  of  transmittal  tracing  the  detailed  items 
to  the  individual  members’  account.  An  inspection 
of  the  members’  cai'ds  in  connection  with  our  ex- 
amination of  the  receipts  indicated  that  all  cards 
issued  to  members  during  the  year  were  accounted 
for  on  the  books  of  the  Association.  The  records 
also  indicate  that  during  the  year  1963  cards  were 
issued  to  101  life  members,  for  which  no  dues  were 
collected. 

Cancelled  checks  for  the  year  were  inspected  and 
compared  to  the  items  in  the  check  register.  In- 
voices and  creditors’  statements  were  examined 
covering  a major  portion  of  the  disbursements. 
Minutes  of  the  trustees’  meetings  during  the  year 
were  examined  m regard  to  authorization  of  sal- 
aries, budgets  and  other  disbursements.  The  bal- 
ances shown  as  cash  in  bank  were  confirmed  by 
direct  correspondence  with  the  depository. 

Our  audit  also  included  an  inspection  of  secur- 
ities owned  by  the  Association  at  the  close  of  the 
year.  Funds  in  investment  accounts  were  con- 
finned  by  correspondence. 

Subject  to  the  foregoing  comments,  it  is  our 
opinion  that  the  attached  statements  present  fairly 
the  financial  position  of  the  Nebraska  State  Med- 
ical Association  at  December  31,  1963,  and  the  re- 
sults of  its  operations  for  the  year  then  ended  on 
the  basis  of  cash  receipts  and  disbursements. 
Should  any  additional  information  be  desired  con- 
cerning matters  which  fall  within  the  scope  of  our 
examination,  we  shall  be  pleased  to  supply  it  upon 
request. 

DANA  F.  COLE  AND  COMPANY 


EXHIBIT  A: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 
YEAR  1963 


Total  Fund  Balance.  January  1,  196.3  $77,524.63 

Represented  by : 

Cash — National  Bank  of  Commei-ce, 

General  Fund  $ 532.62 

Cash — National  Bank  of  Commerce 

Trust  Account,  Investment  Fund 280.20 

Inve.stments  77,711.81 

Notes  Receivable,  Nebraska  Medical 

Foundation  5,000.00 

83,524.63 

Less : Note  Payable,  National  Bank 
of  Commerce  6,000.00 


77,524.63 

Increase  in  Fund  Balances ; 

Excess  of  Receipts  over  Disbursements — 

General  Fund,  Exhibit  B 871.66 

Excess  of  Receipts  over  Disbui-sements — 

Journal  Fund.  Exhibit  C 811.36 

Repayment  of  Note  due  National  Bank 

of  Commerce  6,000.00 


7,683.02 

Less : Decrease  in  Investments — 

Exhibit  D 6,677.57  1,005.45 


Total  Fund  Balance,  December  31.  1963  $78,530.08 

Represented  by : 

Cash — National  Bank  of  Commerce, 

General  Fund  $ 1,380.89 

Cash — National  Bank  of  Commerce  Trust 

Account,  Investment  Fund  303.59 

Cash — National  Bank  of  Commerce,  Journal  Fund 811.36 

Investments  — Exhibit  D 71,034.24 


Notes  Receivable — Nebraska  Medical  Foundation 5,000.00 

$78,530.08 


EXHIBIT  B: 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
GENERAL  FUND 
YEAR  1963 


Cash  Balance,  National  Bank  of  Commerce, 

Lincoln,  Nebr.,  Jan.  1,  1963  $ 

Cash  Balance,  National  Bank  of  Commerce 
Trust  Account,  Lincoln,  Nebr.,  Jan. 

1,  1963  

RECEIPTS: 


General : 

Membership  Dues  $54,247.50 

Interest  Collected  552.68 

Trust  Account  Income 2,183.59 

Annual  Session,  Sch.  B-1 7,151.00 

A.M.A.  Membership 

Expense  Rebate  524.70 

Relative  Value  Studies 62.00 


532.62 

280.20 


64,721.47 


812.82 


Other  Receipts  : 

A.M.A.  Dues  52,852.50 

Savings  Account  Balances 

Transferred  6,907.82 

Net  Proceeds  on  Redemption 
of  2V>%  U.S.  Treasury 

Bonds  11.25  59,771.57 

TOTAL  RECEIPTS  $124,493.04 

DISBURSEMENTS: 

General : 

Salaries  

Payroll  Taxes  

Travel  Expense 

Office  Expense: 

Rent  

Mimeographing  and 

Printing  

Postage  

Telephone  & Telegraph 
Miscellaneous  Office 

Expense  

Annual  Session  

Auditing  

Attorneys’  Fees  

President’s  Expense  

Committee  Expense 

Miscellaneous  Dues  and 

Travel  Expense 

Delegate  A.M.A.  and 

Headquarters  A.M.A.  - 

Senior  Medical  Day 

Expendable  Supplies  

Advertising — Nebraska 

Press  Association  

General  Fund  Expense 

Office  Expense  

Dues — Share  to  Journal 

Other  Disbursements : 

A.M.A.  Dues  52.852.50 

Repayment  of  Note 6,000.00 

Interest  Expense 30.00 

New  Equipment.  Office 1,656.10  60,538.60 


TOTAL  DISBURSEMENTS  $123,621.38 


EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS  — 871.66 


Cash  Balance,  December  31,  1963  $1,684.48 

Represented  by : 

Cash  Balance,  National  Bank  of  Commerce, 

Lincoln,  Nebraska,  Dec.  31,  1963  $1,380.89 

Cash  Balance,  National  Bank  of  Commerce 

Trust  Account,  Lincoln,  Nebr.,  Dec.  31,  1963  303.59 


$1,684.48 


27,144.00 

970.79 

1,474.36 

3,735.71 

1,584.58 

1,585..54 

1,913.68 

738.74 

6,487.89 

840.00 

725.00 
1,063.40 
3,358.42 

1,334.47 

1,940.12 

1,202.20 

730.65 

1,403.10 

933.12 

639.51 

3,277.50 


63.082.78 


SCHEDULE  B-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
ANNUAL  SESSION 
YEAR  1963 


RECEIPTS : 

Exhibits  $5,580.00 

Banquet  1,566.00 

Miscellaneous  5.60 


Total  Receipts  $7,151.00 

DISBURSEMENTS  : 

Printing  50.75 

Badges  60.51 

Exhibitors’  Party  162.00 

Booths  661.50 

Courtesy  Room  69.00 

Banquet  1,360.50 

Guest  Speakers  2,907.27 

Auxiliary  Expense  25.00 

Employees’  Expense  216.24 

Past  Presidents’  Breakfast  14.25 
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Entertainment  and  Gratuities  145.00 

Miscellaneous  219.50 

50-Year  Pins  18.29 

President’s  Reception  304.40 

Pla<jues  Engias-ing 16.68 

Projector,  Camera  and  Slides 257.00 


Total  Disbursements  $6,487.89 


EXCESS  OF  RECEIPTS  OVER  DISBURSEMENTS  663.11 
SCHEDULE  B-2: 


EXHIBIT  C: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
JOURNAL  FUND 
YEAR  1963 


RECEIPTS : 

Advertising  $23,973.33 

Subscriptions  344.62 

Copies  Sold  11.50 

Dues  — Share  to  Journal 3.277.50 

Associate  Members’  Subscriptions  142.50  $27,749.45 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 
YEAR  1963 


Actual 

(Over)  or 

Actual 

Under 

Budget 

Expense 

Budget 

Salaries 

$27,144.00 

S27.144.00 

Taxes 

800.00 

970.79 

(170.79) 

Travel 

1.500.00 

1.474.36 

25.64 

Office: 

Rent 

4,093.00 

3,735.71 

357.29 

Mimeographing  and  Printing  1.400.00 

1.584.58 

(184.58) 

Postage 

1,400.00 

1,585.51 

(185.54 ) 

Telephone  _ - 

1.850.00 

1.913.68 

( 63.68) 

Miscellaneous  

800.00 

738.74 

61.26 

Annual  Session  

8.000.00 

6,487.89 

1.512.11 

Auditor’s  Expense  

840.00 

840.00 

Attorneys’  Fees 

2,000.00 

725.00 

1,275.00 

Office  Equipment 

650.00 

639.51 

10.49 

President’s  Expense  

— 1.250.00 

1.063.40 

186.60 

Committee  Expense  

___  2.200.00 

3.358.42 

(1,158.42) 

Miscellaneous  Dues 

and  Travel 

1,400.00 

1..334.47 

65.53 

Delegate  and  Head- 

quarters,  A.M.A.  

1.850.00 

1,940.12 

( 90.12) 

Senior  Medical  Day  

650.00 

1,202.20 

(552.20) 

Expendable  Supplies  

700.00 

730.65 

( 30.65) 

Advertising — Nebraska 

Press  Association 

. . 1.452.00 

1.403.10 

48.90 

Dues  — Share  to  Journal 

3.300.00 

3,277.50 

22.50 

General  Fund  Expense 

1,000.00 

933.12 

66.88 

$64,279.00 

$63,082.78 

$ 1,196.22 

SCHEDULE  B-3: 

NEBR.\SKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
HALL  OF  HEALTH 
YEAR  1963 


DISBURSEMENTS  : 


Salaries  1.700.00 

Editor’s  Expense 766.80 


Printing  of  Journal ; 

Publication  Expense  $17,512.76 

Color  4.900.77 

Inserts  333.48 

Cuts,  Engraving  and 

Art  Work  322.69 

Press  Clipping  Expense 150.30 

Reprintings 37.93 

Cartoons  138.00 

Single  Wrapping 117.24 

Cover  805.90 

Miscellaneous  152.22  24.471.29  26,938.09 


Cash  Balance,  December  31,  1963  S 811.36 

Represented  by : 

Cash  Balance,  National  Bank  of  Commerce, 

Lincoln.  Nebraska,  December  31,  1963  S 811.36 


SCHEDULE  D: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
YEAR  1963 

Total  Invest.ments.  January  1,  1963 

(Schedule  D-1)  ^..$77,711.81 

Decrease  in  Savings  Accounts : 

Savings  Accounts  Transferred 

to  General  Fund  $6,907.82 

Increase  in  U.S.  Govemment  Bonds : 

Increase  in  Value — U.S.  Savings 

Bonds,  Series  J $143.64 

U.S.  Savings  Bonds, 

4%,  2-15-72. 

Purchased  $4,488.75 

U.S.  Savings  Bonds, 

2*4%,  1963, 

Matured  4,402.14  86.61  230.25 

Net  Decrease  in  Investments,  Year  1963  6,677.57 


Une.\pended  Balance.  Bank  Balance.  National 
Bank  of  Commerce.  Lincoln,  Nebraska, 


January  1,  1963  $ 557.59 

RECEIPTS : 

Arthritis  and  Rheumatism  Foundation, 

Nebraska  Chapter  $100.00 

American  Cancer  Society, 

Nebraska  Division  100.00 

Multiple  Sclerosis  Society,  Lincoln  Chapter 100.00 

Nebraska  Society  Medical  Technologists 100.00 

Nebraska  Psychiatric  Institute  100.00 

Nebraska  Dental  Association 100.00 

Nebraska  Diabetes  Association  100.00 

Nebraska  Heart  Association  100.00 

Nebraska  Nursing  Home  Association  100.00 

Nebraska  Pharmaceutical  Association  100.00 

Nebraska  Society  X-ray  Technicians  100.00 

Nebraska  Department  of  Health  300.00 

Nebraska  State  Medical  Association 100.00 

Nebraska  Tuberculosis  Association  100.00  1,600.00 

$2,157.59 

DISBURSEMENTS  : 

Nebraska  Board  of  Agriculture 600.00 

Delmer  Durham,  Labor  and  Supplies 71.13 

Fred  McDaniel,  Labor  150.00 

Fred  McDaniel,  Jr.,  Labor  65.00 

Richard  Durham,  Labor  60.00 

Bill  Schellpeper,  Labor  25.00 

Ken  Neff,  Material  and  Tickets  23.50 

Electricity  90.25 

United  Rent-Alls,  Chairs 50.00 

Baker  Hardware,  Supplies  29.91 

The  Film  Shop  11.80 

Davison  Display  Service ^ 526.00 

.^.M.A.  Exhibit,  Freight 41.77  1,744.36 

Unexpended  Balance,  Bank  Balance,  National 
Bank  of  Commerce,  Lincoln,  Nebr., 

December  31,  1963  S 413.23 


NOTE ; The  Hall  of  Health  is  jointly  sponsored  by  the  above 
organizations,  and  the  records  are  kept  by  the  Ne- 
braska State  Medical  Association.  However,  funds  for 
this  project  are  not  properly  a part  of  the  Associa- 
tion funds  and  are  kept  in  a separate  bank  account. 


Total  Investments.  December  31,  1963 

(Schedule  D-1)  $71,034.24 


SCHEDULE  D-1: 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENT  BALANCES 
DECEMBER  31.  1962  and  1963 

12-31-1962  12-31-63 

TRUST  ACCOUNT:  (Securities  and 
Cash  at  Cost  Value  in  Hands  of 
National  Bank  of  Commerce  Trust 
and  Savings  Association)  : 

Central  and  Southwestern  Corp., 


100  Shares  Common  $ 1,358.44  $ 1,358.44 

General  Electric  Company, 

120  Shares  Common  3,623.35  3,623.35 

Houston  Lighting  and  Power  Company, 

363  Shares  Common  (3  for  1 

Stock  Split,  May.  1963)  3.898.08  3,898.08 

Standard  Oil  Company  (N.J.) 

100  Shares  Common  6,441.40  6,441.40 

U.S.  Steel.  60  Shares  Common  6,118.08  6,118.08 

Seal's  & Roebuck  Bonds, 

4}%,  Due  8-15-83  5,198.24  5,188.80 

U.S.  Steel  Bonds.  4^^, 

Due  7-15-83  4,962.50  4.962.50 

U.S.  Treasury  Bonds,  ZYsVc- 

Due  11-15-71  1,992.50  1,992.50 

U.S.  Treasury  Notes,  5y«, 

Due  8-15-64  14,050.88  14,025.44 

Principal  Cash  Account  98.13  133.01 


TOTAL  TRUST  ACCOUNT  $47,741.60  $47,741.60 

U.S.  GOVERNMENT  BONDS: 

U.S.  Treasury  Bonds, 

(Maturity  Value  $4,500)  at  Cost 4,402.14  

U.S.  Savings  Bonds,  Series  H 11,000.00  11,000.00 

U.S.  Savings  Bonds,  Series  J 

(Cost  $4,122,  Maturity  Value  $5,725) 

at  Redemption  Value  4,660.25  4,803.89 

U.S.  Savings  Bonds.  Series  K 3,000.00  3,000.00 
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U.S.  Treasurj'  Bonds,  4%, 

Due  2-15-72  (Maturity 

Value  $4,500)  at  Cost  4,488.75 

TOTAL  U.S.  GOVERNMENT  BONDS $23,062.39  $23,292.64 

SAVINGS  ACCOUNTS: 

Omaha  Loan  and  Building  Assn.  $ 2,868.90 

Conservative  Savings  & Loan  Assn. 2,337.56 

Nebraska  Central  Building  & Loan  Assn.  1,701.36 


TOTAL  SAVINGS  ACCOUNT  $ 6.907.82 

TOTAL  TRUST  ACCOUNT  $47,741.60  $47,741.60 

TOTAL  U.S.  GOVERNMENT  BONDS 23,062.39  23.292.64 

TOTAL  SAVINGS  ACCOUNT  6,907.82 


GRAND  TOTAL  $77,711.81  $71,034.24 


EXHIBIT  E 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 
DECEMBER  31,  1963 


Lincoln  Splint  and  Brace  $ 108.00 

Paxton  Hotel  29.00 

W.  K.  Realty  Company  18.00 

V.  A.  Center,  Hot  Springs,  South  Dakota  4.50 

State  Medical  Jouimal  Advertising  Bureau  4,974.06 


$5,133.56 


REPORT  OF  EXECUTIVE  SECRETARY 

The  year  of  1963  produced  an  intensive  and  ac- 
tive year  for  the  Nebraska  State  Medical  Associa- 
tion and  made  increased  demands  upon  all  who  are 
involved  in  its  operation.  At  this  time,  I would  like 
to  present  a summaiy  of  activities  of  your  organi- 
zation. 

LEGISLATION 

State:  The  Nebraska  Legislature  was  in  session 
during  1963  and  considered  a record  number  of  bills, 
many  of  them  dealing  with  health  matters.  Offi- 
cers and  committee  members  spent  considerable  time 
presenting  testimony  on  legislative  bills  affecting 
medicine  and  public  health.  I would  like  to  take 
this  opportunity  to  thank  these  men  for  their  valu- 
able contribution.  My  thanks  is  also  expressed  to 
the  many  members  who  served  as  contact  men 
with  their  State  Senator.  They  played  a vei’y  im- 
portant role  in  expressing  our  point  of  view  on 
many  bills. 

Probably  the  prime  accomplishment  from  our 
standpoint  in  this  session,  was  passage  of  the 
KeiT-Mills  bill.  This  act  became  effective  on  Jan- 
uaiy  1,  1964.  Many  man-hours  were  put  into  this 
effort  to  insure  its  passage.  Other  bills  of  interest 
to  medicine  which  were  passed  are  as  follows:  L.B. 
19,  L.B.  237,  L.B.  322,  L.B.  328,  and  L.B.  665. 

Legislation  dealing  with  medicine  and  public 
health  is  appearing  in  greater  numbers  each  legis- 
lative yeax’.  We  can  anticipate  the  need  for  con- 
siderable legislative  activity  in  1965.  We  know  we 
can  count  on  your  help. 

National:  Several  pieces  of  legislation  of  im- 

poitance  to  oi’ganized  medicine  were  passed  in  the 
first  session  of  the  88th  Congress.  H.R.  7544  and 
S.  1576,  will  affect  statewide  activities  in  the  field 
of  mental  retardation.  These  acts  allocate  federal 
matching  funds  to  be  used  by  the  states  to  plan 
for  comprehensive  mental  I’etardation  programs  and 
for  the  construction  of  facilities  for  the  mentally 
retarded. 

H.R.  3920  (King- Anderson  Bill)  was  successfully 
retained  in  the  House  Ways  and  Means  Committee 


during  the  past  year.  Hearings  were  held  in  No- 
vember, 1963,  and  organized  medicine  and  its 
friends  gave  forceful  and  impi'essive  testimony  in 
opposition  to  this  legislation.  We  can  anticipate 
further  attempts  to  get  this  bill  passed  in  1964; 
and  thei’efore,  we  shall  need  to  maintain  continued 
vigilance  on  this  vital  issue. 

1964  ANNUAL  SESSION 

Your  Scientific  Sessions  Committee  has  com- 
pleted its  pi’ogram  for  the  1964  meeting  to  be  held 
at  the  Hotel  Coi-nhusker  in  Lincoln,  dui-ing  the 
week  of  April  27-30.  This  promises  to  be  an  ex- 
cellent meeting  with  a stimulating  scientific  pi’o- 
gi'am  px’esented  by  well-known  guest  speakers. 
Featured  again  on  the  pi’ogram,  will  be  Postgradu- 
ate Insti’uctional  Coui’ses  and  afteimoon  Workshops. 
We  are  pleased  to  announce  that  Dr.  Edwai’d  R. 
Annis,  Pi-esident  of  the  Ameidcan  Medical  Associa- 
tion, will  be  our  Keynote  Speaker  on  Tuesday  morn- 
ing. 

A diversified  and  informative  progi’am  is  assured 
all  who  attend. 

NEBRASKA  STATE  MEDICAL  JOURNAL 

The  Journal,  which  is  the  official  publication  of 
this  Association,  is  financed  by  $2.50  of  each  mem- 
ber’s dues  and  through  income  from  advertising. 
During  the  past  year,  the  Journal  has  canned  it- 
self" financially,  although  income  was  slightly  less 
than  in  1962.  The  outlook  for  1964  i-emains  ques- 
tionable; but  it  is  estimated  that  income  will  com- 
pare with  that  of  1963. 

In  an  effoi’t  to  obtain  additional  income  fox;  the 
Journal,  we  will  undertake  a selling  campaign  to 
potential  adveilisers  within  the  state.  A pei’sonal 
letter,  plus  an  attractive  advertising  booklet  and 
a copy  of  the  Journal,  will  be  mailed  to  selected 
business  houses.  Other  states  which  have  conduct- 
ed similar  programs  have  reported  good  results. 

The  Jourmal  has  attained  a very  high  level  of 
quality,  both  in  content  and  production.  We  hope 
that  you  will  take  time  to  read  this  publication  when 
it  comes  across  your  desk.  If  at  any  time  you 
have  comments  regarding  the  Jour-nal,  we  would 
be  most  pleased  to  receive  them. 

PROJECTS  OF  PUBLIC  INTEREST 

During  the  past  year,  the  headquar-ters  office 
made  a comprehensive  survey  of  physician  distri- 
bution in  Nebraska.  This  sur\^ey  was  prompted  by 
numerous  articles  appearing  in  the  news  media  re- 
garding “physician  shortage”  in  Nebraska. 

The  surwey  showed  that  inequities  exist  in  the 
state,  and  we  are  working  to  correct  these  prob- 
lems and  attract  additional  physicians  to  this  state. 

The  complete  results  of  this  sur-vey  were  given  to 
the  press  and  they  in  turar  gave  it  wide  covering 
throughout  the  state.  In  addition,  your  Executive 
Secretary  has  been  telling  the  story  of  the  sur-vey 
to  luncheon  groups. 

We  feel  this  approach  to  the  problem  is  a posi- 
tive one  and  allows  us  to  tell  our  story  to  the 
people  rather  than  having  to  be  on  the  defensive 
after  accusations  have  been  made.  The  records  and 
information  obtained  in  this  sur\-ey  will  be  retained 
and  continually  up-dated  so  that  we  will  know 
our  physician  distribution  pattern  at  all  times.  An 
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article  on  the  survey  appeared  in  the  January  issue 
of  the  Journal. 

Following  the  completion  of  the  distribution  sur- 
vey, the  physician  placement  ser\nce  which  is 
maintained  by  the  Association,  increased  its  con- 
tacts with  physicians.  Pei-sonal  letters  were  writ- 
ten to  all  1963  graduates  of  the  two  medical  schools 
apprising  them  of  this  seiwice  and  offering  all 
possible  assistance  in  helping  them  find  a location 
if  they  decided  to  practice  in  Nebraska.  The  place- 
ment seiwice  has  up-dated  and  expanded  its  records 
regarding  towns  looking  for  a physician,  as  well  as 
listing  physicians  interested  in  an  associate  or 
someone  to  take  over  their  practice.  This  seiwice 
is  provided  for  both  general  practice  and  the  spe- 
cialty fields. 

The  Inter  Professional  Council  consisting  of  mem- 
bers from  Medicine,  Dentistiy,  Pharmacy,  Nurs- 
ing, and  Veterinaiy  Medicine  continues  to  be  ac- 
tive. 

At  its  first  meeting  in  January,  a digest  of  im- 
portant legislation  was  presented  so  that  all  or- 
ganizations might  inform  their  members  about 
these  issues. 

At  the  September  meeting,  a report  was  made 
on  this  group’s  first  project,  the  mailing  of  a bro- 
chui’e  to  all  high  school  counselors  regarding  health 
careers.  A large  number  of  these  brochures  were 
delivered  personally  by  members  of  the  professions 
in  the  Inter  Professional  Council.  The  report  indi- 
cated that  the  brochures  were  very  well  received. 
It  is  planned  to  continue  this  program  in  1964. 

NEW  PROJECTS 

At  this  time,  I am  recommending  the  initiation 
of  two  programs  for  1964  and  subsequent  years. 
The  first  project  is  a one-day  orientation  program 
for  state  officers  and  county  medical  society  presi- 
dents and  secretaries.  The  program  would  consist 
of  a briefing  on  all  phases  of  activity  which  the 
Association  enters  into.  The  primary  puipose  is  to 
get  this  information  to  as  many  members  as  pos- 
sible at  the  local  levels.  The  more  members  who 
know  of  the  programs  and  policies  of  the  Associa- 
tion, the  better  will  be  their  participation.  It  is 
anticipated  the  program  would  be  held  within  a 
month  after  our  Annual  Session. 

The  second  project  would  be  a half-day  orienta- 
tion program  for  all  new  members  of  the  Associa- 
tion. During  the  program,  officers  and  other  per- 
sonnel of  the  Association  would  explain  the  Asso- 
ciation and  its  activities  so  that  new  members  would 
be  better  acquainted  with  its  operation.  It  would 
be  held  during  the  Mid- Winter  or  Annual  Session 
and  would  require  the  attendance  of  all  new  mem- 
bers. These  programs  will  be  worked  out  in  detail 
at  a later  date. 

ADMINISTRATION 

Activities  of  the  headquarters  office  in  cariying 
out  the  functions  of  this  organization  have  been 
at  an  all  time  high.  Your  headquarters  office  is 
staffed  by  four  persons:  Myself,  Bill  Schellpeper, 
Mrs.  Mary  Churchill,  and  Miss  Lola  Gnieber. 

During  the  past  year,  staff  personnel  attended 
79  meetings  — • 45  of  which  were  committee  meet- 
ings; 19  meetings  with  county  medical  societies  or 


similar  organizations  in  the  state;  and  10  national 
meetings,  taking  up  a total  of  29  days.  Your 
Executive  Secretary  was  in  attendance  at  all  but 
two  of  the  committee  meetings.  I would  also  like 
to  point  out  that  your  President  and  President- 
elect were  in  attendance  at  a large  majority  of 
these  meetings.  Such  activity  as  mentioned  above, 
when  added  to  the  daily  office  and  other  activities, 
results  in  considerable  activity  for  your  employees. 
However,  I can  say  without  hesitation,  that  we  en- 
joy our  work  and  we  shall  continue  to  exert  every 
effort  and  energy  necessary  to  see  that  the  activities 
assigned  to  this  office  are  carried  out  in  a concise 
and  accurate  manner. 

MAIL  AND  CORRESPONDENCE 


Incoming  mail  for  the  year  1963 7,781 

Outgoing  mail  for  the  year  1963 57,011 

MEMBERSHIP 

Active  Members  1,213 

Life  Members 101 

Seiwice  Members 4 


Total  1,318 

Less:  Deceased  Members 14 


Total  1,304 

A.M.A.  Membership  1,183 

Potential  Members  (Doctors  moving 
into  state  in  1963  who  have  not 

become  members) 31 

New  Members  for  1963  84 


Total  New  Doctors  in 

State  in  1963  115 


Respectfully  submitted, 

KENNETH  NEFF, 

Executive  Secretary. 

REPORT  OF  BOARD  OF  TRUSTEES 

M.  E.  Grier.  MD.  Omaha.  Chairman ; A.  A.  Ashby,  MD, 
Geneva : J.  M.  Woodward,  MD,  Lincoln ; C.  N.  Sorensen,  MD, 
Scottsbluff  ; Horace  V.  Monger,  MD.  Lincoln. 

The  Board  of  Ti-ustees  met  on  four  occasions  dui'- 
ing  1963. 

Dr.  Sorensen,  the  previous  ChaiiTnan,  has  in 
last  Februar>’’s  report  outlined  the  need  for  the  in- 
crease in  dues. 

At  the  March  meeting,  approval  was  given  for 
the  Medical  Association  to  become  a member  of 
the  Nebraska  Safety  Council,  the  dues  being  $10.00 
annually. 

At  the  May  Meeting,  routine  matters  were  dis- 
cussed including  quarterly  financial  report  from  the 
National  Bank  of  Commerce  showing  market  value 
of  investments  to  be  $65,402.07  at  that  time. 

At  the  October  Meeting,  it  was  decided  to  renew 
the  contract  with  the  Nebraska  Press  Association 
covering  the  Association’s  articles  in  their  peri- 
odical. 

A request  was  presented  from  the  Public  Rela- 
tions Committee  to  the  Board  of  Tmstees  for  a 
budget  item  for  Public  Relations.  The  proposal  was 
discussed  by  Dr.  Garlinghouse  who  indicated  that  the 
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committee  would  like  to  request  an  amount  in  the 
neighborhood  of  $10,000  to  carry  on  public  relations 
programs  with  professional  assistance  in  1964.  The 
matter  was  discussed  by  the  Boai'd.  No  action  was 
taken  as  the  Board  did  not  feel  it  was  their  pre- 
rogative to  approve  such  a program  without  the 
approval  of  the  House  of  Delegates;  howevex’,  the 
Boai’d  did  indicate  their  appi’oval  of  the  philosophy 
of  such  a pi’ogram  and  it  was  recommended  that 
such  a request  be  made  by  the  Public  Relations 
Committee  to  the  Mid-Winter  Meeting  of  the  House 
of  Delegates  in  1964.  The  motion  was  seconded  and 
carried. 

At  the  December  Meeting,  Mr.  Neff  presented 
the  financial  statement  for  the  1963  Annual  Ses- 
sion and  the  Hall  of  Health,  both  of  which  shows  un- 
expended balances. 

The  Joui’nal  Fund  also  ends  this  year  with  in- 
come above  expenditures. 

The  quai’terly  investment  progi’am  fi’om  the  Na- 
tional Bank  of  Commerce  was  presented. 

Additional  equipment  was  approved  and  pur- 
chased throughout  the  year  to  inci’ease  the  effi- 
ciency of  the  office  or  to  replace  that  no  longer 
sei’viceable. 

The  Association  finished  the  year  with  an  un- 
expended balance  under  the  Budget  established  for 
1963. 

The  Budget  for  1964  was  presented,  discussed  and 
appi’oved  in  the  amount  of  $65,822.00. 

Respectfully  submitted, 

MAURICE  E.  GRIER,  MD, 
Chaii’man. 


REPORT  OF  THE  EDITOR 

The  production  of  Volume  48  (1963)  of  our 

JOURNAL  has  passed  into  histoi’y.  It  differs  only 
slightly  from  Volume  47.  There  is  now  a slightly 
increased  space  between  lines,  and  the  center 
space  between  columns  has  been  widened  slightly. 
Changes  have  been  made  to  facilitate  I’eading. 
These  changes  had  to  be  gi’adual,  because  at  the 
time  they  were  planned,  we  had  a backlog  of  articles 
set  in  the  pi’evious  style.  Unifoi’mity  was  attained 
only  after  all  this  backlog  had  been  published. 

This  volume  contains  700  pages,  less  than  half 
of  which  were  devoted  to  “Ai’ticles,”  the  i-emainder 
to  “Organization  Section.”  The  articles  were  pro- 
duced by  93  authors.  This  is  an  increase  in  num- 
ber of  ai’ticles  and  a deci’ease  in  number  of  au- 
thors, as  compared  with  the  previous  volume  — a 
favorable  change  and  one  that  is  about  what  should 
be  expected. 

There  were  48  editoi’ials  (including  the  “Presi- 
dent’s Pages”).  Moi-e  of  these  were  written  by 
guests  and  by  Associate  Editors  than  pi-eviously. 
This  pei’mits  expression  of  moi’e  individual  views 
than  before. 

Our  expei’ience  with  acquisition  of  manuscripts 
read  at  the  Annual  Sessions  has  deterioi-ated.  Aside 
from  the  President’s  Address  and  the  address  by 
President  Fister  of  the  American  Medical  Associa- 
tion, only  one  manuscript  was  obtained.  Your  Edi- 


tor has  repeatedly  called  attention  to  this  loss  to 
the  profession  of  Nebraska,  but  to  no  avail.  Again, 
I urge  serious  considei’ation  of  this  matter. 

Respectfully  submitted, 

GEORGE  W.  COVEY,  MD, 
Editor. 


DELEGATE’S  REPORT  — PROCEEDINGS 
OF  THE  HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
17TH  ANNUAL  CLINICAL  MEETING 
December  2 to  December  5,  1963 
Portland,  Oregon 

The  Seventeenth  Clinical  Meeting  of  the  American 
Medical  Association  was  held  in  Portland,  Oregon, 
December  2 to  5,  1963.  Those  in  attendance  en- 
joyed splendid  weather,  which  facilitated  travel 
from  hotels  and  motels  to  the  meetings  of  the  House 
of  Delegates  at  the  Poi’tland  Hilton  Hotel  and  the 
scientific  program  and  exhibits  at  the  Poi’tland  Me- 
moidal  Coliseum. 

The  total  I'egistration  was  7,103,  of  which  3,144 
were  physicians.  Unfortunately  for  those  con- 
ceiTied  in  making  out  delegates’  i-epoi-ts,  the  Daily 
Bulletin  did  not  list  the  names  of  I’egisti-ants  as 
has  been  done  in  the  past.  Therefore,  I do  not 
have  any  idea  as  to  who  or  how  many  members 
of  the  Nebraska  State  Medical  Association  were  in 
attendance. 

At  the  opening  of  the  fii’st  session  of  the  House 
of  Delegates,  the  Committee  on  Credentials  i-epoi't- 
ed  that  224  of  227  delegates  had  been  seated.  The 
3 absentees  were  represented  by  their  altei’nates. 
Your  delegates,  E.  F.  Leininger  and  J.  D.  Mc- 
Carthy, as  well  as  alternates,  W.  C.  Kenner  and 
H.  S.  Moi’gan,  were  in  attendance  at  all  meetings 
of  the  House. 

Milfoi'd  O.  Rouse,  MD,  Speaker  of  the  House 
of  Delegates,  in  his  address  stressed  the  need  for 
streamlining  the  operations  of  the  House  of  Dele- 
gates. He  pointed  out  that  an  ad  hoc  committee 
to  review  the  organization  of  the  House  of  Dele- 
gates had  been  appointed  and  the  members  wei’e 
diligently  engaged  in  their  studies.  Gunnar  Gun- 
dersen,  MD,  chairman  of  the  committee,  later  gave 
a progress  repoi’t  whei’ein  he  pointed  out  that 
the  task  assigned  was  stupendous  and  that  he  was 
of  the  opinion  that  the  report  could  not  be  com- 
pleted in  time  for  delivei’y  to  the  House  of  Dele- 
gates dui’ing  the  June,  1964  session.  He  stated 
that  in  lieu  of  the  final  report,  a progress  report 
would  be  forthcoming.  Dr.  Rouse  ui’ged,  as  I have 
done  in  my  previous  I’epoi’ts,  that  all  members  of 
the  AMA  registered  for  the  annual  and  clinical 
sessions  attend  meetings  of  the  House  of  Delegates 
and  those  of  the  reference  committees,  thereby  ob- 
taining a comprehensive  idea  of  the  woi’k  being 
done  for  physicians  and  their  patients. 

Edwai’d  R.  Annis,  MD,  Pi’esident  of  the  AMA, 
delivered  a masterful  address  to  the  House  of  Dele- 
gates. His  points  covered  a wide  scope  having 
to  do  with  the  progress  and  pi’oblems  pertinent 
to  the  pi’actice  of  medicine  as  of  today.  That  part 
of  his  addi-ess  which  it  seems  to  me  is  most  im- 
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portant  foi-  the  members  of  our  Association  to 
analyze  had  to  do  with  the  King-Anderson  type  of 
legislation  and  the  Kerr-Mills  Law.  Believing  that 
the  conclusions  of  the  reference  committee  on  Re- 
ports of  Officers  regarding  Dr.  Annis’  remarks 
relative  to  these  matters  are  comprehensive  and  at 
the  same  time  too  lengthy,  and  also  believing  that 
all  physicians  should  have  this  infonnation,  I am 
quoting  from  the  committee  report.  Additional 
documents  on  this  subject  may  be  procured  on  re- 
quest to  the  AMA. 

“(a)  The  growth  of  voluntary  health  insurance 
and  prepayment  plans  in  protecting  the  aged  against 
the  cost  of  medical  care  has  been  remarkable,  ris- 
ing from  50  per  cent  of  the  aged  population  in 
1961  to  more  than  60  per  cent  in  1963. 

“(b)  The  record  of  the  KeiT-Mills  Law  is  a 
highly  successful  one,  despite  the  roadblocks  placed 
in  its  way.  Within  the  next  7 months,  40  states 
and  territories  out  of  the  54  will  have  Kerr-Mills 
programs  in  operation. 

“(c)  The  most  devastating  blow  to  the  hopes 
of  the  King-Anderson  forces  came  not  from  our 
testimony,  nor  from  the  voluntary  testimony  of 
any  witness.  It  came  from  the  penetrating  ques- 
tioning of  HEW  witnesses  by  Committee  Chainnan 
Wilbur  Mills,  backed  by  his  vast  and  intimate 
knowledge  of  the  Social  Security  System. 

“As  a result  of  Chairman  Mills’  searching  exam- 
ination, HEW  actuaries  admitted  that  the  pro- 
gram of  tax-paid  hospitalization  and  related  bene- 
fits for  the  aged  proposed  in  the  King-Anderson 
Bill  would  require  a tax  rate  twice  as  high  as 
they  have  claimed.  Chairman  Mills  diew  from 
the  chief  actuai-y  of  HEW,  Robert  J.  Myers,  the 
damaging  admission  that  a prudent  Congress 
should  not  enact  the  program  at  the  tax  rates 
proposed  with  the  knowledge  that  shortly  there- 
after another  tax  increase  would  be  necessary  to 
keep  it  solvent. 

“Independent  actuarial  studies  by  the  insurance 
industry  predicted  that  the  King-Anderson  program 
would  require  an  employee-employer  tax  rate  of  as 
much  as  11^2  to  2 per  cent  on  a wage  base  of  $5,- 
2C0.” 

President  Elect  Xorman  A.  Welch,  MD,  was  called 
on  and  in  a few  words  stated  that  he  would  give 
his  all  to  the  duties  of  President  when  he  takes 
office  in  June,  1964.  Mrs.  C.  Rodney  Stoltz,  Presi- 
dent of  the  Woman’s  Auxiliary  to  the  AMA,  gave 
a splendid  repor-t  covering  the  activities  of  this 
organization.  She  stressed  the  need  for  more  mem- 
bers in  the  Auxiliary  and  asked  the  direct  question, 
“Is  your  wife  a member  — if  not,  why  not?”  Mem- 
bers of  the  AMA  were  urged  to  see  to  it  that  if  their 
wives  are  not  members  of  their  local  auxiliary 
they  make  application  for  membership  as  soon  as 
possible. 

Robei’t  0.  Voy,  University  of  Oregon  Medical 
School,  Portland,  Oregon,  and  John  Packer,  Bowman 
Gray  Medical  School,  Winston-Salem,  North  Caro- 
lina, Student  AMA  delegates,  were  introduced  to 
members  of  the  House  and  gave  reports  which  would 
suggest  that  the  Student  AMA  is  a real  going 
concern  dedicated  to  the  responsibilities  of  its 
members  as  future  members  of  the  AMA. 

The  next  order  of  business  was  the  citation  of  a 


layman  for  distinguished  service,  the  nomination 
coming  from  the  Boar-d  of  Tnistees.  This  award 
was  established  in  1948.  M.  Lowell  Edwards  of 
Oregon,  an  engineer,  is  the  sixth  recipient.  He,  in 
association  with  Dr.  Albert  Starr  of  the  University 
of  Oregon,  designed  and  perfected  artificial  mitral 
and  aortic  heai’t  valves  that  have  saved  many  lives 
and  are  now  in  use  in  more  than  2600  persons. 

Raymond  M.  McKeown,  MD,  President  of  the 
AMA  Education  and  Research  Foundation  and  a 
member  of  the  Board  of  Trustees,  gave  a glowing 
account  as  to  progress  made  by  this  most  worth- 
while organization.  He  pointed  out  that  physician 
and  physician-related  contributions,  through  Novem- 
ber 15,  1963,  to  “Funds  for  Medical  Schools”  amount- 
ed to  $496,357.04  and  that  $317,512.20  was  con- 
tributed to  the  “Loan  Guarantee  Program”  for  un- 
dergraduate students,  interns  and  residents  who  are 
in  need  of  financial  assistance,  whereas  the  three- 
year  federal  government  program  peiTnits  loans 
only  to  medical,  dental  and  osteopathic  students. 
Doctor  McKeown,  following  his  report,  was  pre- 
sented checks  totaling  $499,369.52,  this  amount 
being  contributed  by  the  following: 

Merck,  Shai-p  and  Dohme $100,000.00 

California  State  Medical  Assn — 200,962.52 

Illinois  State  Medical  Assn. 185,000.00 

Utah  State  Medical  Assn. 13,407.00 

Nebraska  physicians,  up  to  November  15,  1963, 
had  contributed  $3,628.50  to  the  medical  schools 
and  $2,180  to  the  loan  guarantee  program  for  under- 
graduate and  graduate  students.  The  total  contri- 
buted by  Nebraska  physicians,  if  placed  on  a physi- 
cian per  capita  would  amount  to  approximately 
$4.40.  It  is  apparent  that  our  members  who  con- 
tribute to  these  funds  are  few  and  far  between. 

The  number  of  reports  from  the  Board  of  Trust- 
ees, the  Commission  on  Cost  of  Medical  Care,  sup- 
plementary reports  of  standing  committees  of  the 
House,  the  various  councils,  special  committees  of 
the  House  were  voluminous  and  to  cover  all  in  this 
report  would  be  impossible.  In  one  of  the  reports 
it  is  interesting  to  note  that  ground  has  been  broken 
for  the  new  addition  to  the  AMA  building,  within 
which  space  has  been  alloted  for  the  Biomedical 
Research  Institute.  Able  personnel  will  be  recruit- 
ed to  caiTy  on  basic  research  on  the  physiology  of 
the  living  cell. 

The  report  of  the  Council  on  Constitution  and  By- 
Laws  was  considered  by  the  reference  committee  on 
Amendments  to  the  Constitution  and  By-Laws. 
These  were  many,  the  more  important  of  which  are 
as  follows: 

A.  The  word  “session”  has  been  changed  to  “con- 
vention” and  the  word  “constituent”  to  “state” 
throughout  the  Constitution  and  By-Laws. 

B.  Two  types  of  membership,  namely  active  and 
special.  Active  members  will  be  regular  or  service 
members;  special  will  be  associate,  affiliate  or  hon- 
orai’y  members.  Affiliate  membership  was  extended 
to  non  physician,  non  teaching  scientists  in  fields 
allied  to  medicine  and  to  physicians  engaged  in 
medical  missionai’y  and  similar  educational  and 
philanthropic  work  in  United  States  possessions. 

C.  The  quorum  of  the  House  of  Delegates  has 
been  increased  from  75  to  100. 
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D.  Procedure  is  established  for  replacement  of 
the  President  of  the  AMA  if  he  dies,  resigns  or 
is  removed  from  office. 

The  reference  committee  report  on  Supplementary 
Repoi’t  K from  the  Board  of  Trustees  having  to  do 
wdth  hospital  staff  privileges  for  Negro  physicians 
was  adopted.  This  recommendation  states  in  part 
that  “members  of  the  medical  staff  of  every  hos- 
pital, where  the  admission  of  physicians  to  hospital 
staff  privileges  is  subject  to  restrictive  policies  and 
practices  based  on  race,  be  urged  to  study  this  ques- 
tion in  the  light  of  prevailing  conditions  with  a 
view  to  taking  such  steps  as  they  may  elect  to  the 
end  that  all  men  and  women  professionally  and 
ethically  qualified  shall  be  eligible  for  admission  to 
hospital  staff  privileges  on  an  equal  basis,  regard- 
less of  race.” 

On  recommendation  of  the  Board  of  Trustees,  the 
name  of  the  Council  on  Medical  Education  and 
Hospitals  was  changed  to  the  Council  on  Medical 
Education,  and  that  of  the  Council  on  Scientific 
Assembly  to  the  Council  on  Postgraduate  Programs. 
This  report  was  adopted. 

There  was  considerable  discussion  regarding  the 
suggestion  made  by  the  Council  on  Constitution  and 
By-Laws  which  would  permit  the  opening  meeting  of 
the  House  of  Delegates  to  be  held  on  Sunday  after- 
noon or  evening  i-ather  than  Monday  morning.  Some 
argued  that  if  this  recommendation  were  adopted 
it  might  be  in  considerable  conflict  with  the  vari- 
ous preconvention  meetings.  The  recommendation 
was  approved  by  the  House  and  referred  to  the 
Speaker  and  Vice  Speaker  for  implementation.  The 
AMA  staff  was  instructed  to  study  the  feasibility 
of  moving  foi'ward  the  opening  of  the  Clinical  Meet- 
ing to  two  weeks  before  Thanksgiving  Day. 

In  November,  1962,  the  House  of  Delegates 
adopted  the  Board  of  Trustees  report  on  “Effi- 
ciency Study  of  Hospital  Records.”  At  this  session 
it  was  changed  to  read: 

“A  short  form  medical  record  may  be  used  in 
cases  of  a minor  nature  and,  in  general,  should 
apply  to  hospital  status  of  48  hours  or  less.  Ton- 
sillectomies, cystoscopies,  lacerations,  plaster  casts, 
removal  of  superficial  growths  and  accident  cases 
held  for  observation  are  some  examples  of  cases 
where  the  use  of  the  short  form  is  in  order.”  This 
change  was  adopted. 

Thirty  resolutions  were  introduced.  I would  like 
to  cite  some  which  should  be  of  general  interest. 

Resolution  No.  1,  introduced  by  the  delegations 
from  Texas,  Pennsylvania  and  Illinois,  had  to  do 
with  the  tragic  death  of  President  John  F.  Ken- 
nedy. This  resolution  read  as  follows: 

“Whereas,  Members  of  the  American  Medical 
Association,  along  with  all  Americans,  were 
deeply  shocked  by  the  tragic  death  of  President 
John  Fitzgerald  Kennedy;  and 

“Whereas,  He  was  a dedicated  leader  who 
fought  vigorously  for  those  ideals  in  which 
he  believed;  and 

“Whereas,  He  championed  the  dignity  of  man 
and  the  cause  of  peace  throughout  the  world; 
now'  therefore  be  it 

“RESOLVED,  That  the  House  of  Delegates 


of  the  American  Medical  Association  express 
its  heartfelt  sympathy  in  a letter  to  Mrs. 
Kennedy,  her  children  and  to  the  late  President’s 
family;  and  be  it  further 

“RESOLVED,  That  a copy  of  this  resolution 
accompany  the  letter  of  sympathy.” 

The  resolution  w'as  not  referred  to  a reference 
committee  but  adopted  by  a standing  vote  of  the 
House  of  Delegates. 

Another  resolution  w'as  introduced  by  the  Texas 
delegation  titled,  “Best  Wishes  to  President 
Johnson,”  the  resolves  of  which  are  as  follows: 

“RESOLVED,  That  the  House  of  Delegates 
of  the  American  Medical  Association  extend 
best  wishes  and  good  health  to  President  John- 
son, and  pledge  its  support  in  forging  national 
unity  in  the  weeks  and  months  ahead;  and  be  it 
further 

“RESOLVED,  That  the  American  Medical 
Association  particularly  wishes  to  offer  its  re- 
sources, its  counsel,  and  its  cooperation  to 
President  Johnson,  and  stands  ready  to  confer 
w’ith  him  and  his  Administration  on  matters  of 
health  wdth  the  objective  of  making  available 
the  highest  quality  of  medical  care  possible  to 
the  people  of  this  nation.” 

A resolution  submitted  by  the  Pennsylvania  dele- 
gation having  to  do  with  “Hospitals  to  Purchase 
Malpractice  Insurance  for  Interns  and  Residents” 
W'as  referred  to  the  Board  of  Trustees  for  further 
study  and  report  back  to  the  House  of  Delegates  dur- 
ing its  next  meeting. 

The  Oregon  and  Florida  delegations  presented  a 
resolution  which  called  for  “Payment  of  Expenses 
of  American  Medical  Association  Past  Presidents 
to  the  Association’s  Annual  and  Clinical  Sessions.” 
This  resolution  w'as  adopted.  Your  delegates  op- 
posed. 

The  Michigan  delegation  presented  a resolution 
favoring  the  inclusion  of  all  physicians  under  the 
Federal  Social  Security  Program.  This  along  w'ith 
a resolution  presented  by  the  Georgia  delegation 
urging  the  AMA  to  reaffirm  its  policy  of  opposing 
the  inclusion  of  self  employed  physicians  under  so- 
cial security  w'ere  considered  concurrently.  The 
House  adopted  the  Georgia  resolution;  that  from 
Michigan  w'as  not  adopted. 

The  House  approved  a Board  of  Trustees  pro- 
posal that  the  American  Medical  Association  Educa- 
tion and  Research  Foundation  undertake  a “com- 
prehensive program  of  research  on  tobacco  and 
health,”  the  study  to  be  devoted  pitmarily  to  deter- 
mining which  significant  human  ailments  may  be 
caused  or  aggravated  by  smoking,  how'  they  may 
be  caused,  the  particular  element  or  elements  in 
smoking  that  may  be  the  causal  or  aggravating 
agent,  and  methods  for  the  elimination  of  such 
agent.”  Subsequent  to  the  House  action  the  AMA 
Board  of  Trustees  voted  to  contribute  $500,000  to 
help  finance  this  research  program  and  invited  other 
sources,  such  as  industry,  foundations,  et  cetera,  to 
contribute  to  this  fund. 

The  House  approved  the  Board  of  Tr-ustees  re- 
port on  Professional  Relationships  w'ith  Voluntary 
Health  Agencies,  which  stated,  “The  AMA  will 
maintain  its  policy  of  neither  approving  nor  dis- 
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approving  national  voluntary  health  agencies  but 
would  through  its  Committee  on  Voluntary  Health 
Agencies  maintain  its  position  of  offering  guidance 
on  medical  aspects  of  national  voluntai’y  health 
agency  programs.”  The  Committee  on  Voluntaiy 
Health  Agencies  was  given  the  status  of  a Council 
in  the  AMA  organizational  stinicture. 

The  House  expressed  gratification  that  the  work 
of  the  Committee  on  Medicine  and  Religion  has 
received  acceptance  and  support  from  state  and 
county  medical  societies,  religious  groups  and  other 
related  organizations. 

The  House  urged  that  the  term  “the  aging”  be 
used  instead  of  “the  aged”  in  all  statements  by 
the  medical  pi'ofession  regarding  older  persons. 

The  House  approved  a resolution  containing  the 
assertion  that  listings  in  the  American  Medical  Di- 
rectory “have  become  difficult  to  decipher.”  The 
AMA  staff  was  requested  to  seek  improvement  in 
the  foiTnat  of  the  Directory. 

The  House  accepted  an  interim  report  from  the 
Commission  on  the  Cost  of  Medical  Care.  David  B. 
Allman,  MD,  ChaiiTnan  of  the  Commission,  said  the 
four  volume  final  report  will  be  presented  to  the 
House  during  the  June,  1964,  session. 

The  responsible  authorities  of  the  United  States 
Goveimment  were  requested  to  appoint  an  ophthal- 
mologist to  all  Boards  of  Disability  and  Retire- 
ment having  eye  cases  under  consideration. 

Blood  banks  came  in  for  consideration,  the  House 
stating  that  “It  is  highly  essential  that  the  organ- 
ization of  new  blood  banking  programs  and  the 
modification  of  existing  ones  should  have,  in  the 
interest  of  public  health  and  safety,  the  approval 
of  the  county  or  district  medical  society,  and  there- 
fore, should  be  coordinated  with  existing  approved 
blood  banking  facilities.” 

Many  members  of  the  Nebraska  State  Medical 
Association  have  had  the  privilege  of  meeting  Mr. 
Thomas  A.  Hendricks,  who  retired  December  31, 
1963,  after  twenty  years  of  seiwice  to  the  AMA. 
He  was  given  a rising  vote  of  thanks  by  the  House 
of  Delegates,  and  during  the  luncheon  meeting  of 
“Aces  and  Deuces”  was  made  an  honorary  mem- 
ber, the  second  individual  to  receive  this  recogni- 
tion, and  was  also  declared  Poet  Laureate  of  this 
organization. 

RECOMMENDATIONS 

1.  In  past  reports  your  delegates  have  recom- 
mended that  our  Association,  in  a method  to  be 
devised,  contribute  as  a whole  to  the  Funds  for 
Medical  Schools  and  the  Loan  Guarantee  Program. 
We  are  as  of  now  of  the  same  opinion.  The  ma- 
jority of  states  have  such  continuing  programs. 

As  an  example  — the  Utah  State  Medical  Asso- 
ciation, during  the  immediate  past  session,  contrib- 
uted $13,407.00  to  the  two  programs.  Approximate 
figures,  comparing  Nebraska  and  Utah  as  of  a few 
years  ago,  should  be  of  interest: 


Nebraska  Utah 

Population  1,452,000  851,000 

Physicians  1,515  1,026 

Members  of  AMA 1,276*  787* 

Contributions  $5,808.50**  $13,407.00** 


* — (84.2%  in  Nebraska  and  76.7%  in  Utah) 

** — (By  individuals  in  Nebraska  and  by  State  As- 
sociation in  Utah) 


To  date,  other  than  through  actuaries’  reports, 
Nebraska  has  not  been  recognized  on  the  floor  of 
the  House  of  Delegates  as  contributing  one  thin 
dime. 

2.  Your  delegates  approve  the  suggestion  re- 
garding older  persons,  i.e.,  the  teiTn  “aging”  be 
substituted  for  “the  aged”  in  all  future  references 
regarding  the  elderly. 

3.  It  would  be  well  if  all  members  of  this  As- 
sociation attending  annual  or  clinical  conventions  of 
the  AMA  would  contact  one  or  the  other  of  your 
delegates  or  Ken  Neff,  giving  the  following  infonna- 
tion: 

(a)  Date  of  arrival 

(b)  Registered  — when 

(c)  Address  during  meeting 

(d)  Date  of  departure 

4.  Members  of  our  Association  when  attending 
national  conventions  of  the  AMA  should  attend  at 
least  one  meeting  of  the  House  of  Delegates  as  well 
as  one  meeting  of  a reference  committee  having  to 
do  with  the  individual’s  interests. 

Respectfully  submitted, 

j.  D.  McCarthy,  md. 

Delegate. 

REPORT  ON  9TH  NATIONAL  CONFERENCE 
ON  PHYSICIANS  AND  SCHOOLS 
Chicago,  Illinois 
October  10,  11,  12,  1963 

Conference  Theme:  “Building  Better  Relation- 

ships for  School  Health” 

Plan  of  Conference: 

Presentations  coveidng  several  health  problem 
areas  were  given  during  the  general  sessions. 

Two  major  areas:  Health  Education  and  Local 
Relationships  were  the  subjects  of  discussion  for 
each  of  twenty  discussion  groups.  A balanced  rep- 
resentation of  professions  and  geographical  re- 
gions were  included  in  each  group. 

Purposes  of  the  National  Conferences: 

1.  To  evaluate  progress  in  the  health  and  fitness 
of  youth  in  relation  to  the  National  Confer- 
ence on  Physicians  and  Schools. 

2.  To  discover  effective  methods  of  W’oi'king  to- 
gether for  the  improvement  of  school  health 
in  a physical  education  program. 

3.  To  explore  in  our  present  patteim  of  living 
the  basic  factors  that  influence  the  total 
health  and  fitness  of  youth. 

4.  To  agree  on  policies  for  joint  action  for  public 
health,  education  and  medicine  that  will  lead 
to  the  development  of  essential  sendees  for 
health  and  fitness. 

5.  To  point  up  and  emphasize  the  fundamental 
responsibility  for  each  family  in  promoting  the 
health  and  fitness  of  youth. 

Keynote  Address: 

The  keynote  address  was  given  by  Dr.  Delbert 
Oberteuffer,  PhD,  Editor  of  The  Journal  of  School 
Health,  Professor  of  Health  Education,  Ohio  State 


198 


Nebraska  S.  M.  J. 


University.  He  gave  a significant  address  sum- 
marizing the  position  of  health  education  at  this 
time.  He  recommended  nine  points  that  would  need 
to  be  carried  out  in  order  to  upgrade  the  present 
petition  of  health  education  in  this  country.  These 
nine  points  were  as  follows: 

1.  We  must  continue  our  unremitting  efforts  at 
local  and  state  levels  to  develop  and  extend 
coui’ses  of  study  and  curriculums  in  health 
education  throughout  the  educational  system 
from  elementary  to  college.  No  retreat  in 
face  of  any  pressures  whatsoever  is  indicated. 
Education  in  health  just  happens  to  be  the 
most  important  fundamental  in  all  of  educa- 
tion. 

2.  Someone  by  some  means  should  finance  and 
support  the  development  of  a national  (I  did 
not  say  federal)  curriculum  study  in  health 
education.  There  are  such  studies  now  going 
on  in  language,  chemistry,  physics,  and  mathe- 
matics. In  fact  there  are  two  or  three  such 
studies  going  on  in  some  of  those  areas. 
More  than  two  hundred  million  dollars  have 
been  supplied  to  support  institutes  for  sci- 
ence teachers  and  the  National  Science  Foun- 
dation has  appropriated  approximately  thirty 
million  dollars  to  develop  modern  high  school 
courses.  They  are  highly  useful.  The  studies 
are  strengthening  these  areas  all  over  the 
country.  We  should  have  such  a national  ef- 
fort, well  financed  and  staffed  and  national  in 
scope. 

3.  Through  some  agency,  federal  or  otherwise, 
we  should  develop  a whole  battery  of  insti- 
tutes, workshops,  scholarships  and  other  de- 
vices to  improve  teaching  and  teachers  in 
health  education.  What  the  National  Science 
Foundation  has  done  for  science  teachers 
should  be  done  for  health  education  teachers. 
More  in-service  opportunities  for  improve- 
ment of  teaching  are  urgently  needed  in  health 
education. 

4.  There  should  be  a massive  national  effort  to 
open  up  school  health  education  as  a recog- 
nized “solid”  teaching  field  with  a recog- 
nized and  accredited  personnel.  No  small  ef- 
fort or  one  year  program  will  be  effective 
here.  We  need  a hundred  thousand  teachers 
in  this  field  easily  and  whatever  assistance 
we  can  get  will  be  helpful.  It  is  high  time 
health  education  moved  out  of  the  “special 
subject”  area  into  the  “Solid”  class  along 
with  other  “tool”  subjects.  If  health  is  not 
a “tool”  to  be  used  in  the  process  of  living,  I 
fail  to  know  what  it  is. 

5.  We  need  greater,  more  intelligent,  more  pro- 

ductive cooperation  between  the  five  prin- 
cipal professional  organizations  now  in  the 
field:  The  American  School  Health  Asso- 

ciation, the  School  Health  Section  of  APHA, 
the  Public  Health  Section  of  APHA,  the 
Health  Education  Division  of  the  AAHPER, 
and  the  Society  of  Public  Health  Educators. 
Just  why  we  have  five  separate  and  inde- 
pendent groups  all  generically  related  is  be- 
yond me  but  we  do  and  I’m  not  suggesting 
any  organic  coalition  at  this  time.  . . I know 
better!  But  at  least  they  should  get  to- 


gether once  in  a while  at  either  Committee, 
Commission,  or  Session  level  and  discuss  com- 
mon and  related  problems. 

6.  We  should  as  individuals,  and  as  groups,  con- 
tinue to  develop  the  proper  image  of  health 
education  in  all  and  sundry  education  Boards, 
Associations,  and  Commissions.  The  Educa- 
tional Policies  Commission,  for  example,  or 
the  ASCD  should  not  only  be  aware  of  health 
education  but  personnel  from  health  education 
should  be  in  attendance  at  the  meetings,  seiz- 
ing on  committees,  and  as  officers.  To  my 
knowledge,  only  three  people  from  health  and 
physical  education  attended  the  recent  TEPS 
meeting  and  wouldn’t  it  be  fine  if  more  joint 
meetings  could  be  arranged  ? Perhaps  this 
development  of  a proper  image  of  health  edu- 
cation could  be  a project  for  our  Joint  Com- 
mittee on  Health  Problems  in  Education. 
That  idea  has  possibilities. 

7.  Surely  organized  medicine  as  represented  by 
this  national  body,  and  state  and  local  med- 
ical societies,  should  continue  their  fine  co- 
operative relationships  with  educational 
groups;  and, 

8.  Educational  groups  should  increase  their  ef- 
forts to  seek  out  and  use  medical  consultation 
on  all  matters  of  health  programming  and 
curriculum  development.  If  there  is  a liaison 
between  health  and  education  at  the  organic 
and  holistic  levels,  such  a liaison  can  be  rec- 
ognized operationally  only  if  personnel  in 
education  and  the  health  sciences  join  in  the 
development.  If  we  can  continue  our  ef- 
forts to  reconstruct  basic  concepts  of  the  edu- 
cational process  and  its  purposes,  it  will  re- 
quire cooperative  action  united  against  those 
who  would  fragment  the  child  and  deal  with 
him  only  as  an  intellect  ready  to  be  trained 
to  the  will  of  the  authoritarian. 

9.  And  last,  we  must  all  lift  health  education  out 
of  the  uninspired  and  old-fashioned  pattern 
of  presenting  its  material  “merely  as  an 
aggregate  of  facts,  often  as  truisms  put  to- 
gether with  a suffusion  of  majesty  about  their 
factualness.”  Facts  alone  do  not  always  solve 
problems.  We  must  seek,  and  help  our  stu- 
dents seek,  the  sub-stratum  of  ideas  beneath 
the  facts;  those  ideas  which  unify  and  give 
meaning  to  all  scientific  knowledge.  It  is  this 
sub-stratum  which  we  must  reach  if  we  are 
to  be  permanently  effective  in  affecting  be- 
havior and  motivation.  The  ideas  and  facts 
from  science  will  integrate  with  those  from 
philosophy  and  religion  and  ethics  and  his- 
tory and  will  thus  have  greater  chance  to 
become  a part  of  the  learning  matrix  of  reason. 
We  must  remember  Locke’s  characterization  of 
understanding  as  “the  thing  that  sets  man 
above  the  rest  of  sensible  beings  and  gives 
him  all  the  advantage  and  dominion  he  has 
over  them.”  Science,  which  has  given  us  most 
of  the  facts  for  health  education,  having 
taught  us  “hovv'  to  swim  the  seas  like  fish, 
how  to  fly  through  the  air  like  birds,  to  rise 
into  space  like  demigods,  may  finally  teach  us 
to  walk  the  earth  like  men.” 


April,  1964 
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Brief  Evaluation  of  Conference: 

This  conference  provided  an  opportunity  for  pri- 
vate practitioners  of  medicine,  medical  consult- 
ants to  public  school  boards,  medical  directors  of 
school  health  programs,  health  educators,  super- 
intendent of  schools  and  professional  lay  leaders 
from  health  organizations  to  meet  and  discuss  the 
present  day  school  health  problems  and  to  attempt 
to  ari'ive  at  a better  working  relationship.  It  is 
most  important  that  superintendents  and  teachers 
understand  physicians  and  the  para-medical  per- 
sonnel. Likewise,  it  is  important  that  the  physi- 
cians and  para-medical  personnel  understand  the 
problems  of  the  superintendents  and  teachers. 
There  was  a very  significant  session  on  building 
better  relationship  at  the  community  level  and  such 
problems  as  the  following  were  discussed; 

“A  school  child  has  what  appears  to  be  a 
serious  emotional  problem.  A counselor  who  is 
a psychologist  refuses  to  give  the  school  physi- 
cian (supplied  by  the  health  department)  the 
findings  of  his  tests,  since  this  is  “privileged” 
material.  The  physician  feels  that  any  infor- 
mation on  the  health  of  a child  is  important 
to  his  overall  referral  considerations.  What 
could  be  done  in  this  situation? 

“A  school  system  enlisting  aid  for  emotion- 
ally disturbed  students  uses  a plan  of  direct  re- 
ferral to  a psychiatric  clinic,  with  the  approval 
of  parents.  Other  local  physicians  generally 
feel  that  these  referrals  should  be  made  through 
the  child’s  family  physician.  How  can  this 
problem  be  resolved  ? 

“In  a community  where  periodic  health  ex- 
aminations of  teachers  are  required,  some  of 
the  teachers  become  discouraged  about  seek- 
ing these  examinations.  Some  were  made  to 
feel  that  their  physicians  did  not  have  time 
to  schedule  them  for  such  examinations,  and 
that  the  physicians  were  not  strong  supporters 
of  the  procedure.  Consequently,  some  of  the 
school  board  members  felt  that  physicians 
should  be  hired  to  thoroughly  examine  the 
teachers  according  to  a medically  prescribed 
pattern.  However,  when  the  requirement  was 
established  the  medical  society  had  expressed  a 
strong  preference  for  examination  in  the  office 
of  the  teacher’s  personal  physician.  What  ac- 
tion might  be  taken  under  these  circumstances?” 

Recommendations: 

I.  I would  like  to  recommend  that  for  the  10th 
National  Conference  on  Physicians  and  Schools 
in  1965,  that  physicians  on  school  boards  and 
those  physicians  who  are  consultants  to  school 
health  programs  in  Nebraska  be  invited  to 
attend  this  conference. 

II.  Consideration  be  given  to  a Nebraska  Physi- 
cians and  Schools  Conference  to  be  held  on  the 
alternate  years  to  the  American  Medical  Asso- 
ciation’s National  Conference  on  Physicians  and 
Schools. 

Respectfully  submitted, 

SAMUEL  I.  FUENNING,  MD, 
Representative  of  the  Nebr. 
State  Medical  Assn,  to  the 
9th  Conference  on  Physicians 
and  Schools. 


REPORT  OF  DELEGATE  TO  THE  NORTH 
CENTRAL  MEDICAL  CONFERENCE 

Your  delegate  was  again  privileged  to  attend 
the  North  Central  Medical  Conference  held  on 
November  4,  1963,  in  Minneapolis,  Minnesota.  The 
usual  excellent  pi-ogram  of  the  current  socio-eco- 
nomic aspects  of  medicine  through  the  past  year 
was  again  presented.  The  meeting  was  high  light- 
ed by  the  presence  of  our  AMA  President,  Dr. 
Edward  R.  Annis,  who  presented  during  the  regu- 
lar part  of  the  meeting,  a discussion  of  medicines 
challenges  of  the  ’60’s.  Dr.  Annis  pointed  out  the 
importance  of  improving  communications  within 
the  various  fields  of  medicine  itself  and  the  im- 
portance also  of  communication  with  the  people  out- 
side of  medicine.  At  the  dinner  meeting  following 
the  regular  session.  Dr.  Annis  gave  the  President’s 
Address  and  in  this  pointed  out  again  the  con- 
tinued problems  relative  to  the  King-Anderson 
Bill. 

Recent  legislation  effecting  the  practice  of  medi- 
cine in  the  various  component  states  was  presented 
by  representatives  from  the  various  areas.  These 
reports  were  primarily  a listing  of  the  specific 
legislation  that  had  been  passed.  Your  delegate 
was  on  this  particular  panel  and  the  recent  legis- 
lation from  Nebraska  was  outlined. 

The  executive  officer  of  the  Minnesota  Depart- 
ment of  Health,  Dr.  R.  N.  Barr,  presented  a paper 
on,  “Planning  for  TB  Eradication  in  the  North 
Central  Area.”  In  this  report  Dr.  BaiT  indicated 
that  there  was  some  danger  that  funds  for  tuber- 
culosis control  would  dry  up  long  before  the  disease 
is  eradicated  and  some  fear  that  there  will  be  a 
dangerous  up-surge  of  infection  unless  federal  funds 
continue  to  be  made  available  for  tuberculosis 
eradication.  He  also  indicated  in  his  report  that 
the  Surgeon  General  has  appointed  a task  force 
for  tuberculosis  eradication  with  the  objective  of 
increasing  funds  especially  for  areas  with  low  in- 
cidence of  tuberculosis. 

Joe  Miller,  Executive  Director  for  AMPAC,  re- 
viewed again  the  political  action  necessary  for  the 
coming  year. 

The  new  Department  of  Medicine  and  Religion 
developed  by  the  American  Medical  Association 
has  as  its  main  objective  the  bringing  together 
of  the  physical,  spiritual,  social  and  emotional  fac- 
tors of  illness  in  general.  The  Rev.  Paul  B.  Mc- 
Cleave  reviewed  this  new  aspect  of  the  patient  ap- 
proach. His  discussion  centered  about  the  need 
for  each  of  the  medical  communities  to  develop  rap- 
port with  the  local  clergy  in  order  to  facilitate  this 
type  of  total  patient  management. 

Mr.  H.  L.  Tolser  of  Madison,  Wisconsin,  speak- 
ing for  the  Wisconsin  Physician  Seiwice,  a division 
of  the  State  Medical  Society  of  Wisconsin,  dis- 
cussed the  administration  of  a unique  surgical- 
medical  insurance  policy  which  they  have  in  Wis- 
consin, identified  as  its  Special  Seiwice  Contract. 
This  is  a different  approach  to  the  payment  of  fees 
by  insurance  carriers  with  the  thought  that  no  fee 
schedule  is  necessary  but  that  doctoi’s  will  simply 
charge  the  usual  and  customary  fees  and  that 
these  will  be  paid  if  they  fall  in  line  with  the  aver- 
age going  fees  for  a particular  community  and 
for  a particular  disease  or  procedure. 
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It  was  the  general  feeling  of  those  attending 
the  meeting  that  some  time  would  be  necessaiy  to 
adequately  evaluate  this  particular  service  contract 
as  to  its  efficiency  and  ultimate  satisfaction  to  both 
the  physician  and  patient. 

Drs.  T.  E.  Pederson  of  Jamestown,  North  Dakota; 
J.  M.  Strickney  of  Rochester,  Minnesota;  L.  O. 
Simenstad  of  Osceola,  Wisconsin;  and  Donovan  F. 
Ward  of  Dubuque,  Iowa,  made  up  a panel  which 
presented  medicines  challenges  of  the  ’60’s  as  seen 
from  the  North  Central  area. 

At  the  business  meeting  following  the  regular 
session,  your  delegate  was  made  President-elect  of 
the  North  Central  Conference  to  take  office  in  the 
fall  of  1964. 

Respectfully  submitted, 

PAUL  J.  MAXWELL,  MD, 
Delegate. 

REPORT  OF  ALLIED  PROFESSIONS 
COMMITTEE 

Loyd  R.  Wagner.  MD,  Hastings,  Chainnan  ; Harry  McFad- 
den,  Jr.,  MD,  Omaha;  Otis  W.  Miller,  MD.  Ord ; Walter 
Reiner.  MD,  Holdrege : William  Doeiing,  MD,  Franklin ; Ken- 
neth R.  Dalton,  MD,  Genoa. 

During  the  past  year,  no  major  problems  have 
been  presented  to  the  Allied  Professions  Committee 
of  the  Nebraska  State  Medical  Association.  Activ- 
ities, however,  have  been  carried  on  in  several  fields, 
as  described  below. 

The  Association  was  invited  to  participate  in  the 
possible  formation  of  a Nebraska  Health  Careers 
Committee,  having  as  its  purpose  reciniitment  of 
people  into  the  medical  and  para-medical  fields.  As 
Chairman  of  the  committee,  I have  attended  several 
meetings  of  exploratory  nature,  concerning  the  feas- 
ibility of  establishing  such  a group.  It  was  thought 
advisable  not  to  participate  in  the  formation  of 
such  a group  at  this  time  because  of  problems  of 
finance,  representation  of  various  organizations  and 
general  unworkability  of  a Health  Careers  Council 
on  the  scope  which  was  discussed. 

Members  of  this  committee  have  continued  to  sup- 
port the  activities  of  the  Interprofessional  Council. 
Several  meetings  were  held.  Under  the  auspices 
of  this  council,  a pilot  project  on  recruitment  was 
carried  out  during  the  past  year.  This  consisted 
of  the  preparation  of  a brochure  with  descriptive 
professional  literature  which  was  given  to  all  of 
the  high  school  careers  councelors  in  the  State  of 
Nebraska.  Our  preliminary  reports  are  that  this 
program  was  well  received  and  it  was  the  decision 
of  the  Interprofessional  Council  to  continue  and 
expand  such  recruitment  activities.  This  was  car- 
ried out  under  the  auspices  of  the  Interprofessional 
Council  and  does  not  involve  the  formation  of  a new 
organization  or  financial  commitment  such  as  was 
contemplated  in  the  above  described  venture. 

This  committee  has  continued  to  hold  the  lay  lab- 
oratory situation  under  suiweillance.  No  direct 
action  has  been  taken  along  this  line  during  the 
past  year.  It  will  be  instituted,  however,  if  and 
when  it  is  deemed  advisable  and  necessary  by  the 
members  of  this  committee. 

Respectfully  submitted, 

LOYD  R.  WAGNER,  MD, 
ChaiiTnan. 


REPORT  OF  BLOOD  AND  BLOOD 
PRODUCTS  COMMITIEE 

Harry  W.  McFadden.  Jr.,  MD,  Omaha,  Chairman  : Pierce 

SIoss,  MD,  Grand  Island ; F.  H.  Tanner,  MD,  Lincoln  ; J.  R. 
Schenken,  MD,  Omaha;  George  J.  Millett,  MD,  Fremont; 
Theodore  Perrin,  MD.  Omaha. 

During  the  past  reporting  year,  the  Committee 
on  Blood  and  Blood  Products  has  received  no  spe- 
cific problems  for  its  consideration.  Individual 
members  of  the  Committee  have  been  contacted, 
and  they  know  of  no  specific  official  business  to 
be  brought  to  the  attention  of  the  Committee. 

Because  of  these  facts,  the  program  of  the  pre- 
vious Committee  on  Blood  and  Blood  Products  has 
been  continued.  Basically,  this  consists  of  sup- 
porting on-going  education  of  persons  working  in 
the  field  of  blood  and  blood  products. 

Respectfully  submitted, 

H.  W.  McFADDEN,  JR.,  MD, 
Chairman. 

REPORT  OF  PUBLIC  HEALTH 

COMMITTEE 

Carl  J.  Potthoff,  MD,  Omaha.  Chairman  ; Thomas  D.  Fitz- 
prerald.  MD,  Alliance;  R.  L.  Grissom.  MD,  Omaha:  Edwin  D. 
Lyman.  MD,  Omaha ; Earl  A.  Rogers,  MD,  Lincoln ; H.  C. 
Stewart.  MD,  Pawnee  City. 

A proposed  statute  providing  for  the  hospitaliza- 
tion of  recalcitrant  tuberculosis  people  and  recom- 
mended by  the  House  of  Delegates,  was  passed 
unanimously  by  the  State  Legislature.  This  bill 
was  prepared  by  committee  members.  The  commit- 
tee cooperated  in  the  state  campaign  to  pi'omotei  im- 
munization against  tetanus.  It  recommended  to  the 
House  of  Delegates  that  a statement  be  sent  to 
Nebraska  educators  affirming  belief  in  the  harmful 
effects  of  cigarette  smoking.  This  recommenda- 
tion was  not  passed.  Upon  request,  the  Chairman 
prepared  an  article  dealing  with  clinical  problems 
resulting  from  exposure  to  agricultural  poisons. 
This  article  was  published  in  the  December,  1963,  is- 
sue of  the  Nebraska  State  Medical  Journal. 

Respectfully  submitted, 

CARL  J.  POTTHOFF,  MD, 
Chairman. 

REPORT  OF  CIVIL  DEFENSE  AND 
DISASTER  COMMITTEE 

George  N.  Johnson.  MD,  Omaha,  Chairman  ; Joe  T.  Hanna, 
MD.  Scottsbluff  : D.  W.  Kingsley.  MD.  Hastings  : H.  Dey  Myers, 
MD,  Schuyler ; John  G.  Wiedman,  MD,  Lincoln  : Isaiah  Lukens, 
MD.  Tekamah. 

The  Civil  Defense  and  Disaster  Committee  held 
a meeting  on  April  4,  1963,  in  Lincoln.  In  addition 
to  the  regular  committee  members,  the  following 
persons  were  also  present:  Mr.  Harold  McGrew 

and  Mr.  Austin  Bacon,  Civil  Defense  Agency,  Lin- 
coln; Mr.  Milton  Parker,  Department  of  Health; 
Mrs.  Betty  Wiley,  Nursing  Association;  Dr.  B. 
L.  Lynch,  Dentistry;  Mr.  Thomas  Keleher,  Phar- 
macy; and  Col.  C.  M.  Mears,  Offutt  Air  Force  Base. 

Dr.  Johnson  asked  for  an  oral  report  from  the 
several  Directors  of  the  200-bed  emergency  hos- 
pitals who  were  present. 

Dr.  French  of  Wahoo,  stated  that  the  emergency 
hospital  in  Wahoo  had  recently  been  inspected  by 
the  group  from  Kansas  City  and  various  needed 
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supplies  were  replaced  and  brought  up  to  date.  He 
felt  their  hospital  was  ready  to  go  and  welcomed 
a training  exercise. 

Mr.  McGrew  of  Lincoln,  discussed  how  a re- 
quest for  an  exercise  is  to  be  made  and  also  the 
steps  necessary  to  carry  out  an  organized  and 
worth  while  exercise.  He  handed  out  some  in- 
fonnation  concerning  the  exercises  that  had  been 
carried  on  across  the  state  and  pointed  out  vari- 
ous problems  encountered  and  how  they  were  worked 
out. 

Dr.  Kingsley  of  Hastings,  mentioned  some  of 
the  exercises  that  were  caiTied  on  in  Hastings  by 
their  own  group  and  said  they  would  be  happy 
to  have  an  exercise  with  the  State  Civil  Defense 
Office.  Tthey  had  encountered  some  problems  in 
obtaining  adequate  personnel  to  set  the  hospital  up. 

Dr.  Joyer  of  Omaha  asked  how  the  stockpiling 
of  equipment  and  supplies  for  collecting  blood  was 
progressing,  because  the  capacity  of  these  hospitals 
had  been  increased. 

Mr.  Parker  mentioned  that  there  are  now  plans 
to  increase  the  amounts  of  supplies  at  the  hos- 
pitals to  operate  on  a thirty  day  basis  instead  of  the 
present  three  day  basis. 

Col.  Mears  mentioned  that  the  Air  Force  is  at- 
tempting to  store  twelve  or  more  36-bed  hospitals 
in  Omaha.  There  are  some  excess  hospitals  around 
that  he  felt  might  be  used.  He  also  mentioned  the 
importance  of  having  some  litters  placed  in  key 
locations  in  case  of  a disaster.  He  mentioned  that 
a 36-bed  hospital  the  Air  Force  has  planned  will  be 
placed  in  Schuyler. 

Dr.  Johnson  asked  how  much  blood  could  be  drawn 
presently  in  Nebraska  hospitals,  exclusive  of  Red 
Cross  and  Civil  Defense.  Dr.  Joyer  said  that  in- 
formation on  this  is  available.  He  said  there  are 
two  mobile  units  available  that  can  draw  blood  for 
ten  days,  and  there  are  fifty-five  blood  centers 
scattered  around  the  area  that  can  furnish  blood 
to  this  locale  in  two  hours  in  case  of  emergency. 

Mr.  Keleher  mentioned  that  the  pharmaceutical 
industry  in  Nebraska  is  fairly  well  equipped  to 
handle  any  medicinal  needs  in  case  of  an  emergency. 
He  said  that  supplies  are  spread  around  the  state 
and  are  available  when  the  need  arises.  One  com- 
ment he  made  is  that  all  the  phannacists  in  a 
town  should  work  with  the  hospital  in  order  that  a 
close  relationship  exist  in  case  of  an  emergency. 
He  mentioned  that  their  gi’oup  has  made  up  a list 
of  all  pharmacists  having  the  emergency  supplies, 
so  that  they  can  be  contacted  quickly.  He  further 
mentioned  the  problems  that  could  exist  in  case  of 
an  emergency  in  obtaining  an  adequate  supply  of 
narcotics.  He  explained  how  they  are  obtained 
now  and  said  that  he  would  inquire  as  to  how  nar- 
cotics could  be  obtained  in  case  of  an  emergency. 

Dr.  Lynch  of  Omaha,  mentioned  that  the  dentists 
have  done  very  little  in  the  Civil  Defense  field  and 
thought  that  they  should  get  started.  He  went  on 
to  say  that  some  of  the  specialists  in  the  field  of 
dentistry  would  be  very  valuable  in  treating  disaster 
victims.  The  committee  agreed  that  this  field 
would  be  of  great  value  and  the  possibilities  of  in- 
cluding them  in  this  pi’ogram  were  discussed. 

Mrs.  Betty  Wiley  of  Omaha,  stated  that  the 
nurses  were  having  a meeting  on  disaster  proce- 


dures during  the  week  of  April  8th.  She  mentioned 
that  they  are  anxious  to  help  in  any  way  they 
can;  and  she  went  on  to  mention  how  they  have 
helped  in  setting  up  and  operating  the  emergency 
hospitals  across  the  state. 

Dr.  Kingsley  brought  up  the  subject  of  teaching 
Medical  Self  Help  Training  in  the  schools  of  the 
state.  He  felt  that  if  the  children  had  some  train- 
ing in  this  field  they  would  retain  the  infoi-mation 
when  graduated  and  this  would  be  of  great  value  in 
case  of  emergency. 

Mr.  Parker  discussed  the  kits  that  have  been  re- 
ceived by  him  on  Medical  Self  Help  Training.  He 
then  showed  some  slides  that  are  included  in  the 
kits  and  explained  the  manner  in  which  the  kits 
are  used.  He  mentioned  that  approximately  3000 
people  in  Nebraska  have  had  this  Self  Help  pro- 
gram. 

Dr.  Johnson  discussed  a report  on  68  hospitals  in 
Nebraska  concerning  the  manner  in  which  they  are 
equipped  for  disaster  and  Civil  Defense  activities. 
The  report  showed  a great  need  for  education  of 
the  hospitals  in  the  disaster  program.  The  com- 
mittee decided  to  have  this  information  sent  out 
to  the  public  and  make  them  aware  of  this  situa- 
tion. Mr.  McGrew  will  prepare  a paper  on  this 
report  for  distribution  to  the  public.  A copy  will 
be  sent  to  Mr.  Neff  before  publication. 

Dr.  Johnson  further  reported  that  during  the 
first  three  months  of  1963,  the  (16)  Civil  Defense 
Emergency  Hospitals  in  Nebraska  were  inspected 
by  persons  from  the  Government  Services  Admin- 
istration in  cooperation  with  the  U.S.  Public  Health 
Service.  At  this  time,  outdated  items  were  re- 
placed and  any  storage  deficiencies  were  noted 
such  as  lack  of  fire  extinguishers,  veiTnin  control 
or  adequate  refrigeration  space.  It  was  also  rec- 
ommended that  the  X-ray  paper  be  kept  under  re- 
frigeration. It  is  now  planned  each  Civil  Defense 
Emergency  Hospital  will  be  inspected  annually  as 
outlined  above  and  the  next  series  for  Nebraska  is 
scheduled  for  April,  1964. 

He  further  indicated  that  in  the  light  of  anticipat- 
ed expenditures  by  the  Public  Health  Seiwice  for  this 
purpose,  it  is  not  likely  that  more  than  three  or  four 
additional  hospitals  will  become  available  each  year 
to  Nebraska  until  the  desired  coverage  is  obtained. 

It  was  further  reported  that  the  two  CDEH  train- 
ing units  remain  in  Nebraska,  stored  in  Omaha  and 
Crete  respectively.  In  addition  to  these,  a new  pro- 
totype training  unit  (containing  representative 
items  of  the  stored  hospital  but  mounted  on  display 
boards)  was  obtained  by  Nebraska  from  the  Public 
Health  Service  in  October,  1963,  for  a limited  period 
of  time  for  evaluation  purposes.  Only  eleven  of 
these  were  procured  for  use  throughout  the  counti’y 
and  Nebraska  was  asked  to  use  one  in  the  light  of 
its  past  program  and  future  plans  concerning  Civil 
Defense  Emergency  Hospitals. 

This  new  unit  was  displayed  in  October  in  Lin- 
coln during  the  annual  meeting  of  the  State  Hos- 
pital Association  with  about  700  persons  visiting  the 
display.  It  was  also  displayed  in  Omaha  during 
the  Omaha-Midwest  Clinical  Society  meeting  when 
over  1700  persons  were  in  attendance.  (For  the 
Omaha  meeting.  Dr.  Richard  Svehla  sponsored  and 
made  arrangements  for  the  display  of  this  unit). 

A CDEH  training  exercise  was  conducted  in 
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Schuyler  on  October  6,  and  in  North  Platte  on  De- 
cember 1.  In  North  Platte,  the  new  training  unit 
was  used  and  it  is  planned  that  it  be  used  in  at 
least  four  more  exercises  tentatively  scheduled  dur- 
ing the  coming  winter  months. 

Col.  Mears  told  of  the  Civil  Defense  Program 
in  the  State  of  Washington  and  mentioned  that  the 
program  here  is  much  further  along  and  being  car- 
ried out  to  a much  greater  extent.  He  did  feel  that 
the  Dental  Association  and  the  Veterinary  Associa- 
tion should  be  included. 

In  conclusion,  Dr.  Johnson  suggested  that  a mem- 
ber of  his  committee  meet  with  the  Pharmaceutical 
Association,  the  Dental  Association,  the  Hospital 
Association,  and  the  Veterinaiy  Association  and  ex- 
plain this  program  in  detail.  It  was  suggested 
that  the  various  associations  be  contacted  and 
asked  to  place  this  matter  on  the  program  of  their 
next  annual  meeting. 

Dr.  Joe  T.  Hanna  of  Scottsbluff,  a member  of  the 
Civil  Defense  and  Disaster  Committee,  attended 
the  regional  meeting  of  the  AMA  Committee  on  Dis- 
aster Medical  Care  in  August,  1963,  in  Denver,  Colo- 
rado. 

Respectfully  submitted, 

GEORGE  N.  JOHNSON,  MD, 
ChaiiTnan. 


REPORT  OF  CONSTITUTION  AND 
BY-LAWS  COMMITTEE 

C.  R.  Brott,  MD,  Beatrice.  Chairman ; Joseph  J.  Borghoff, 
MD,  Omaha ; R.  S.  Wycoff,  MD,  Lexington ; W.  Max  Gentry, 
MD.  Gering : R.  W.  Gillespie,  MD,  Lincoln ; Houtz  G.  Steen- 
burg,  MD,  Aurora. 

The  Constitution  and  By-Laws  Committee  held 
one  meeting  during  the  past  year. 

Minor  recommendations  were  made  by  the  Com- 
mittee for  changes  in  the  Constitution  and  By-Laws. 

These  recommendations,  as  listed  below,  were  pre- 
sented and  approved  by  the  House  of  Delegates  at 
the  1963  Annual  Session: 

Constitution 

Article  VI,  Section  3 — Elimination  of  the 
word  “now” 

Article  VI,  Section  5 — Adding  the  word 
“consecutive” 

By-Laws 

Chapter  XI,  Section  1 — Adding  the  word 
“consecutive” 

Chapter  XIII,  Section  1 — CoiTects  mistaken 
reference  in  third  paragraph 

Chapter  XIII,  Section  1 — CoiTects  mistaken 
reference  in  fifth  paragraph 
Additional  recommendations  approved  by  the 
House  of  Delegates  were  as  follows: 

1.  Elimination  of  the  Voluntary  Health  Agency 
and  the  Veterans  Committees. 

2.  The  changing  of  the  Uniform  Fee  Schedule  for 
Governmental  Agencies  to  the  Relative  Value 
Study  Committee. 

3.  Approval  of  a new  committee  to  be  named  the 
Health  Education  Committee. 

The  committee  has  no  further  recommendations 


or  changes  in  the  Constitution  and  By-Laws  at  this 
time. 

Respectfully  submitted, 

C.  R.  BROTT,  MD, 
ChaiiTnan.  ] 

REPORT  OF  HEALTH  EDUCATION 

COMMITTEE 

Robert  J.  Morgan.  MD,  Alliance,  Chairman  ; Warren  Bosle>', 
MD,  Grand  Island ; S.  I.  Fuenning,  MD,  Lincoln ; Carl  J. 
Potthoff,  MD.  Omaha ; H.  V.  Smith,  MD,  Kearney ; H.  W. 
Shreck,  MD,  Hastings. 

The  Committee  was  organized  early  in  1963,  and 
has  met  six  times  duiing  the  year.  Since  this  is  a 
new  committee,  a brief  resume  of  the  reasons  for 
appointment  of  the  Committee  and  of  the  aims  of 
the  Committee  are  submitted  as  follows: 

We  feel  that  health  instruction  in  our  public 
schools  has  been  inadequate.  In  the  past  twenty- 
five  years,  instiTiction  has  continuously  dwindled 
to  the  point  that  health  subjects  are  virtually  ig- 
nored. This  is  due  to  several  factors,  chief  of 
which  is  the  lack  of  qualified  teachers.  In  Nebraska, 
there  is  no  law  requiring  the  teaching  of  health 
subjects.  The  emphasis  on  science  subjects  has 
virtually  pushed  health  education  aside.  Where 
health  is  taught,  it  is  assigned  to  the  teacher  who 
has  the  least  to  do.  These  teachers  are  usually  not 
qualified  by  training  to  teach  the  subject. 

The  objectives  of  this  Committee,  then  are,  first, 
to  study  what  is  being  taught  in  the  health  field; 
and  second,  to  suggest  what  should  be  taught. 

We  have  met  with  representatives  of  the  State 
Health  Department  and  the  State  Department  of 
Education.  Both  have  been  cordial  and  cooperative. 
They  agreed  with  our  premises  and  are  giving  ac- 
tive help  in  our  endeavors  to  study  the  health  edu- 
cation problem. 

At  present,  we  are  in  the  planning  stage  for 
evaluation  of  health  instruction  in  the  Class  A 
Schools  of  Nebraska.  We  have  selected  the  ques- 
tionnaire to  be  used.  We  will  meet  with  doctors 
in  the  Class  A School  towns  to  enlist  their  help 
in  pushing  the  evaluation  program  through  as 
quickly  as  possible. 

A sub-committee  was  appointed  to  deal  with 
health  of  athletes  in  public  schools.  Thus  far,  we 
have  no  report  from  this  group. 

As  Chairman  of  this  Committee,  I recommend 
that  each  doctor  in  the  State  of  Nebraska  interest 
himself  in  the  health  program  of  his  own  school 
and  assist  us  whenever  possible.  We  believe  that 
the  teaching  of  health  is  a primary  responsibility 
of  the  medical  profession,  not  of  the  home  economics 
department  or  the  physical  education  department. 

Respectfully  submitted, 

ROBERT  J.  MORGAN,  MD, 
Chairman. 

REPORT  OF  JOINT  COMMITTEE  FOR  THE 
IMPROVEMENT  OF  THE  CARE 
OF  THE  PATIENT 

W.  C.  Kenner,  MD,  Nebraska  City,  Chairman : M.  P.  Brols- 
ma,  MD,  Lincoln. 

The  Joint  Committee  for  the  Improvement  of  the 
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Care  of  the  Patient  had  no  official  meetings  during 
the  past  year. 

However,  it  was  represented  on  the  Joint  Com- 
mittee of  the  Nebraska  Hospital  Association,  the 
Nebraska  Medical  Association  and  Nebraska  Blue 
Cross  and  Blue  Shield  in  a study  to  promote  and 
encourage  proper  use  of  Medical  and  Surgical  Seiw- 
ices  and  Hospital  facilities  and  resources. 

The  Committee  heard  reports  of  Utilization  Com- 
mittees from  most  of  the  larger  hospitals  and  a few 
of  the  smaller  hospitals  of  the  state. 

In  these  meetings,  it  was  emphasized  that  these 
studies  are  not  punitive  in  character  but  are  made 
in  an  effort  to  find  what  suggestions  can  be 
made  to  promote  cooperation  between  the  medical 
profession,  the  hospital  administrators,  and  the 
insurance  companies  to  provide  the  best  care  for 
the  patient  at  the  least  practical  cost  in  order  that 
the  private  entei-prise  type  of  medical  care  may  be 
preseiwed. 

It  might  be  well  to  mention  that  at  the  Interim 
Session  of  the  American  Medical  Association  in 
Portland,  a resolution  was  introduced  to  make  the 
establishment  of  a Utilization  Committee  by  a hos- 
pital as  one  of  the  requirements  for  accreditation. 
This  resolution  was  discussed  at  length  but  it  was 
the  consensus  of  opinion  — including  Dr.  Babcock 
of  the  Accreditation  Committee  — that  while  Utili- 
zation Committees  were  heartily  endorsed,  they 
should  not  be  required  for  accreditation. 

Respectfully  submitted, 

W.  C.  KENNER,  MD, 
Chainnan. 

REPORT  OF  MEDICAL  EDUCATION 
COMMITTEE 

D.  B.  Steenburg,  MD.  Aurora.  Chairman  ; F.  Lowell  Dunn, 
MD.  Omaha  : J.  G.  Yost.  MD,  Hastings ; Earl  F.  Leininger, 
MD.  McCook ; Chas.  McLaughlin.  MD,  Omaha ; Frank  Tanner, 
MD,  Lincoln. 

Your  Chainnan  continued  his  attendance  at  the 
Executive  Board  Meetings  of  the  University  of  Ne- 
braska Medical  College  held  at  the  NPI  in  Omaha 
through  the  year  1963. 

Progress  continues  on  all  fronts  and  Dr.  Tollman 
reports : 

Enrollment  in  the  School  of  Nursing  at  one  hun- 
dred with  an  entering  class  of  (28)  twenty  eight. 
Enrollment  in  the  medical  technician’s  continues 
annually  at  (26)  twenty  six.  Enrollment  in  the 
medical  school,  (87)  eighty  seven  in  the  freshman 
class,  with  a total  of  (320)  three  hundred  twenty. 
Enrollment  in  the  graduate  school  is  presently  (60) 
sixty. 

Dr.  Tollman  further  reports  that  Mary  Jo  Henn 
and  Dr.  Warren  Pearse  are  recent  additions  to  the 
administrative  office.  Dr.  Benjamin  is  now  full 
time  in  Anatomy. 

Some  of  the  other  full  time  appointments  include 
Dr.  Brozzel  in  Obstetrics,  Dr.  O’Neal  in  Surgery, 
Dr.  St.  Aublin  in  Radiology  and  Dr.  Henry  Lemon, 
Director  of  the  Eppley  Institute;  also  at  the  Eppley 
are  Dr.  Lambooy  in  charge  of  Bio-Chemistiy,  Dr. 
John  Foley  in  Medicine  and  Dr.  John  Latta  in  elec- 
tromicroscopy. 


The  Eppley  Institute  was  moved  into  this  year 
and  the  renovation  of  the  South  Building  was  com- 
pleted and  returned  to  service. 

In  the  area  of  long  range  planning.  Dr.  Tollman 
reports  that  the  University  has  employed  a finn 
of  architects  to  make  a suiwey  and  draw  plans  for 
the  University  Hospital. 

Dr.  Egan  reports  from  Creighton  Medical  School 
that  the  freshman  class  enrollment  continues  at 
(76)  seventy  six;  the  total  enrollment  at  (288) 
two  hundred  eighty  eight. 

The  funds  received  from  AMEF  have  been  a 
great  help  in  increasing  the  full  time  faculty  to 
(52)  fifty  two  full  time  teachers. 

The  New  Research  Building  was  moved  into  this 
past  year,  and  is  filling  a very  great  need  since 
their  last  building  was  done  in  1938. 

In  the  spring,  ground  will  be  broken  for  the 
basic  science  building  and  in  the  future  with  no 
present  target  date  for  ground  breaking  is  the 
out-patient  building. 

Your  Chairman,  together  with  representatives  of 
our  two  medical  colleges  attended  the  74th  Annual 
Meeting  of  the  Association  of  American  Medical 
Colleges  held  in  Chicago,  October  25  through  Octo- 
ber 30. 

Continuation  Education  Program  opened  Friday, 
October  25,  and  continued  into  Saturday. 

Medical  School  — Teaching  Hospital  program 
opened  Saturday  and  continued  Sunday. 

American  College  Public  Relations  Association  — 
Medical  Section  Sunday,  General  Sessions  Monday 
and  Tuesday  with  AAMC  Committee  hearings  Mon- 
day, and  discussions  on  Medical  Education  Monday. 

Annual  conference  on  Research  in  Medical  Educa- 
tion Wednesday,  October  30th. 

In  the  general  sessions  — Dr.  John  Dudrich  of 
Coimell  gave  the  Presidential  address  on  the  topic, 
“Independence  and  Dependence  of  Medical  Schools.” 

Dr.  John  Ellis,  London,  England,  talked  on,  “The 
Profession  and  the  People.” 

Dr.  Stead  of  Duke,  “Growth  of  a Medical  School 
into  a Medical  University.”  “The  Teaching  of  In- 
fectious Disease”  Report  of  National  Conference, 
Dr.  Thomas  Leelors  of  Emorey  to  mention  a few 
topics. 

Committee  hearings  and  panel  discussions  offered 
a wide  variety  of  approaches  to  the  central  theme, 
“Medical  Education.” 

The  continued  support  of  the  Nebraska  Medical 
Association  by  its  individual  members  to  the  Amer- 
ican Education  Fund  is  greatly  appreciated,  and  is 
doing  a great  good. 

Respectfully  submitted, 

D.  B.  STEENBURG,  MD, 
Chairman. 

REPORT  OF  OCCUPATIONAL  AND 
INDUSTRIAL  HEALTH 

G.  P.  McArdle.  MD.  Omaha.  Chairman  ; E.  L.  MacQuiddy, 
Jr.,  MD.  Omaha  : S.  M.  Bach.  MD,  Omaha : A.  H.  Bonebrake, 
MD.  Nebraska  City : Wilbur  Harley.  MD.  Omaha : Robert 

Hillyer.  MD.  Lincoln. 

One  formal  meeting  was  held  during  the  year; 
and  it  was  felt  at  that  time  we  should  make  a sur- 
vey of  the  industry  here  in  the  State  of  Nebraska 
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as  to  any  specific  problems  they  might  have  wherein 
the  Committee  of  the  State  Association  could  be 
of  help.  , 

From  this  sui-vey,  it  would  appear  the  major 
pi’oblems  are  in  the  field  of  insurance,  whether  it 
be  non-occupational  health  and  accident  coverage 
or  that  of  workman’s  compensation.  Both  of  these 
problems  will  take  further  study  perhaps  not  by 
our  committee,  but  a composite  from  the  State 
Medical  Association. 

We  gained  knowledge  for  the  future  by  means 
of  a new  “Guide  for  Medical  Association  Commit- 
tees on  Occupational  Health,”  recently  released  by 
the  Council  on  Occupational  Health  of  the  AMA. 
Another  new  guide  which  is  available  for  anyone 
interested  is,  “Guide  for  Seminar’s  in  Occupational 
Medicine.”  The  establishment  of  Occupational 
Health  programs  in  small  plants  still  bears  con- 
sideration within  this  state  as  well  as  hiring  of 
the  handicapped  and  perhaps  more  emphasis  of 
teaching  occupational  medicine  in  our  medical 
schools.  We  should  also  give  further  consideration 
and  hours  to  disability  evaluation. 

I am  sure  the  fact  that  industiy  now  knows  the 
State  Medical  Association  has  an  active  committee 
on  occupational  health  to  which  they  may  tum 
for  their  problems,  is  an  asset  to  our  Association; 
and  this  has  been  proven  in  the  past,  for  one  of 
our  best  qualified  members.  Dr.  Wilbur  J.  Harley, 
has  been  called  on  occasion  by  industry  for  their 
problem  cases.  Perhaps  it  would  be  well  for  our 
Association  to  know  industi-y  spent  13.6  billion  dol- 
lars last  year  for  fringe  benefits  in  the  medical 
field,  not  counting  medical  fees  and  hospitaliza- 
tions. 

I also  think  any  of  the  local  societies  should  be 
made  aware  of  the  new  AMA  film,  “Rehabilitation 
Adds  Life  to  Years,”  which  has  been  recently  re- 
leased and  calls  to  our  attention  the  fact  that  seven 
million  Americans  now  have  some  form  of  cardio- 
vascular disease. 

Respectfully  submitted, 

G.  P.  McARDLE,  MD, 
ChaiiTnan. 

REPORT  OF  PREPAYMENT  MEDICAL 
CARE  COMMITTEE 

John  J.  Greir.  MD.  Omaha.  Chairman  ; Houghton  F.  Elias, 
MD,  Beatrice:  C.  B.  Dorwart,  MD,  Sidney;  James  F.  Kennedy, 
MD,  Alliance:  H.  Dey  Myers,  MD,  Schuyler;  Peyton  T.  Pratt, 
MD,  Omaha. 

1963  has  been  one  of  the  most  progressive  years 
in  the  history  of  Nebraska  Blue  Shield.  More 
varied  activities  have  been  carried  on  during  the 
past  year  than  in  any  of  its  previous  20  years 
of  existence. 

The  Board  of  Directors  of  Nebraska  Blue  Shield, 
through  Mr.  William  H.  Heavey,  the  Executive  Di- 
rector, has  hired  several  new  and  well  qualified 
men  to  fill  newly  created  key  positions  in  the  or- 
ganizations. 

The  continued  excellent  and  active  support  of  Ne- 
braska Doctors  of  Medicine  is  evident  in  the  fact 
that  1,156  physicians,  approximately  96%  of  doc- 
tors in  active  private  practice  in  the  state,  are  Par- 
ticipating Physicians  offering  Service  Benefits  to 
its  members.  It  is  the  studied  opinion  of  leaders  in 
this  field  of  American  Medicine  that  Seiwice  Bene- 


fits and  Participating  Physicians  are  the  greatest 
deterrents  to  Federalized  Medicine  that  we  can 
offer. 

A new  Merit  Rated  Program  for  groups  of  25 
or  more  members  was  initiated  during  1963.  Under 
this  program  each  group  is  rated  individually  and 
pays  dues  according  to  their  own  usage.  This 
type  of  rating  is  much  more  realistic  and  enables  the 
Plan  to  compete  in  the  open  market  on  a more  for- 
mal basis. 

The  Plan  is  hiring  Non-Group  Agents  throughout 
the  state  on  a part  time  basis.  They  hope  to  even- 
tually have  about  50  of  these  agents  in  the  field 
in  addition  to  their  regular  full  time  representa- 
tives. This  will  provide  more  personalized  enroll- 
ment and  a better  understanding  by  the  members 
of  exactly  the  type  of  coverage  for  which  they  are 
paying. 

1963  produced  the  largest  enrollment  gain  in 
many  years  by  Nebraska  Blue  Shield.  Among  some 
of  the  large  accounts  enrolled  were  Northwestern 
Bell  Telephone  Company,  Western  Electric  Sys- 
tem, A.  T.  & T.  Long  Lines  Department  and  Boys 
Town.  Nebraska  Blue  Cross-Blue  Shield  was  the 
negotiating  agency  representing  the  several  Blue 
Plans  in  a five-state  area  (Iowa,  Minnesota,  North 
Dakota,  Nebraska  and  South  Dakota)  in  the  agree- 
ment signed  with  the  Northwestern  Bell  Telephone 
Company.  Service  Benefits  and  Participating  Physi- 
cians were  of  prime  importance  in  obtaining  this 
business.  Well  over  50%  of  all  Federal  Employees 
continue  to  be  enrolled  under  Blue  Cross-Blue  Shield. 

During  October,  an  IBM  1401  Data  Processing 
Magnetic  Tape  System  was  installed  by  the  Plans. 
When  in  full  operation,  this  system  will  process 
each  case  individually  as  received,  write  a check  on 
each  individual  case  for  the  doctor,  and  print  an 
exact  copy  for  the  member.  Eventually  it  is  ex- 
pected that  this  system  will  cut  their  office  pi’o- 
cessing  time  in  half. 

The  tempo  of  Public  and  Professional  Relations 
was  stepped  up  considerably  during  the  past  year. 
Each  department  now  has  a full  time  director,  who 
is  able  to  devote  more  of  his  time  to  his  own  spe- 
cialized field.  Because  of  the  rapidly  changing 
picture  in  the  health  field  the  Professional  Rela- 
tions Department  has  been  given  the  responsibility 
of  communications  and  information  for  all  the 
health  disciplines  and  is  now  known  as  the  Health 
Services  Department. 

Health  Seiwices  Personnel  called  on  approxi- 
mately 500  doctors’  offices  during  1963  to  answer 
questions  and  assist  in  processing  Blue  Shield  cases. 
Approximately  700  physicians  were  contacted  per- 
sonally during  this  period.  Fourteen  Workshops  for 
Doctors’  Assistants  were  conducted  last  spring. 
Meetings  with  thirteen  County  Medical  Societies 
were  also  held  during  the  year.  Various  other  allied 
health  discipline  activities  are  regularly  attended 
by  members  of  the  Health  Seiwices  Department, 
such  as  Nebraska  League  for  Nursing,  Hos- 
pital Meetings,  Public  Health  Association  Sem- 
inars, Auxiliary  Meetings,  Nebraska  Health  Ca- 
reers Council,  etc.  Newsletters  and  informational 
material  are  also  mailed  to  the  various  health  dis- 
ciplines. 

Nebraska  Blue  Shield  is  recognized  nationally  as 
having  an  excellent  Plan,  and  that  the  Plan  is  truly 
representative  of  American  Medicines  answer  to 
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prepaying  for  medical  care  in  a free  enterprise  sys- 
tem. 

The  Prepayment  Medical  Care  Committee  recom- 
mends continued  full  support  and  approval  of  the 
Nebraska  Blue  Shield  Plan  by  the  Nebraska  State 
Medical  Association. 

Respectfully  submitted, 

JOHN  J.  GRIER,  MD, 
Chairman. 


REPORT  OF  PSYCHIATRY  COMMITTEE 

Chas.  W.  Landgraf,  Jr..  MD,  Hastings,  Chairman  : Robert 
S.  Wigton.  MD,  Omaha  : Chas.  G.  Ingham,  MD,  Norfolk ; L. 
I.  Grace.  MD.  Blair;  J.  Whitney  Kelley,  MD,  Omaha;  Chester 
H.  Farrell,  MD,  Omaha. 

The  Committee  on  Psychiatiy  of  the  Nebraska 
State  Medical  Association  has  met  six  times  in 

1963,  and  the  next  meeting  will  occur  8 Januaiy, 

1964. 

The  Committee  has  represented  the  Nebraska 
State  Medical  Association  at  many  meetings  at  na- 
tional and  state  levels  including: 

a.  The  Annual  Conference  of  State  Mental 
Health  Representatives  called  by  the  American 
Medical  Association  Council  on  Mental  Health 
in  Chicago  in  March,  1863. 

b.  The  First  Nebraska  Congress  on  Mental  Ill- 
ness and  Health  called  by  the  Nebraska  Psy- 
ciatric  Institute  in  July,  1963. 

c.  The  meeting  of  the  State  Advisory  Committee, 
composed  of  more  than  sixty  professional 
(medical  and  otherwise)  and  lay  people  in- 
terested in  mental  health,  in  Lincoln  in  Octo- 
ber, 1963.  This  Committee  was  ci’eated  as 
part  of  the  Nebraska  Plan  for  Planning 
drawn  up  by  the  Nebraska  Psychiatric  Insti- 
tute. Certain  members  of  the  Nebraska  State 
Medical  Association  Committee  on  Psychiatry 
seiwe  on  subcommittees  of  this  Advisoiy 
Committee  as  members  or  chaiiTnen. 

d.  The  meeting  of  Region  III  Committee  in 
Kearney  in  November,  1963.  In  accordance 
with  the  above  “Plan,”  Nebraska  is  divided 
into  six  regions.  Certain  members  of  the  Com- 
mittee on  Psychiatry  serve  in  various  capa- 
cities on  regional  committees  in  their  geo- 
graphic areas. 

The  Committee  has  published  an  article  titled, 
“Some  Thoughts  on  Mental  Health  Planning  for 
Nebraska”  in  the  Nebraska  Newspaper,  the  official 
organ  of  the  Nebraska  Press  Association.  This 
article  will  be  published  soon  in  the  Nebraska  State 
Medical  Journal. 

Harry  C.  Henderson,  MD,  Omaha,  has  been  asked 
to  attend  most  of  the  meetings  of  the  Committee 
on  Psychiatry  this  year  because  of  his  ability  to 
represent  the  private  hospital  and  the  District 
Branch  of  the  American  Psychiatric  Association. 

Late  in  1963,  State  Senator  Richard  Marvel  of 
Hastings,  at  the  request  of  this  Committee,  secured 
an  informal  opinion  from  the  office  of  the  At- 
torney General  in  regard  to  possible  violation  of 
the  medical  practice  statutes.  This  request  was 
prompted  by  a resolution  of  the  House  of  Dele- 
gates in  February,  1963,  that  such  opinion  be 
sought,  because  the  question  had  been  raised 
whether  non-medical  persons  were  engaged  in  the 


practice  of  medicine  in  certain  out-patient  clinics 
administered  by  the  Nebraska  Psychiatric  Institute. 
The  Attorney  General’s  office  indicated  there  had 
been  no  violation.  This  matter  will  be  pursued 
further,  because  there  appears  to  be  serious  need 
for  a clear  definition  of  the  statutes,  and  legal 
counsel  will  be  obtained  for  assistance;  in  addition, 
it  would  appear  that  incomplete  information  was 
supplied  the  Attorney  General’s  office  in  this  mat- 
ter, another  reason  for  continuing  to  pursue  it. 

The  collection  of  statutes  regarding  the  mentally 
ill  by  Counsel  for  the  Nebraska  State  Medical  As- 
sociation is  almost  completed.  It  is  recommended 
the  Nebraska  State  Medical  Association  consider 
publishing  such  a compilation  to  the  membership, 
providing  cost  is  not  prohibitive. 

It-  is  anticipated  a suggested  revision  of  the  so- 
called  “Sexual  Psychopath  Law”  will  be  completed 
by  the  end  of  1964  for  presentation  to  the  Ne- 
braska State  Legislature  at  its  next  session. 

Counsel  for  Nebraska  State  Medical  Association 
also  is  developing  recommendations  for  legislation 
which  would  help  determine  eligibility  for  use  of 
public  tax-supported  medical  facilities. 

The  matter  of  creating  within  the  Nebraska  State 
Medical  Association  some  group  which  would  per- 
form consultive  and,  perhaps,  personnel  supplying 
functions  and  other  seiwice  in  the  field  of  mental 
health  has  been  discussed;  it  is  believed  the  Com- 
mittee on  Psychiatry  might  perform  such  functions 
in  part,  at  least,  and  that  a beginning  can  be  made 
in  this  respect  by  asking  each  Councilor  to  act  in 
a kind  of  liaison  between  the  physicians  and  per- 
haps others  in  his  district  on  the  one  hand  and, 
on  the  other  hand,  the  Nebraska  State  Medical  As- 
sociation represented  by  the  Committee  on  Psychi- 
atry or  other  group,  committee  or  commission 
created  for  this  purpose.  The  Councilor,  for  ex- 
ample, could  make  himself  aware  of  the  problems 
in  his  district  which  he  could  bring  to  the  Com- 
mittee which  then  could  advise  or  perform  some 
other  service  directly  or  through  the  Councilor  to 
physicians,  groups  or  others  in  the  Councilor’s  dis- 
trict. 

At  the  request  of  the  Committee  on  Psychiatry, 
and  in  accordance  with  a recommendation  of  the 
American  Medical  Association,  President  Sievers 
sent  to  all  County  Medical  Societies  a letter  re- 
questing they  create,  singly  or  in  groups.  Mental 
Health  Committees.  It  also  was  requested  that  this 
letter  be  published  in  the  Bulletin  of  the  Nebraska 
State  Medical  Association. 

The  Committee  is  developing  a survey  of  the  state 
in  the  field  of  Mental  Health  of  the  following  items: 

a.  Facilities 

b.  Services 

c.  Problems  which  exist  from  the  medical  view- 
point 

d.  Principles 

Part  of  this  study  is  accomplished  and  when  it  is 
complete,  the  Committee  on  Psychiatry  will  re- 
quest that  this  be  presented  in  exhibit  or  program 
form  at  the  1965  Annual  Meeting  of  the  Nebraska 
State  Medical  Association. 

Information  regarding  courses  in  psychiatry  of- 
fered general  practitioners  by  the  Nebraska  Psy- 
chiatric Institute  has  been  requested  of  the  Ne- 
braska Psychiatric  Institute,  such  information  to 
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include  course  content,  fees  charged  or  stipends 
paid,  sources  of  funds,  opinions  of  participants  as 
to  practical  value  and  recommendations  of  such  par- 
ticipants. 

It  is  pointed  out  that  the  authority  and  responsi- 
I bilities  of  Committees  created  in  the  Nebraska  Plan 

’ for  Planning  remain  unclear.  The  Board  of  Coun- 

I cilors  is  reminded  that,  only  after  the  most  vigorous 

\ action  by  the  House  of  Delegates  at  the  Annual 

j Meeting  in  1963,  was  the  Nebraska  State  Medical 

f Association  able  to  secure  a copy  of  the  Plan  for 

Planning. 

t:  As  a result  of  concerted  effort  on  the  part  of 

many  members  of  the  State  Advisory  Committee, 
( lay  and  medical,  certain  changes  were  accomplished 
and  the  composition  of  the  State  Executive  Com- 
‘ mittee.  The  implication  of  the  Plan  for  Planning  is 

I that  the  State  Executive  Committee  is  responsive 

I to  the  State  Advisory  Committee  which  in  turn  is 

f responsive  to  Regional  Committees  which  in  turn 

1 are  responsive  to  Task  Force  Committees. 

'■  To  date,  no  clear  expression  of  the  terms  of  the 

I grants  supporting  the  cost  of  the  Plan  for  Planning 

* has  been  received;  this  Committee  formally  will 

; request  a complete  copy  of  the  terms  of  the  grant. 

' Among  other  factors  with  regard  to  this  “Plan” 

■ there  is  disturbing  implication  in  the  fact  that  of 
ten  individuals  whose  names  were  submitted  to  the 
' Governor  in  order  that  he  could  choose  six  addi- 

tional members  of  the  State  Executive  Committee, 
only  three  of  the  six  additional  members  appointed 
by  the  Governor  were  named  on  the  list  submitted 
by  the  Advisory  Committee  — this  after  the  Ad- 
visory Committee  unanimously  elected  all  ten  in- 
dividuals as  candidates  and  had  been  assured  that 
the  six  additional  members  appointed  to  the  Execu- 
tive Committee  would  be  chosen  from  that  list, 
only.  The  question  arises  as  to  the  reasons  for 
deviation  from  a promised  course  of  action.  The 
question  also  is  worthy  of  consideration  by  the  Ne- 
braska State  Medical  Association,  because  it  is  in- 
volved in  the  medical  aspects  of  the  Mental  Health 
effort  in  general  and  through  its  representatives  on 
various  committees  and  subcommittees,  and  be- 
cause the  Nebraska  State  Medical  Association  is 
composed  of  citizens  — who  are  physicians,  also. 

Additional  meetings  are  planned  by  the  American 
Medical  Association  Council  on  Mental  Health  for 
February,  1964,  and  in  the  fall  of  1964,  at  which 
meetings  the  National  Mental  Health  effort  will  be 
assessed;  the  Nebraska  State  Medical  Association 
will  be  represented  by  the  Chairman  of  the  Com- 
mittee on  Psychiati’y  and  the  Executive  Secretaiy 
at  these  meetings. 

This  Committee  believes  the  following  principles 
should  guide  any  effort  toward  solution  of  prob- 
lems in  the  Mental  Health  field: 

a.  Effectiveness  and  practicality 

b.  Resistance  to  use  of  specious  and  self-serving 
statistics 

c.  Stimulation  of  individual  responsibility  and 
support  of  individual  choice 

d.  Resistance  to  increasing  or  uncritical  depend- 
ency upon  Government  financial  support 

e.  Preseiwation  of  unequivocal  medical  respon- 
sibility for  diagnosis  and  treatment 

f.  Avoidance  of  promotion  of  psychiatry  as  a 
panacea 


g.  Avoidance  of  the  device  of  manufacturing  jus- 
tification for  the  creation  of  any  group  or 
service,  when,  in  fact,  no  legitimate  reason  for 
such  group  or  seiwice  may  exist. 

h.  Responsiveness  to  the  realistic  needs  of  the 
people  of  Nebraska 

i.  Constructive  initiative  by  those  in  a position 
of  leadership. 

The  Chairman  of  the  Committee  on  Psychiatry 
wishes  to  express  his  deep  appreciation  to  the  mem- 
bers of  the  Committee,  the  Executive  Secretary  and 
the  Assistant  Executive  Secretary  of  the  Nebraska 
State  Medical  Association  and  to  President  Sievers 
for  their  many  hours  of  invaluable  service  given  at 
considerable  inconvenience  and  expense. 

Respectfully  submitted, 

CHARLES  W.  LANDGRAF,  JR.,  MD, 
Chairman. 

REPORT  OF  PUBLIC  RELATIONS 
COMMITTEE 

Leroy  W.  Lee,  MD,  Omaha.  Chairman  ; James  J.  O’Neill, 
MD.  Omaha  ; H.  M.  Nordlund,  MD,  York  : Geo.  F.  Hoffmeister, 
MD,  Hastings  ; E.  D.  Zeman,  MD,  Lincoln  ; Theo.  Koefoot,  Jr., 
MD.  Broken  Bow. 

This  report  will  end  my  term  of  duty  with  the 
Public  Relations  Committee  of  the  Nebraska  State 
Medical  Association.  My  period  of  service  has  been 
two  terms  since  the  inception  of  the  Committee, 
five  years  of  which  time  were  seiwed  in  the  ca- 
pacity of  Chairman.  I wish  to  thank  the  various 
members  who  have  been  on  this  Committee,  as  well 
as  the  Officers  of  the  State  Association,  for  their 
patience  and  cooperation.  When  the  Committee  was 
created,  the  Medical  Profession  was  in  grave  trouble 
because  physicians  were  not  cognizant  of  the  serious- 
ness of  our  image  before  the  American  Public.  For 
many  years,  the  profession  had  an  unfavorable  press 
as  well  as  difficulties  with  all  other  types  of  mass 
communication.  You  are  all  familiar  with  the  hu- 
morous but  slanderous  quips  referiing  to  doctors 
throughout  that  era. 

During  the  several  years  following  the  creation 
of  the  Public  Relations  Committee  the  image  of  the 
Practicing  Physician  continued  to  erode.  But  for 
the  immediate  past  two  or  three  years,  I believe 
there  is  evidence  that  we  are  catching  on  to  the 
ways  of  our  opponents,  the  liberal  politicians,  and 
through  a militant  activity  on  the  part  of  the 
American  Medical  Association,  County  and  State 
Medical  Associations,  we  are  gradually  reversing 
the  trend  of  adverse  public  opinion.  I believe  that 
this  reversal  has  occurred  because  a few  individuals 
within  our  profession  have  exhibited  “eternal  vigil- 
ance” and  have  aroused  and  alaiTned  the  average 
busy  practitioner  of  medicine  as  to  the  very  dan- 
gerous predicament  in  which  we  found  ourselves. 

In  reviewing  the  events  of  the  past  year,  the  fol- 
lowing should  be  recorded: 

As  matters  stand  now,  the  King-Anderson  Bill 
(HR  3920)  is  before  the  House  Ways  and  Means 
Committee.  Hearings  are  being  held.  It  is  most 
likely  that  the  bill  will  not  be  put  on  the  floor  of 
the  House  at  this  Session  of  Congress. 

The  full  page  advertisements  of  the  State  Medical 
Association  have  appeared  monthly  in  “The  Ne- 
braska Newspaper”  the  official  organ  of  the  Ne- 
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braska  Press  Association.  These  presentations 
have  been  very  well  written  and  most  likely  have 
had  a good  influence  on  the  editorial  policies  of 
publications  in  Nebraska. 

In  August,  1963,  the  “8th  Annual  Report  Criteria 
of  Good  Voluntary  Health  Insurance  and  Statistical 
Data  on  Health  and  Accident  Business  in  Nebraska” 
was  published  and  mailed  to  all  members  of  the 
Association. 

The  1963  Hall  of  Health  at  the  State  Fair  was 
attended  by  45,000  visitors.  This  presentation  has 
become  an  annual  event  of  the  State  Medical  So- 
ciety and  should  continue  as  such. 

The  film,  “Gravity  of  Death”  presented  by  the 
Nebraska  State  Medical  Association  was  shown  155 
times  to  an  audience  of  7,400  persons  during  1963. 

Your  Chairman,  along  with  other  officers  of  the 
State  Medical  Society,  attended  the  Public  Relations 
Institute  of  the  American  Medical  Association  in 
Chicago  at  the  Drake  Hotel,  August  21  to  23,  1963. 
Many  presentations  of  immediate  impoilance  to  the 
profession  were  given  by  persons  prominent  in  their 
respective  fields. 

A letter  was  received  from  the  American  Medical 
Association  by  the  State  Medical  Association  to  the 
effect  that  it  was  desirable  to  establish  contact  with 
the  Nebraska  representatives  who  will  be  attending 
the  General  Board  Meeting  of  the  National  Council 
of  Churches  of  Christ  in  America  (an  association 
of  Protestant  Churches),  which  meeting  is  to  be 
held  in  Philadelphia  in  1963.  As  you  no  doubt  re- 
member, this  group  passed  a resolution  during  their 
meeting  in  1961  in  Syracuse,  New  York  to  the  effect 
that  they  favored  the  Social  Security  mechanism 
for  health  care  of  the  aged.  Contact  was  made  with 
the  major  I’epresentatives  from  our  State  who  will 
be  attending  the  meeting;  and  I am  happy  to  say 
that  these  persons  are  not  in  favor  of  socialism  and 
will  fight  this  measure  if  it  is  presented  on  the  floor 
again  this  year. 

We  should  continue  every  effort  at  cooperation 
■with  the  communications  media;  press,  radio,  and 
TV  industries.  A personal  friendship  between  the 
family  physician  and  the  members  of  management 
in  these  industries  is  essential  so  that  we  should 
not  be  unexepectedly  “sold  down  the  rivei’.” 

Implementation  of  the  Kerr-Mills  Bill  in  Nebraska 
as  of  January  1,  1964,  is  of  historic  significance  in 
our  State.  The  passage  of  this  bill  represents  a 
major  legislative  accomplishment. 

The  change  in  attitude  of  the  authorities  at  the 
University  of  Nebraska  College  of  Medicine  in  re- 
gard to  the  Preceptorship  Program  has  been  a ma- 
jor victory  for  those  interested  in  Public  Rela- 
tions of  the  Medical  Profession  in  our  State.  What 
better  agent  of  Public  Relations  is  there  than  an 
intelligent,  vigorous,  compassionate  student  of  medi- 
cine from  our  Medical  College  working  under  a 
Preceptor  in  established  practice  in  the  rural  com- 
munity. Such  a person  brings  goodwill  to  the  Col- 
lege of  Medicine,  to  the  local  physician,  and  to  the 
profession  as  a whole.  We  hope  for  the  early  im- 
plementation of  the  program  and  for  its  success. 

Mrs.  S.  H.  Perry,  Legislative  Chairman  of  the 
Woman’s  Auxiliarj',  has  made  some  important  in- 
formation available  to  the  doctors  and  their  wives 
in  her  writings,  “Do  You  Know”  which  have  been 
sent  out  on  the  “Pink  Sheet.”  This  is  certainly 


good  Public  Relations  in  action  as  I am  sure  that 
there  are  many  doctors  and  wives  stimulated  to 
discuss  these  things  with  the  lay  public. 

A special  meeting  of  the  Public  Relations  Com- 
mittee was  held  at  the  Hotel  Cornhusker,  September 
25,  1963.  The  members  present  recommended  that 
study  should  be  made  of  the  possible  value  of  a 
full-time  Public  Relations  person  or  possibly  a part- 
time  person  to  be  employed  by  the  Nebraska  State 
Medical  Association  to  carry  out  the  Society’s  Pub- 
lic Relations  Programs.  It  was  felt  that  such  a 
person  could  (1)  coordinate  and  execute  the  Associa- 
tion’s advertisements  in  the  Nebraska  Newspaper, 
which  publication  reaches  all  Nebraska  Publishers; 
(2)  create  a feature  type  column  sponsored  by  the 
Association,  to  be  inin  in  the  weekly  newspapers 
of  the  State;  (3)  create  a five  minute  radio  program 
to  be*  run  w’eekly;  and  (4)  present  a quarterly  news- 
letter which  would  tell  Nebraskans  about  favorable 
and  newsworthy  innovations  in  the  Medical  Profes- 
sion. Along  with  this,  there  could  be  other  develop- 
ments. 

The  Committee  requested  Mr.  Neff  to  find  out 
what  was  going  on  in  adjacent  states  in  this  re- 
gard. Further  discussion  of  these  concepts  and 
recommended  action  would  be  a good  project  for 
the  New  Public  Relations  Committee  of  1964. 

Respectfully  submitted, 

LEROY  W.  LEE,  MD, 
Chairman. 

REPORT  OF  REHABILITATION  COMMITTEE 

Harold  N.  Neu.  MD.  Omaha,  Chairman ; Chester  H.  Waters, 
Jr..  MD,  Omaha:  John  M.  Thomas,  MD,  Omaha;  J.  G.  Yost, 
MD,  Hastings  ; D.  W.  Frost,  MD,  Omaha  : F.  S.  Webster,  MD, 
Lincoln. 

There  had  been  no  call  for  the  Rehabilitation 
Committee  to  meet  during  the  past  year,  so  no 
meeting  had  been  held. 

Although  as  Chairman  I felt  that  there  might  be 
a real  reason  for  this  Committee  in  our  State  So- 
ciety, I am  inclined  at  this  time  to  feel  that  the 
Committee  is  probably  superfluous  and  might  be  dis- 
continued. 

Respectfully  submitted, 

HAROLD  N.  NEU,  MD, 
Chairman. 

REPORT  OF  RELATIVE  VALUE 
STUDY  COMMITTEE 

B.  R.  Bancroft.  MD,  Kearney,  Chairman  ; Paul  J.  Max- 
well. MD,  Lincoln  : A.  J.  Schwedhelm,  MD,  Norfolk ; J,  E, 
Courtney,  MD,  Omaha ; H.  E.  Mitchell,  MD,  Lincoln ; Orvis 
Neely,  MD.  Lincoln. 

The  activities  of  this  committee,  during  1963, 
were  concerned  largely  with  its  function  as  liaison 
between  the  State  Association  and  the  State  Wel- 
fare Department. 

The  Chairman  of  the  committee  appeared  at  State 
Legislative  Committee  hearings  on  LB  328,  con- 
cerning direct  welfare  vendor  payments.  After 
considerable  delay,  LB  328  was  passed  by  the  Legis- 
lature on  June  27,  1963,  and  signed  into  law  by  the 
Governor  on  July  1,  1963,  the  bill  to  become  effec- 
tive ninety  days  after  adjournment  of  the  Legisla- 
ture. The  bill  became  effective  on  November  1, 
1963. 
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In  this  connection,  the  first  formal  meeting  of 
the  committee  was  held  on  September  5,  1963, 
with  Mr.  Frank  Woods,  Director  of  the  Department 
of  Public  Welfare,  and  Mrs.  Helen  VanSpronssen 
and  Mr.  Earl  Trabert,  also  of  the  Department  of 
Public  Welfare.  A suggestion  by  the  Department 
of  Welfare  that  unit  values  payable  under  office 
and  hospital  visits  be  reduced,  was  repected  by  this 
committee  but  it  was  agreed  that  procedures  under 
the  code  numbers  in  question  did  need  clarifica- 
tion. 

Accordingly,  the  second  formal  meeting  of  the 
committee  was  held  on  December  12,  1963,  for  the 
purpose  of  more  clearly  defining  the  intent  of  these 
procedures.  Robert  Long,  MD,  representing  in- 
ternal medicine  and  John  Brown,  MD,  representing 
general  practice,  were  present.  The  procedures,  in 
question,  were  more  clearly  defined  and  a letter 
with  these  definitions,  together  with  the  recom- 
mendation that  members  of  the  Association  more 
carefully  read  the  General  Information  and  Instruc- 
tions preceding  the  code  numbers  in  question,  was 
to  be  sent  to  the  Association  members  and  the  State 
Department  of  Welfare.  Requests,  by  members  of 
the  State  Association,  that  new  code  numbers  and 
procedures  be  added  to  the  Relative  Value  Study 
and,  in  some  instances,  unit  numbers  be  increased, 
were  discussed  by  the  committee,  who  decided  that 
the  proper  procedure  in  these  instances  would  be 
that  requests  come  through  the  Relative  Value 
Study  Committee  for  each  specialty  concerned, 
rather  than  the  individual  himself. 

While  this  committee  held  only  two  formal  meet- 
ings throughout  the  year,  many  problems  were  dis- 
posed of  by  personal  communication  and  by  letter. 

The  Chairman  of  your  committee  wishes  to  ex- 
press his  appreciation  of  the  faithful  attendance  of 
the  members  of  this  committee  and  the  usual  excel- 
lent cooperation  of  the  Association  office. 

Respectfully  submitted, 

B.  R.  BANCROFT,  MD, 
Chairman. 

REPORT  OF  RURAL  MEDICAL 
SERVICE  COMMITTEE 

Charles  Ashby.  MD,  Geneva,  Chairman : Ralph  L.  Blair,  MD, 
Broken  Bow ; Floyd  H.  Shiffermiller,  MD,  Ainsworth ; F.  A. 
Mountford,  MD,  Davenport;  Clyde  L.  Kleager,  MD,  Hastings; 
D.  P.  McCleery,  MD,  Beatrice. 

The  Rural  Medical  Service  Committee  sponsored 
the  12th  Annual  Senior  Medical  Day,  April  25,  1963, 
at  the  Sheraton-Fontenelle  Hotel,  Omaha.  The  fol- 
lowing program  was  presented: 

Presiding — O.  A.  Kostal,  MD,  Hastings,  Presi- 
dent, Nebraska  State  Medical  Association 

“You  Will  Soon  Be  a Doctor”  — C.  R.  Brott,  MD, 
Beatrice,  Chainuan,  Constitution  and  By-Laws 
Committee 

“Why  I Chose  a Community  Practice”  — Richard 
L.  Tollefson,  MD,  Wausa 

“The  Role  of  General  Practice  in  Modern  Medi- 
cine” — Harris  B.  Graves,  MD,  Omaha,  Presi- 
dent, Nebraska  Chapter,  American  Academy 
of  General  Practice 

“The  Mechanics  of  Establishing  Your  Office”  — 
Mr.  M.  K.  Mills,  Waterloo,  Iowa,  General  Man- 
ager Professional  Management  Midwest 


“Relationship  of  the  State  Health  Department  to 
the  Practicing  Profession”  — E.  A.  Rogers, 
MD,  Lincoln,  Director,  Nebraska  State  De- 
partment of  Health 

“The  Art  of  the  Practice  of  Medicine”  — J.  F. 
Kennedy,  MD,  Alliance,  Member,  Medico- 
legal Advice  Committee 

“The  Doctor’s  Obligation  to  His  Community”  — 
Theo.  Koefoot,  Jr.,  MD,  Broken  Bow,  Member, 
Maternal  and  Child  Health  Committee 
“Medical  Ethics  — The  Doctor’s  Golden  Rule”  — 
R.  F.  Sievers,  MD,  Blair,  President-Elect,  Ne- 
braska State  Medical  Association 
Banquet  Speaker  — Mr.  Aubrey  Gates,  Chicago, 
Illinois,  Director,  Division  of  Field  Service, 
American  Medical  Association 
It  was  decided  to  sponsor  the  Senior  Medical 
Day  earlier  in  the  year  in  order  to  contact  senior 
students  before  they  had  decided  on  their  intern- 
ships. Accordingly,  the  13th  Annual  Senior  Medical 
Day  was  sponsored  on  October  17,  1963,  at  the 
Indian  Hills  Inn,  Omaha.  The  following  program 
was  presented: 

Presiding  — R.  F.  Sievers,  MD,  Blair,  President, 
Nebraska  State  Medical  Association 
“You  Will  Soon  Be  a Doctor”  — Otis  W.  Miller, 
MD,  Ord,  Member,  Allied  Professions  Commit- 
tee 

“Why  I Chose  a Community  Practice”  — Richard 
L.  Tollefson,  MD,  Wausa 
“The  Role  of  General  Practice  in  Modern  Medi- 
cine” — Charles  M.  Bonniwell,  MD,  Omaha, 
President,  Nebraska  Chapter,  American  Acad- 
emy of  General  Practice 

“The  Mechanics  of  Establishing  Your  Office”  — 
Mr.  M.  K.  Mills,  Waterloo,  Iowa,  General  Man- 
ager, Professional  Management  Midw^est 
“The  Role  of  the  Professional  Service  Representa- 
tive” — C.  E.  Purdy,  Mead  Johnson  and  Com- 
pany 

“Relationship  of  the  State  Board  of  Health  and 
the  Department  of  Health  to  the  Practicing 
Profession”  — E.  F.  Leininger,  MD,  McCook, 
Chairman,  State  Board  of  Health 
“The  Art  of  the  Practice  of  Medicine”  — J.  P. 
Gilligan,  MD,  Nebraska  City,  Chairman,  Medi- 
colegal Advice  Committee 
“The  Doctor’s  Obligation  to  His  Community”  — 
Theo.  Koefoot,  Jr.,  MD,  Broken  Bow,  Mem- 
ber, Maternal  and  Child  Health  Committee 
“Medical  Ethics  — The  Doctor’s  Golden  Rule” 
— R.  E.  Garlinghouse,  MD,  Lincoln,  President- 
Elect,  Nebraska  State  Medical  Association 
Banquet  Speaker  — Mr.  Aubrey  Gates,  Chicago, 
Illinois,  Director,  Division  of  Field  Service, 
American  Medical  Association 
This  program  was  very  well  received  and  it  was 
decided  to  hold  the  14th  Annual  Senior  Medical  Day 
at  the  earlier  date  in  1964.  There  has  now  been 
discussion  as  to  whether  it  should  be  held  for  Junior 
Students. 

Associated  with  each  meeting,  the  Auxiliary  of 
the  State  Medical  Society  held  a dinner  for  the 
Senior’s  wives  and  friends  which  was  very  success- 
ful. It  is  hoped  that  this  will  be  continued  as  it 
seems  to  be  of  very  definite  value  in  furthering  our 
aims  for  more  niral  doctors. 
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It  is  hoped  that  the  planned  required  preceptor- 
ship  for  senior  medical  students  will  also  help  our 
objectives. 

Respectfully  submitted, 

CHARLES  ASHBY,  MD, 
Chairman. 

REPORT  OF  POLICY  COMMITTEE 

R.  F.  Sievers,  MD.  Blair,  Chairman ; O.  A.  Kostal,  MD, 
Hastings ; R.  E.  Garlinghouse,  MD,  Lincoln ; A.  J.  Offerman, 
MD,  Omaha;  Fritz  Teal,  MD,  Lincoln. 

On  January  23,  1963,  the  Policy  Committee  met  at 
the  Blue  Shield  office  in  Omaha  and  thirteen  Medi- 
care cases  were  adjudicated. 

The  Policy  Committee  was  requested  to  render  an 
opinion  regarding  the  payment  of  surgical  fees  to 
Podiatrists  for  surgical  procedures  on  the  foot, 
covered  by  Blue  Shield  policies.  The  Committee 
agreed  that  Podiatrists  be  paid  by  Blue  Shield  for 
sui-gery  that  they  are  licensed  to  perform.  It  should 
be  pointed  out  that  the  amount  of  money  involved 
would  be  relatively  small,  and  that  a precedent 
had  not  been  set  by  Nebraska  Blue  Shield. 

On  June  5,  1963,  24  cases  were  adjudicated  for 
Medicare.  A modification  in  the  procedure  of  re- 
viewing Medicare  cases  was  recommended  for  fu- 
ture meetings  in  order  to  expedite  the  completion  of 
the  less  controversial  cases.  A new  Blue  Cross-Blue 
Shield  plan  to  cover  medical  disaster  coverage  for 
MB’s  and  medical  associations  group  coverage  for 
Medical  Assistants  was  received  and  approved. 

The  Policy  Committee  appeared  at  the  hearings 
on  the  KeiT-Mills  bill  for  Nebiaska  and  testified 
in  behalf  of  the  bill.  This  Committee  also  met  with 
representatives  of  the  Department  of  Public  Wel- 
fare regarding  fees  for  this  program.  The  Com- 
mittee recommended  that  the  same  fee  schedule  cur- 
rently being  used  for  the  OAI  program  in  Ne- 
braska also  be  used  for  the  new  Kerr-Mills  program. 
It  is  recommended  that  the  House  of  Delegates  offi- 
cially approve  this  action  of  the  Policy  Committee. 

The  Long  Range  Mental  Health  Plan  for  the 
State  of  Nebraska  was  received.  Concern  was  ex- 
pressed because  the  Executive  Committee  of  twelv^e 
people  for  this  plan  in  Nebraska  had  only  one 
physician  representing  the  private  practice  of  medi- 
cine. The  Policy  Committee  recommended  that  the 
problem  be  referred  to  the  Committee  on  Psychiatiy 
of  the  State  Medical  Association  for  evaluation  and 
solution. 

The  policy  Committee  authorized  additional  funds 
up  to  $1,000  to  be  used  by  the  Executive  Secre- 
tary to  hire  professional  help  to  defeat  LB  665, 
the  Osteopathic  bill. 

On  November  6,  1963,  the  Policy  Committee  re- 
viewed 32  cases  for  Medicare  payments.  Twenty- 
seven  we  adjudicated  and  seven  other  cases  were 
reviewed  but  not  passed  on  for  lack  of  adequate  in- 
formation. These  seven  cases  are  to  be  resubmit- 
ted after  additional  data  has  been  obtained. 

I am  grateful  to  the  members  of  the  Policy  Com- 
mittee for  counsel  and  for  their  devoted  seiwice  in 
behalf  of  the  Nebraska  State  Medical  Association. 

Respectfully  submitted, 

R.  F.  SIEVERS,  MD, 
Chairman. 


REPORT  OF  THE  TUBERCULOSIS 
COMMITTEE 

J.  Harry  Murphy.  MD,  Omaha.  Chairman  ; John  Gardiner, 
MD,  Omaha : Dean  McGee,  MD,  Lexingrton  ; Robert  H.  Scherer, 
MD,  West  Point:  Wm.  E.  Nutzman.  MD,  Kearney;  George  E. 
Lewis,  Jr.,  MD.  Lincoln. 

Tuberculosis  continues  to  be  a constant  threat  na- 
tionally and  also  in  the  State  of  Nebraska. 

Both  the  Public  and  our  Profession  exhibit  some 
complacency  conceiming  the  Tuberculosis  problem. 
They  apparently  assume  that  Tuberculosis  ceases 
to  be  a menace,  that  it  has  been  conquered.  There 
has  been  the  fii’st  increase  in  new  active  case  rate 
in  1962-63.  Previously,  there  has  been  first  a con- 
stant decline,  then  a plateau  until  last  year.  Tuber- 
culosis is  still  a leading  cause  of  death  in  many 
countries  over  the  world.  It  is  a highly  infectious 
disease.  It  is  still  a primary  infection  in  the  young 
and  in  some  elderly,  often  among  undei^privileged 
and  alcoholics.  Of  all  diseases,  it  is  one  of  the 
most  insidious  in  its  manifestations.  It  may  be 
easily  ovei'looked,  unless  the  examiner  is  very  care- 
ful in  differential  diagnosis. 

Although  this  may  not  apply  directly  to  Nebras- 
ka, attention  should  be  pointed  to  BCG  as  a pre- 
ventive measure.  This  vaccine  is  indicated  in  areas 
of  high  incidence  of  Tuberculosis,  or  in  families. 
It  has  been  proved  to  be  safe  and  successful. 

Tuberculin  testing  is  of  prime  importance  in  a 
state  like  Nebraska  where  case  incidence  is  low. 
In  other  words,  where  there  is  a lower  rate  of 
incidence,  much  moi’e  precaution  and  persistence 
should  be  taken  in  case  finding. 

It  is  recommended  as  part  of  a routine  examina- 
tion in  children  and  in  adults,  as  a real  diagnostic 
tool  in  respiratory  tract  diseases  that  ai'e  not 
readily  diagnosable.  The  intradeimnal  infection  by 
Mantoux  method  is  the  most  scientific  test.  The 
Tine  test  is  recognized  as  a practical  test.  And  in 
case  of  doubt,  the  Mantoux  method  should  be  util- 
ized, using  low,  high  or  intennediate  strengths  of 
PPD. 

This  is  a reportable  disease  and  there  is  a register 
of  cases  compiled  at  the  State  Health  Department 
in  Lincoln,  and  in  the  Omaha-Douglas  County 
Health  Unit.  Physicians  are  urged  to  report  cases 
promptly  and  use  the  proper  nomenclature. 

The  diagnosis  of  Tuberculosis  should  include  such 
data  as  obtained  by  physical  examination.  Tuber- 
culin test,  sputum  smears,  X rays,  cultures  of 
sputum,  smears  of  fasting  gastric  contents  and  sensi- 
tivity tests  are  recommended. 

In  therapeutic  treatment,  the  standard  routine  use 
of  Isoniazid,  Streptomycin,  and  PAS  (Para-amino- 
salicylic  acid,  or  a combination  of  two  of  these, 
are  urged).  In  cases  of  financial  need,  these  agents 
may  be  obtained  from  the  Nebraska  State  Health 
Department  on  order  of  the  physician. 

In  prophylactic  treatment,  Isoniazid  remains  the 
drug  of  choice.  In  the  event  of  resistance  to  these 
agents,  there  is  a number  of  other  dependable 
drugs. 

The  National  Tuberculosis  Association  is  em- 
phasizing the  importance  of  early  and  definite  diag- 
nosis of  non-tuberculous  respiratory  diseases. 

Broncho-genic  carcinoma  is  increasing  in  incidence, 
and  occupies  the  place  of  leading  cause  of  death  due 
to  cancer  in  adult  male  population. 
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There  is  an  increasing  incidence  of  chronic  res- 
piratory disease,  (chronic  bronchitis),  and  emphy- 
sema. There  is  now  an  increasing  incidence  of 
these  conditions  including  cancer,  among  women  as 
well  as  men. 

Here  in,  smoking  has  been  demonstrated  as  an 
etiologic  factor,  by  all  available  evidence,  in  these 
non-tuberculous  conditions.  The  American  Thoracic 
Society  has  made  a public  pronouncement  concern- 
ing the  deliberate  effects  of  smoking. 

Tbe  members  of  the  Nebraska  State  Medical 
Society  are  urged  to  become  members  of  tbe  Ameri- 
can Thoracic  Society,  Nebraska  Section. 

Of  all  Broncho-genic  Carcinomata,  15%  have 
been  occurring  independently  of  smoking  influence 
and  occurring  among  smokers  and  non-smokers, 
while  the  remainder  have  been  influenced  by  smok- 
ing. 

The  Nebraska  Tuberculosis  Association  continues 
financial  support  through  its  policy  of  aiding  in  the 
fight  on  Tuberculosis  through  educational  means. 

There  are  grants  provided  for  research  projects 
in  Pulmonary  Physiology,  in  specific  anti-tubercu- 
losis therapy,  in  Pulmonai-y  Physiology  demonstra- 
tion in  the  museums  at  University  of  Nebraska  at 
Lincoln  and  in  partially  subsidizing  teaching,  pro- 
fessionally in  Pulmonary  Diseases  (tuberculous  and 
non-tuberculous)  in  University  of  Nebraska  Medical 
College. 

In  the  nature  of  a progi’ess  report,  we  can  say 
that  the  X-ray  examination  procedures  which  have 
been  instituted  in  the  Omaha  jails,  in  the  state  Psy- 
copathic  and  Penal  institutions,  are  being  prosecut- 
ed as  planned. 

Even  in  view  of  the  fact  of  reducing  census  fig- 
ures of  patients  on  the  Nebraska  State  Hospital 
for  Tuberculosis  we  must  emphasize  the  import- 
ance of  this  Institution  and  urge  its  continued  oper- 
ation. 

This  hospital  serves  not  only  as  a most  valuable 
center  of  treatment  of  Tuberculosis,  but  also  as  an 
educational  force  and  a clearing  house  for  diagnostic 
problems.  The  members  of  the  Nebraska  State 
Medical  Society  are  urged  to  consult  with  Dr.  Nutz- 
man  on  their  problems,  diagnostic  or  management- 
wise. 

Respectfully  submitted, 

J.  HARRY  MURPHY,  MD, 
Chairman. 


REPORT  OF  MATERNAL  AND  CHILD 
HEALTH  COMMITTEE 

Warren  G.  Bosley,  MD.  Grand  Island,  Chairman  : Arthur  W. 
Abts,  MD,  Omaha;  Ted  Koefoot,  MD,  Broken  Bow:  Robert 
Mclntire,  MD,  Hastings;  Otto  Rath,  MD,  Omaha;  Theo.  J, 
Lemke,  MD,  Columbus. 

The  Maternal  and  Child  Health  Committee  and  the 
Advisory  Committee  met  in  Lincoln  on  January  9, 
1964,  at  the  Hotel  Cornhusker. 

Present  were  Drs.  Warren  Bosley,  Chairman, 
Grand  Island;  T.  L.  Lemke,  Columbus;  R.  C.  Reed- 
er, Fremont;  L.  S.  McNeill,  Hastings;  Robert  Ben- 
thack,  Wayne;  A.  W.  Abts,  Omaha;  R.  F.  Sievers, 
President,  Blair;  R.  E.  Garlinghouse,  President-elect, 
Lincoln;  H.  S.  Morgan,  H.  V.  Munger,  Secretary- 
Treasurer,  Lincoln;  and  Kenneth  Neff,  Lincoln. 

The  Chairman  of  the  Committee  reported  on  the 


progress  of  reporting  maternal  deaths,  utilizing  the 
new  form  approved  by  the  House  of  Delegates  last 
year.  A total  of  six  maternal  deaths  have  been  re- 
ported by  the  State  Health  Department.  A copy 
of  the  new  report  form  was  sent  to  each  physician, 
together  with  a letter  explaining  the  new  form 
and  outlining  the  use  to  which  these  reports 
might  be  put.  The  Committee  discussed  this  and 
agreed  that  there  should  be  periodic  reports  pub- 
lished in  the  Journal  of  the  Nebraska  State  Medical 
Association  and  that  this  Committee  might  present 
a program  at  the  Annual  Meeting  summarizing  the 
experiences  for  the  preceding  year  and  presenting 
intez’esting  cases  for  discussion  by  a panel. 

In  October,  the  Chaii-man  of  the  Committee  at- 
tended a meeting  of  the  Maternal  and  Child  Health 
Committee  of  the  American  Medical  Association  in 
West  Virginia,  and  he  reported  on  this  meeting. 

The  Committee  also  discussed  encouraging  studies 
of  perinatal  mortality  by  hospital  staff  committees 
throughout  the  state,  since  this  is  a subject  of 
basic  concern  to  the  Committee,  and  since  the  review 
and  study  of  perinatal  mortality  clearly  supplements 
the  study  of  maternal  mortality,  these  two  being  in- 
separable. 

The  Committee  also  discussed  the  problem  of  the 
physically  abused  child,  which  is  becoming  a matter 
of  national  concern  to  both  lay  and  medical 
groups.  No  action  was  taken  at  this  meeting.  The 
members  of  the  Committee  agreed  that  this  is  a 
subject  worthy  of  serious  study. 

Respectfully  submitted, 

WARREN  G.  BOSLEY,  MD, 
Chairman. 

REPORT  OF  DIABETES  COMMITTEE 

Morris  Margolin,  MD,  Omaha,  Chainnan ; Wm.  J.  Reedy, 
MD,  Omaha  ; Willard  G.  Seng.  MD,  Oshkosh  ; Robert  A.  Young- 
man,  MD,  Ceresco ; Loren  Imes,  MD,  Grand  Island  ; Wm.  B. 
Long,  MD,  Lexington. 

Your  Committee  is  pleased  to  submit  the  following 
report  on  Diabetes  Detection  and  Education  for 
the  year  1963. 

State  Fair: 

(In  cooperation  with  the  State 
Health  Department,  St.  Eliza- 
beth Hospital,  Lincoln  and  the 
Nebr.  Diabetes  Assn.,  Inc.) 

Number  Tests  784 

Number  Positives 68 

Number  Previously 

Unknown  54 

National  Diabetes  Week: 

Urine  tests  by  physician  mem- 
bers on  their  patients,  167  re- 
ports submitted 

Number  Tests 9,984 

Number  Positives 246 

Number  Previously 

Unknown  90 

Frontier  County  Health  Council: 

Clinitests  (children  only) 

Number  Tests  909 

Number  Positives 8 

Number  Previously 

Unknown  7 
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Utica  Grange: 

Clinitests  (children  only) 


Number  Tests  300 

Number  Positives  0 


Chadron  Health  Fair: 

(In  cooperation  with  Chad- 
ron Medical  College  and 
Northwest  Nebraska  Medical 
Assn.) 

Testapes 

Number  Tests 700 

Number  Positives  

Number  Previously 

Unknown  

TOTAL  TESTS  12,677 

TOTAL  POSITIVES 

TOTAL  PREVIOUSLY 
UNKNOWN  

COMMENTS 
Our  last  year’s  report  to  your  group  covering  de- 
tection drives  of  1962,  gave  a total  of  14,562  tests. 
After  the  report  was  submitted  to  you,  we  received 
a statement  from  the  American  Diabetes  Association 
giving  3,500  cases  reported  directly  to  them.  We 
checked  and  found  that  these  had  not  been  included 
in  our  report.  Hence  the  total  number  of  tests 
exceeded  18,000.  And  1962  set  the  record  for  the 
fifteen  years  of  our  program. 

In  1963,  33%  of  our  County  and  Componet  So- 
cieties appointed  local  committees  for  National  Dia- 
betes Week.  The  total  number  reported  this  year 
fails  to  approach  the  figures  of  last  year.  This  we 
attribute  mainly  to  the  tragedy  during  the  last 
part  of  the  Diabetes  Week  and  consequent  disturb- 
ance in  reporting  results.  It  will  be  noted  that  we 
received  only  167  reports  from  individual  physi- 
cians this  year  as  compared  to  196  that  were  re- 
ported last  year.  At  this  time  we  have  had  no 
communication  from  the  American  Diabetes  Associa- 
tion and  thei’efore,  do  not  know  of  any  possible  re- 
ports sent  directly  to  them  by  our  county  commit- 
tees. 

A special  note  is  required  with  regard  to  the 
blood  sugar  screening  tests  at  the  State  Fair. 
Our  screening  procedure  was  modified  this  year 
because  of  the  excessive  cost  of  space,  materials  and 
personnel.  Dr.  Pickett  of  the  Chronic  disease  sec- 
tion of  the  State  Health  Department  supervised  and 
planned  this  project.  A careful  selection  of  the 
applicants  for  the  tests  was  resorted  to,  testing  only 
those  who  were  most  likely  to  have  a positive 
result  and  including  also  a number  of  known  dia- 
betics. The  blood  sugars  were  run  by  courtesy  of 
St.  Elizabeth’s  Hospital  with  the  use  of  the  auto- 
analizer.  The  Nebraska  Diabetes  Association  paid 
for  the  materials  and  space  rental.  BUN’s  were 
also  run  on  the  blood  by  the  auto-analizer,  according- 
ly we  had  time  blood  sugars  reported  to  us  rather 
than  simple  screening  values  and  we  had  some  in- 
teresting results. 

Of  the  41  known  diabetics,  27  were  under  excel- 
lent control  with  blood  sugars  below  150  mgms% ; 
9 had  blood  sugars  between  150  and  200  mgs% ; 
3 had  between  200  and  300  mgs% ; and  2 were  in 
excess  of  300  mgms%.  Three  of  these  had  ex- 
cessive BUN’s.  These  figures  have  called  attention 
to  the  need  of  better  medical  supervision  for  the 
known  diabetics.  Of  the  54  previously  unknown 


positives,  42  had  blood  sugars  between  150  and 
200  mgms%;  8 had  blood  sugars  between  200  and 
300  mgs%;  1 between  300  and  400  mgms%;  and  3 
between  400  and  500  mgms%.  Four  of  the  un- 
known diabetics  also  had  excessive  BUN’S. 

On  the  whole,  while  we  had  approximately  2,000 
fewer  tests  this  year  than  we  had  in  each  previous 
year  of  the  State  Fair  project,  we  feel  ourselves 
fully  justified  by  the  information  received  from  these 
newer  techniques. 

In  1963,  we  had  the  usual  publicity  from  radio, 
television  and  newspapers  throughout  the  state. 

Our  thanks  to  the  special  effort  of  our  secretaries, 
Mr.  Neff  and  Mr.  Schellpeper,  and  to  all  members 
of  the  headquarters  staff.  The  committee  is  espe- 
cially indebted  to  all  of  these  also  for  the  extensive 
communication  with  the  medical  membership  and 
the  collection  of  data. 

Respectfully  submitted, 

MORRIS  MARGOLIN,  MD, 
Chairman. 

REPORT  OF  INSURANCE  COIVIMITTEE 

Edmond  M.  Walsh,  MD.  Omaha.  ChaiiTnan  : James  Dunlap, 
MD,  Norfolk ; Paul  J.  Maxwell,  MD.  Lincoln : Dwaine  Peetz, 
MD,  Neligh : Jerome  P,  Mui-phy,  MD,  Omaha ; C.  J.  For- 
manack,  MD.  Syracuse. 

The  Insurance  Committee  held  two  meetings  dur- 
ing 1963  and  a third  one  early  in  January,  1964. 

There  were  two  principle  matters  which  were 
studied  and  acted  upon  by  this  committee.  The 
first  subject  was  the  initiation  of  a statewide  sur- 
vey regarding  the  physicians’  interest  in  a state 
retirement  plan.  This  study  was  recommended  by 
the  House  of  Delegates  at  the  1963  Annual  Ses- 
sion. Returns  from  this  survey  indicated  that 
there  was  an  interest  in  such  a program;  and  the 
committee  set  about  contacting  various  organiza- 
tions which  had  this  type  of  contract  to  offer. 

At  its  January,  1964  meeting,  the  committee 
met  with  representatives  of  two  programs,  namely. 
The  Jones  Plan,  headquartered  in  Kansas  City;  and 
The  Meridian  Fund,  headquartered  in  Denver,  Colo- 
rado. Considerable  information  was  presented  by 
these  representatives,  and  your  committee  received 
valuable  information  which  has  helped  them  in  com- 
piling facts  on  these  two  programs. 

Due  to  the  fact  that  this  is  a very  complex  field 
and  further  that  it  is  the  desire  of  the  committee 
to  further  orient  themselves  on  these  proposals,  we 
submit  at  this  time  only  a report  which  indicates 
progress. 

There  will  be  further  meetings  of  this  committee 
prior  to  the  Annual  Session  at  which  time  we  will 
delve  further  into  these  proposals  in  an  effort  to 
satisfy  ourselves  regarding  the  programs  and  to 
assure  the  House  of  Delegates  of  a knowledgeable 
and  informed  report.  We  hope  to  be  able  to  make 
a recommendation  to  this  body  at  the  time  of  the 
Annual  Session. 

The  second  matter  studied  by  this  committee 
evolved  from  complaints  which  we  have  received 
from  members  regai'ding  the  methods  by  which 
the  Harold  Diers  Insurance  Company  of  Omaha 
is  selling  its  several  policies  to  the  medical  profes- 
sion. We  have  received  a number  of  inquiries  from 
members  who  indicate  that  salesmen  from  this 
company  imply  that  this  is  a state  approved  pro- 
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gram.  We  have  searched  the  records  of  the  As- 
sociation carefully  and  find  there  has  never  been 
a formal  approval  by  the  Association  of  this  pro- 
gram. A letter  to  this  effect  has  been  sent  to 
Mr.  Diers  by  this  committee.  We  do  not  anticipate 
further  action  on  this  matter  at  this  time,  but 
will  keep  abreast  of  the  situation  and  make  appro- 
priate recommendations  to  the  House  as  they  are 
deemed  necessary. 

Respectfully  submitted, 

EDMOND  M.  WALSH,  MD, 
Chairman. 


PROCEEDINGS 
BOARD  OF  COUNCILORS 
Nebraska  State  Medical  Association 

February  9,  1964 

The  Interim  Session  of  the  Board  of  Councilors 
of  the  Nebraska  State  Medical  Association  was 
held  Sunday,  Febraary  9,  1964,  at  the  Hotel  Fort 
Kearney,  Kearney,  Nebraska. 

Members  present  were  Drs.  Leroy  Lee,  Omaha; 
W.  W.  Waddell,  Beatrice;  George  Salter,  Norfolk; 
R.  C.  Reeder,  Fremont;  C.  L.  Anderson,  Stromsburg; 
H.  V.  Nuss,  Sutton;  Max  Raines,  North  Platte; 
C.  J.  Cornelius,  Sidney;  President  R.  F.  Sievers, 
Blair;  R.  E.  Garlinghouse,  Lincoln,  President-elect. 

Others  present  were  Drs.  Horace  V.  Munger, 
Lincoln;  Wm.  Nutzman,  Kearney;  Chas.  Landgraf, 
Hastings;  Earl  Leininger,  McCook;  Warren  Bosley, 
Grand  Island;  Robert  Morgan,  Alliance;  K.  S.  J. 
Hohlen,  Lincoln;  John  Gilligan,  Nebraska  City,  and 
Mr.  Dave  Powell,  Norfolk. 

The  meeting  was  called  to  order  at  10:00  a.m. 
by  Mr.  Kenneth  Neff,  chaiiman  pro  tern. 

Dr.  Wm.  Nutzman  asked  for  the  floor  and  ex- 
tended a cordial  welcome  to  the  Board  of  Councilors 
on  behalf  of  the  Buffalo  County  Medical  Society. 

Mr.  Neff  called  for  nominations  for  chairman 
and  secretary  of  the  Board  of  Councilors. 

Dr.  Reeder  nominated  Dr.  Waddell  as  chairman; 
and  Dr.  Anderson  nominated  Dr.  Nuss  as  secretary. 
There  being  no  other  nominations.  Dr.  Lee  moved 
that  the  nominations  be  closed  and  a unanimous 
ballot  be  cast  for  Dr.  Waddell  as  chairman,  and  for 
Dr.  Nuss  as  secretary.  The  motion  was  seconded 
and  carried. 

Upon  assuming  the  chairmanship.  Dr.  Waddell 
called  for  approval  of  the  Annual  Session  minutes 
as  published  in  the  July,  1963,  issue  of  the  Journal. 
The  motion  was  made  by  Dr.  Reeder  to  accept  these 
minutes  as  published,  and  the  motion  was  seconded 
and  carried. 

The  Chairman  asked  Dr.  Garlinghouse,  President- 
elect, to  read  his  committee  appointments  for  1964- 
1965. 

The  Chairman  asked  the  Board  of  Councilors  to 
first  consider  the  report  in  the  1963  Audit  of  the 
Psychiatry  Committee.  Dr.  Landgraf,  Chairman  of 
this  committee,  discussed  this  report.  He  stated 
that  the  legal  counsel  for  the  State  Association  was 


collecting  all  statutes  regarding  the  mentally  ill, 
and  the  Psychiatry  Committee  would  like  to  have 
this  information  published  and  made  available  to 
the  membership  of  the  Association.  Possibly  these 
could  be  given  to  the  Councilors  for  distribution 
within  their  particular  Councilor  Districts.  Dr. 
Landgraf  stated  that  the  Committee  recommended 
that  this  be  carried  out,  providing  the  cost  was  not 
prohibitive. 

The  motion  was  made  by  Dr.  Lee  to  accept  the 
report  of  this  committee.  The  motion  was  seconded 
and  carried. 

Discussion  followed  relative  to  the  cost  of  pub- 
lishing this  collection  of  Statutes,  after  which  Dr. 
Waddell  called  for  the  approval  of  the  Councilors. 
Dr.  Nuss  moved  that  the  Board  of  Councilors  ap- 
prove the  cost  of  this  publication.  The  motion  was 
seconded  and  carried. 

The  Chairman  called  for  the  oral  report  of  Dr. 
Hohlen,  chairman  of  the  Council  on  Professional 
Ethics,  who  discussed  the  various  complaints  which 
this  Council  had  received  during  the  past  year. 
Dr.  Hohlen  presented  a recommendation  to  the 
Board  of  Councilors  from  his  Council  regarding 
one  of  the  complaints.  After  discussion,  the  mo- 
tion was  made  by  Dr.  Cornelius  that  this  matter 
be  referred  to  the  Councilor  in  that  particular  Dis- 
trict for  further  investigation  to  be  presented  at 
the  April  meeting  of  the  Board  of  Councilors.  This 
motion  was  seconded  and  carried. 

Dr.  Anderson  moved  that  the  oral  report  pre- 
sented by  Dr.  Hohlen  be  approved,  and  this  was 
seconded  and  carried. 

The  Councilors  were  asked  to  consider  the  report 
of  the  Maternal  and  Child  Health  Committee.  Dr. 
Bosley,  Chairman  of  this  committee,  discussed  his 
report.  The  motion  was  made  by  Dr.  Reeder  to 
accept  the  report  of  this  committee.  This  was 
seconded  and  carried. 

Dr.  Gilligan,  Chairman  of  the  Medicolegal  Ad- 
vice Committee,  was  asked  to  present  his  oral  re- 
port. It  was  moved  and  seconded  to  accept  this 
report.  The  motion  caiTied. 

The  Board  of  Councilors  was  adjourned,  and  re- 
convened at  1:30  p.m.,  following  lunch. 

The  report  of  the  Delegate  to  the  A.M. A.  was  con- 
sidered, and  Dr.  Leininger  discussed  this  in  the 
absence  of  Dr.  J.  D.  McCarthy.  Dr.  Reeder  moved 
to  accept  this  report;  and  the  motion  was  seconded 
and  carried. 

A motion  was  made  by  Dr.  Lee  to  accept  the  re- 
port on  the  9th  National  Conference  of  Physicians 
and  Schools  submitted  by  Dr.  Fuenning.  This  mo- 
tion was  seconded  and  carried. 

The  report  submitted  by  Dr.  Paul  Maxwell,  Dele- 
gate to  the  North  Central  Medical  Conference,  was 
next  considered.  Di'.  Garlinghouse  stated  that  he 
would  like  to  recommend  that  a letter  of  congratu- 
lation be  sent  to  Dr.  Maxwell  on  his  election  to  the 
office  of  President-elect  of  the  North  Central  Con- 
ference. 

The  motion  was  made  by  Dr.  Salter  to  accept  the 
report  of  the  Delegate  to  the  North  Central  Confer- 
ence, and  also  to  accept  the  recommendation  of  Dr. 
Garlinghouse  and  that  an  appropriate  letter  be 
directed  to  Dr.  Maxwell.  The  motion  was  seconded 
and  carried. 

The  motion  was  made  and  seconded  to  accept  the 
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report  of  the  Allied  Professions  Committee.  Motion 
carried. 

The  motion  was  made  by  Dr.  Lee  to  accept  the 
report  of  the  Blood  and  Blood  Products  Committee. 
This  motion  was  seconded  and  carried. 

The  motion  was  made  by  Dr.  Nuss  to  accept  the 
report  of  the  Public  Health  Committee.  The  motion 
was  seconded  and  carried. 

Dr.  Nuss  moved  that  the  report  of  the  Civil  De- 
fense and  Disaster  Committee  be  accepted.  The 
motion  was  seconded  and  carried. 

A motion  was  made  by  Dr.  Nuss  to  accept  the 
report  of  the  Constitution  and  By-Laws  Commit- 
tee. Motion  was  seconded  and  carried. 

The  report  of  the  Health  Education  Committee 
was  next  considered.  Dr.  Morgan,  ChaiiTnan  of  this 
Committee,  discussed  the  work  of  this  committee. 
Dr.  Morgan  read  a proposed  resolution  which  the 
Committee  prepared  to  be  presented  along  with 
the  committee  report.  This  resolution  indicated  a 
need  for  up-grading  health  education  in  the  schools 
and  colleges  in  Nebraska.  A letter  from  Dr.  Fuen- 
ning,  a member  of  this  committee,  was  read  in 
which  it  was  recommended  that  after  approval  of 
this  resolution,  a covering  letter  be  sent  by  the 
President  of  the  Nebraska  State  Medical  Associa- 
tion with  this  resolution. 

Dr.  Morgan  also  stated  that  this  committee 
would  like  the  approval  of  the  Board  of  Coun- 
cilors to  recommend  that  the  Nebraska  State  Med- 
ical Association  sponsor  an  Annual  Symposium  on 
Athletic  Injuries.  It  was  further  noted  that  if  the 
State  Association  could  take  leadership  in  such  a 
program,  they  could  then  invite  in  others  interested, 
such  as  Coach’s  Association.  The  Health  Educa- 
tion Committee  indicated  their  willingness  to  ac- 
cept this  task  in  behalf  of  the  Association. 

The  motion  was  made  by  Dr.  Nuss  to  accept  this 
report,  and  this  was  seconded  and  carried.  Dr. 
Waddell  then  asked  for  acceptance  of  the  Resolu- 
tion and  the  proposed  Symposium.  The  motion  was 
made  by  Dr.  Nuss  and  duly  seconded  to  accept  the 
resolution.  Motion  carried.  The  motion  was  also 
made  and  seconded  to  accept  the  recommendation 
of  the  proposed  Symposium,  and  the  motion  car- 
ried. 

A motion  was  made  by  Dr.  Cornelius  to  accept  the 
report  of  the  Joint  Committee  for  the  Improve- 
ment of  the  Care  of  the  Patient.  This  was  seconded 
and  caiTied. 

A motion  was  made  by  Dr.  Salter  to  accept  the 
report  of  the  Medical  Education  Committee.  The 
motion  was  seconded  and  earned. 

Dr.  Nuss  moved  that  the  report  of  the  Occupa- 
tional and  Industrial  Health  Committee  be  accepted. 
The  motion  was  seconded  and  canned. 

A motion  was  made  and  seconded  to  accept  the 
report  of  the  Prepayment  Medical  Care  Committee. 
Motion  carried. 

The  report  of  the  Public  Relations  Committee  was 
next  considered.  Dr.  Lee,  Chairman  of  this  Com- 
mittee, discussed  this  report.  Considerable  discus- 
sion followed  relative  to  the  recommendation  that 
study  should  be  made  of  the  value  of  a full-time 
public  relations  person  or  part  time  person,  to  be 
employed  by  this  Association.  It  was  the  con- 
census of  the  Board  of  Councilors  that  “public  rela- 
tions fii-m,”  rather  than  “public  relations  person,” 


should  be  used  in  this  recommendation.  However, 
no  action  was  taken  on  this.  It  was  moved  and 
seconded  to  accept  this  report;  and  to  refer  it  to 
the  House  of  Delegates  with  special  reference  to 
this  recommendation.  Motion  carried. 

The  motion  to  accept  the  report  of  the  Rehabili- 
tation Committee  was  made  by  Dr.  Saltei-.  This 
was  seconded  and  carried. 

Dr.  Anderson  moved  that  the  report  of  the  Rela- 
tive Value  Study  Committee  be  accepted.  Motion 
was  seconded  and  carried. 

A motion  was  made  by  Dr.  Nuss  to  accept  the 
report  of  the  Rural  Medical  Service  Committee. 
This  motion  was  seconded  and  earned. 

The  report  of  the  Policy  Committee  was  consid- 
ered next,  and  Dr.  Sievers,  Chaii-man  of  this  com- 
mittee, discussed  his  report.  The  motion  was  made 
by  Dr.  Nuss  to  accept  this  report,  and  the  motion 
was  seconded  and  canned. 

The  motion  was  made  by  Dr.  Reeder  to  accept  the 
report  of  the  Tuberculosis  Committee.  This  motion 
was  seconded  and  carried. 

The  motion  was  made  and  seconded  to  accept 
the  i-eport  of  the  Diabetes  Committee.  The  motion 
carried. 

The  motion  was  made  by  Dr.  Reeder  to  accept 
the  report  of  the  Insurance  Committee.  The  motion 
was  seconded  and  canned. 

The  motion  was  made  by  Dr.  Anderson  and  sec- 
onded to  accept  the  report  of  the  Board  of  Tnistees. 
The  motion  carried. 

Dr.  Nuss  moved  that  the  report  of  the  Editor  be 
accepted.  The  motion  was  seconded  and  carried. 

Dr.  Nuss  moved  that  the  report  of  the  Auditor 
be  accepted.  Motion  was  seconded  and  carried. 

The  motion  was  made  and  seconded  to  accept 
the  report  of  the  Executive  Secretary.  The  motion 
carried. 

Mr.  Neff  presented  several  pieces  of  correspond- 
ence for  information  of  the  Board  of  Counciloi’S. 
A resolution  which  was  received  from  the  Saunders 
County  Medical  Society  relative  to  cigarette  smok- 
ing, and  which  will  be  submitted  to  the  House  of 
Delegates,  was  also  read  to  the  Councilors  for  their 
infoiTnation.  After  discussion  of  this  resolution. 
Dr.  Lee  moved  that  this  be  referred  to  the  House 
of  Delegates.  The  motion  was  seconded  and  car- 
ried. 

Dr.  Nutzman  suggested  that  an  oral  report  on 
the  findings  of  the  Board  of  Medical  Examiners 
regarding  the  inspection  of  osteopathic  schools  be 
made  to  the  Board  of  Councilors  and  the  House  of 
Delegates.  No  action  was  taken  on  this  matter. 

The  Chaii-man  then  read  the  following  applica- 
tions for  Life  Membership:  Drs.  Andrew  Harvey, 

Fremont;  Rudolph  Decker,  Byron;  Wilson  B.  Moody, 
Omaha;  Fredrich  W.  Niehaus,  Omaha;  William 
Shearer,  Omaha,  and  Charles  M.  Swab,  Omaha. 

The  motion  was  made  and  seconded  to  accept  these 
Life  Membei-ships.  Motion  canned. 

The  following  50-year  practitioners  were  read  by 
the  Chairman:  Drs.  A.  J.  Courshon,  Chadron; 

George  W.  Covey,  Lincoln;  G.  J.  Kadavy,  Omaha; 
Chas.  Moon,  Omaha;  F.  J.  Schwertley,  Omaha; 
Neal  McKee,  Atkinson;  Thos.  Dohei’,  Axtel;  Forrest 
J.  Austin,  Omaha;  Frank  Kotlar,  West  Point;  Del- 
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bei't  L.  Hibberd,  Elm  Creek,  and  Harry  McFadden, 
Sr.,  Omaha. 

The  motion  was  made  and  seconded  to  accept  this 
list  of  50-year  men.  Motion  carried. 

Dr.  Waddell  announced  that  he  would  like  to 
appoint  the  following  men  as  a Nominating  Com- 
mittee: Drs.  Reeder,  Anderson  and  Cornelius.  This 
committee  will  submit  nominations  at  the  Annual 
Session  for  the  Board  of  Trustees,  Medicolegal  Ad- 
vice Committee  and  the  Council  on  Professional 
Ethics. 

The  meeting  was  adjourned  at  3:30  p.m. 


PROCEEDINGS 
HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 

February  22,  1964 

The  first  session  of  the  House  of  Delegates  of 
the  Nebraska  State  Medical  Association  was  held 
at  the  Hotel  Fort  Kearney,  Kearney,  Nebraska,  on 
February  22,  1964.  The  meeting  was  called  to 
order  by  the  Speaker  of  the  House,  Dr.  Nutzman. 

Dr.  Munger,  Chainnan  of  the  Credentials  Com- 
mittee, repoi-ted  that  40  delegates  or  their  alter- 
nates were  present.  Inasmuch  as  20  members  con- 
stitute a quorum,  the  House  of  Delegates  was  de- 
clared in  session. 

Dr.  Nutzman  announced  that  there  would  be  a 
social  hour  at  6:00  p.m.,  wdth  dinner  at  7:00  p.m., 
for  those  delegates  and  their  wives  who  would 
be  staying. 

Dr.  Nutzman  introduced  Dr.  Albert  Mueller, 
President  of  the  Buffalo  County  Medical  Society, 
who  welcomed  the  House  of  Delegates  to  Keamey. 

The  Speaker  called  for  approval  of  the  1963- 
Annual-Session  minutes  as  published  in  the  July 
issue  of  the  Journal.  It  was  moved  and  duly 
seconded  to  accept  these  minutes  as  published.  Mo- 
tion earned. 

Dr.  Hohlen,  Chairman  of  the  Council  on  Pro- 
fessional Ethics,  was  asked  to  present  an  oral  re- 
port to  the  House  of  Delegates.  Dr.  Hohlen  dis- 
cussed the  various  cases  and  their  adjudication 
which  his  committee  had  handled  during  the  past 
year.  It  was  moved  and  seconded  to  accept  this 
oral  repoi’t..  The  motion  carried. 

Dr.  Nutzman  called  on  Dr.  Garlinghouse,  Treas- 
urer of  the  Nebraska  Medical  Foundation,  to  infoi-m 
the  House  of  Delegates  of  the  new  expanded  loan 
program  which  had  been  approved  by  the  Foundation 
at  their  annual  meeting,  February  9,  1964. 

Dr.  Nutzman  read  the  Reference  Committee  ap- 
pointments. A motion  was  made  by  Dr.  Schenken 
that  these  appointments  be  approved  as  read,  and 
the  motion  was  seconded  and  carried. 

The  following  work  assignments  of  the  Refer- 
ence Committee  was  read  by  the  Speaker: 


Reference  Committee  No.  1 — Officers 
Report  of  the  Board  of  Trustees 
Report  of  Officers: 

Delegate  to  A.M.A. 

Editor 

Executive  Secretary 
Delegate  to  North  Central  Conference 
Report  of  the  Health  Education  Committee 

Reference  Committee  No.  2 — Council 
Report  of  the  Board  of  Councilors 
Report  of  9th  National  Conference  on  Physicians 
and  Schools 

Report  of  financial  Audit 

Report  of  Allied  Professions  Committee 

Report  of  Medical  Education  Committee 

Reference  Committee  No.  3 — Constitution  and  By- 
Laws 

Report  of  Constitution  and  By-Laws  Committee 
Life  Membez'ships 
50- Year  Practitioners 

Repoi-t  of  Civil  Defense  and  Disaster  Committee 
Report  of  Joint  Commission  for  Improvement 
of  Care  of  the  Patient 

Reference  Committee  No.  4 — Voluntary  Prepay- 
ment 

Repoi't  of  Public  Relations  Committee 
Report  of  Prepayment  Medical  Care  Committee 
Report  of  Insurance  Committee 

Reference  Committee  No.  5 — Planning 
Report  of  Policy  Committee 
Report  of  Relative  Value  Study  Committee 
Report  of  Maternal  and  Child  Health  Committee 
Report  of  Psychiatiy  Committee 

Reference  Committee  No.  6 — Public  Health 

Report  of  Blood  and  Blood  Products  Committee 
Repoi’t  of  Diabetes  Committee 
Repoi’t  of  Tuberculosis  Committee 
Report  of  Occupational  and  Industrial  Health 
Committee 

Reference  Committee  No.  7 — Miscellaneous 
Report  of  Public  Health  Committee 
Report  of  Rehabilitation  Committee 
Report  of  Rural  Medical  Service  Committee 
Dr.  Nutzman  read  the  following  resolutions  which 
had  been  received  in  the  headquarters  office: 

Resolution  No.  1 — Saunders  County  Medical  So- 
ciety — Referred  to  Reference  Committee  No.  6 
WHEREAS,  research  studies  by  several 
groups  of  investigators,  notably  those  of  the 
Public  Health  Sei’vice,  have  shown  cigarette 
smoking  may  produce  cancer  of  the  lung  and 
other  diseases  . . . 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  officially  recognize  cigar- 
ette smoking  as  a hazard  to  health,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Ne- 
braska State  Medical  Association  institute  a 
program  to  infoi’m  the  people  of  this  state  of 
the  hazards  of  smoking. 

Resolution  No.  II  — Franklin  County  Medical  So- 
ciety — Referred  to  Refei’ence  Committee  No.  7 
WHEREAS,  it  has  been  the  experience  of 
some  membei’s  of  the  Fi’anklin  County  Medical 
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Society,  while  attending  the  A.M  A.  meeting 
in  Atlantic  City,  to  find  it  nearly  impossible 
to  obtain  any  good  from  attending  many  of  the 
lectures  because  of  overcrowding.  It  was  found 
that  many  of  the  people  attending  these  lec- 
tures were  merely  curious  visitors  occupying  the 
chairs.  Their  chatter  also  made  it  difficult  to 
follow  the  topics  being  discussed.  This  same 
complaint  can  be  referred  to  some  of  the  ex- 
hibits. 

THEREFORE  BE  IT  RESOLVED,  that  the 
Nebraska  State  Medical  Association  be  made 
cognizant  of  this  fact  and  that  positive  action  be 
taken  by  the  House  of  Delegates  by  sending 
a further  resolution  to  the  A.M. A.  House  of 
Delegates  asking  that  all  non-medical  persons 
be  barred  from  the  lectures  and  Scientific  Ex- 
hibits and  make  these  national  meetings  avail- 
able for  those  for  whom  they  were  intended. 

Resolution  No.  Ill  — Adams  County  Medical  So- 
ciety — Referred  to  Reference  Committee  No.  7 
WHEREAS,  George  W.  Crane,  MD,  PhD, 
of  520  North  Michigan  Avenue,  Chicago,  Illi- 
nois, indicated  in  a widely  syndicated  news- 
paper article  under  date  of  November  8,  1963, 
that  a professor  in  a medical  school  in  Ne- 
braska capriciously  and  unfairly  caused  a negro 
student  in  that  school  to  be  dismissed  from  that 
school;  and 

WHEREAS,  the  Dean  of  the  Creighton  Uni- 
versity Medical  School  conducted  a thorough 
investigation  into  the  allegations  by  Dr.  Crane 
and  was  unable  to  find  any  records  to  indicate 
such  an  incident  occurred  in  that  school;  and 
WHEREAS,  the  Dean  of  the  University  of 
Nebraska  College  of  Medicine  conducted  a 
thorough  investigation  into  the  allegations  by 
Dr.  Crane  and  determined  that  Dr.  Crane’s 
statements  identified  a student  who  entered  the 
College  the  first  time  in  1954,  and  was  allowed 
to  repeat  the  freshman  year  after  failing  that 
year,  and  his  work  was  unsatisfactoiy  after 
repeating  the  freshman  year,  and  after  discus- 
sion by  the  faculty  and  in  consideration  of  the 
medical  needs  of  his  country,  he  was  allowed 
to  enter  the  sophomore  year,  and  his  work  con- 
tinued so  unsatisfactory  he  was  dismissed;  and, 
WHEREAS,  the  Dean  of  the  University  of 
Nebraska  College  of  Medicine  specifically 
states,  “that  the  failure  of  this  student  was  not 
based  on  the  whim  of  one  faculty  member,  but 
represented  the  studied  and  considered  judgment 
of  many  in  our  faculty;”  and, 

WHEREAS,  Dr.  Crane’s  explanations  of  his 
statements  made  in  reply  to  letters  from  the 
Governor  of  Nebraska  and  others  requesting  in- 
formation have  been  vague  and  evasive;  and, 
WHEREAS,  Such  public  statements  regarding 
a medical  school  in  Nebraska  are  misleading 
and  grave  distoidion  of  fact  and  may  result  in 
serious  damage  to  the  reputations  of  both  med- 
ical schools  in  Nebraska;  now,  therefore,  be  it 
RESOLVED,  That  the  Nebraska  State  Medi- 
cal Association  takes  vigorous  exception  to  the 
allegations  in  said  newspaper  article;  and  be  it 
further 

RESOLVED,  That  the  Nebraska  State  Medi- 
cal Association  conduct  a thorough  investiga- 


tion of  this  entire  matter  and  enlist  the  aid 
of  legal  counsel  in  that  effort,  such  investi- 
gation to  be  conducted  for  the  pui^pose  of  ascer- 
taining all  of  the  facts  in  the  matter  in  order 
that  redress  of  any  wrong  may  be  obtained 
by  any  of  the  parties  to  the  matter,  and  in  order 
that  legal  action  to  obtain  such  redress  may 
be  taken  if  such  action  be  indicated. 

The  Speaker  read  the  following  requests  for  Life 
Membership : 

Andrew  Harvey,  MD  — Fremont 
Rudolph  Decker,  MD  — Byron 
Wilson  B.  Moody,  MD  — Omaha 
Fredrich  W.  Niehaus,  MD  — Omaha 
William  Shearer,  MD  — Omaha 
Charles  M.  Swab,  MD  — Omaha 
J.  C.  Waddell,  MD  — Beatrice 
C.  W.  Thomas,  MD  — Wymore 

These  requests  for  Life  Membership  were  re- 
ferred to  Reference  Committee  No.  3. 

The  Speaker  read  the  following  list  of  50- Year 
Practitioners: 

A.  J.  Courshon,  MD  — Chadron 
George  W.  Covey,  MD  — Lincoln 
G.  J.  Kadavy,  MD  — Omaha 
Chas.  Moon,  MD  — Omaha 
F.  J.  Schwertley,  MD  — Omaha 
Neal  McKee,  MD  — Atkinson 
Thos.  Doher,  MD  — Axtell 
Forrest  J.  Austin,  MD  — Omaha 
Frank  Kotlar,  MD  — West  Point 
Delbert  L.  Hibberd,  MD  — Elm  Creek 
Harry  McFadden,  Sr.,  MD  — Omaha 

These  50- Year  Practitioners  were  referred  to 
Reference  Committee  No.  3. 

Mr.  Neff  was  asked  to  present  correspondence 
which  had  been  received  in  the  headquarters  office, 
as  follows: 

1.  Letter  from  Lincoln  Evening  Journal  — • Nebras- 
ka State  Journal:  Ref.  Com.  No.  1: 

Mr.  Kenneth  Neff,  Exec.  Secry. 

Nebraska  State  Medical  Association 
1315  Sharp  Building 
Lincoln,  Nebraska 
Dear  Ken: 

The  public  interest  in  medicine  and  the  prob- 
lems of  medical  economics  and  the  doctor  in- 
terest in  concepts  of  practice  and  government 
and  medicine  have  caused  a mutual  interest  in 
medical  new’s  in  recent  years. 

Increasingly,  the  public  has  asked  the  “whys” 
of  rising  medical  and  hospital  costs,  and  the 
doctors  have  increasingly  asked  support  from 
the  press  in  opinion  and  factual  education  on 
the  problems  of  medicine. 

It  is  difficult  for  the  press  to  discharge  their 
role  professionally  and  intelligently  without 
the  right  to  cover  the  official  meetings  of  the 
doctors  both  for  background  and  for  publication 
of  decisions  once  reached. 

It  is  our  understanding  that  the  national 
meetings  of  the  American  Medical  Association 
House  of  Delegates  are  attended  by  the  press. 
And  it  is  our  belief  that  the  public,  the  doc- 
tors, and  the  press  would  be  mutually  benefited 
by  an  invitation  to  the  interested  press  from 
the  Nebraska  Medical  Association  to  cover  sim- 
ilarly the  official  meetings  and  proceedings  of 
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our  state  organization.  The  press  already  cov- 
ers the  meetings  of  the  Nebraska  Bar  Associa- 
tion, Certified  Public  Accountants,  and  several 
other  professional  groups. 

The  press  in  turn  already  has  several  quali- 
fied specialized  medical  writers  who  already 
know  the  medical  area. 

This  letter  is  to  permit  you  to  raise  this 
question  with  your  organization  at  or  before 
your  coming  meeting  at  Kearney  in  order 
that  you  can  give  our  newspaper  a reply  to 
our  request  to  sit  in  during  the  official  meet- 
ings of  your  organization  and  to  cover  its  offi- 
cial pi’oceedings. 

Most  sincerely, 

(Signed) 

Joe  R.  Seacrest, 

Managing  Editor, 

Lincoln  Journal 

2.  Letter  from  Fiank  Woods,  Director,  Department 
of  Public  Welfare:  Ref.  Com.  No.  5: 

TO:  Directors,  County  Divisions  of  Public 

Welfare 

Chairman,  County  Boards  of  Public  Wel- 
fare 

SUBJECT:  Drags  for  Assistance  Recipients 

The  following  policies  and  standards  relating 
to  medication  are  part  of  the  Nebraska  Public 
Welfare  Medical  Care  program. 

The  reasonable  cost  of  drags  prescribed  for 
assistance  recipients  by  a practitioner  licensed 
to  prescribe  medicine  may  be  authorized  and 
paid  by  vendor  payment.  Reasonable  cost  is 
determined  to  be  the  cost  of  drags  plus  a pro- 
fessional fee.  Drugs,  patent  medicines  or  phar- 
maceuticals which  may  be  dispensed  without  pre- 
scription may  be  paid  by  vendor  payment  at 
“over  the  counter  price”  when  recommended 
or  prescribed  by  a practitioner. 

The  professional  fee  is  determined  by  each 
County  Division  of  Public  Welfare  and  may  not 
exceed  two  dollars  ($2.00)  for  each  prescrip- 
tion. 

(Signed) 

Frank  M.  Woods, 

State  Director 

Mr.  Neff  stated  that  a resolution  had  been  submit- 
ted by  the  Cass  County  Medical  Society  relative 
to  the  fees  for  drags,  but  had  been  withdrawn  in 
view  of  the  letter  from  Frank  Woods. 

3.  A letter  from  Dr.  Svehla  w'as  read  which  sug- 
gested that  some  recognition  be  given  to  the  direc- 
tors of  the  200-bed  emergency  hospitals  for  the  work 
they  have  done.  This  was  given  to  Reference  Com- 
mittee No.  3. 

4.  A letter  from  the  A.  H.  Robins  Company,  Inc., 
was  read  regarding  an  award  to  a Nebraska  physi- 
cian for  outstanding  community  seiwice,  and  an  ap- 
propriate plaque  would  be  given  by  the  A.  H.  Robins 
Company.  This  was  referred  to  Reference  Commit- 
tee No.  4. 

Dr.  Sievers  discussed  the  Kerr-Mills  law,  and  in- 
formed the  House  that  as  yet  this  had  not  been 
approved  by  the  HEW.  He  indicated  that  fees 
in  some  of  the  counties  were  below  the  schedule 


for  Old  Age  recipients,  and  that  the  county  medical 
societies  in  these  counties  should  be  encouraged 
to  meet  with  their  County  Welfare  Department  to 
negotiate  fees  at  the  state  level. 

Dr.  Sievers  asked  for  the  support  of  the  Nebraska 
Medical  Foundation  Program. 

He  also  suggested  that  the  Association  consider 
sponsoring  a first-aid  or  service  station  in  the 
Capitol  Building  during  Legislative  Sessions. 

Attention  was  called  to  the  article  on,  “Physician 
Distribution”  which  was  published  in  the  January, 
1964,  issue  of  the  Journal,  and  which  had  been 
written  by  Mr.  Neff.  Dr.  Sievers  stated  that  this 
survey  showed  that  there  was  a need  of  more 
physicians  in  the  rural  areas. 

Mr.  Neff  informed  the  House  that  personal  letters 
had  been  written  to  1963  graduates  of  the  two 
medical  schools,  which  had  resulted  in  several  in- 
quiries. 

Mr.  Neff  also  stated  that  he  would  like  to  com- 
mend the  Omaha-Douglas  County  Medical  Society 
for  their  program  which  has  been  set  up  to  fight 
the  King-Anderson  Bill,  which  is  still  in  the  House 
Ways  and  Means  Committee.  He  urged  county  med- 
ical societies  to  set  up  their  Operation  Hometown 
program. 

Dr.  Nutzman  stated  that  some  definite  action 
should  come  out  of  the  Reference  Committee  re- 
garding the  recommendations  of  the  Public  Rela- 
tions Committee  and  their  request  for  funds.  He 
urged  delegates  to  appear  before  this  Reference 
Committee  and  make  their  thoughts  known. 

The  Speaker  called  for  new  business,  and  Dr. 
Landgraf  w'as  granted  permission  of  the  floor  to 
read  an  article  which  had  appeared  in  the  Omaha 
World  Herald  in  early  February,  relative  to  smok- 
ing and  lung  cancer,  which  indicated  that  a member 
of  the  medical  profession  had  stated  that,  “The 
old  guard  in  the  State  Medical  Association  defeated 
a move  in  its  House  of  Delegates  for  a resolution 
to  label  cigarettes  as  dangerous.  For  once  Ne- 
braska had  a chance  to  be  ahead  of  California  and 
we  fell  down.”  This  matter  was  referred  to  Refer- 
ence Committee  No.  6. 

Dr.  Schenken  was  granted  permission  of  the  floor 
and  stated  that  he  would  recommend  that  the  arti- 
cle written  by  Mr.  Neff  on  “Physician  Distribu- 
tion,” be  given  to  a Reference  Committee.  This 
was  referred  to  Reference  Committee  No.  7. 

There  being  no  further  business,  the  motion  was 
made  and  seconded  to  adjourn  until  9:00  a.m.,  Sun- 
day. Motion  carried. 

February  23,  1964 

The  second  session  of  the  mid-winter  meeting  of 
the  House  of  Delegates  was  called  to  order  by  the 
Vice  Speaker,  Dr.  Harry  McFadden. 

A report  of  the  Credentials  Committee  showed 
that  a quorum  was  present,  and  the  meeting  was 
declared  in  session. 

The  minutes  of  the  first  session  of  the  House  of 
Delegates  were  read  by  Dr.  McFadden.  The  mo- 
tion was  made  and  seconded  to  approve  these  min- 
utes, and  the  motion  carried. 

The  Vice  Speaker  called  for  the  reports  of  the 
Reference  Committees,  and  they  were  presented  as 
follows : 
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Reference  Committee  Xo.  1 — Dr.  Richard  Egan, 

Chairman,  made  the  following  report; 

Other  members  of  this  Committee  were  Drs. 

H.  C.  Stewart  and  Bimce  Claussen. 

Your  Reference  Committee  has  considered 
the  report  of  the  Board  of  Trustees.  Since  the 
request  presented  to  the  Ti-ustees  by  the  Pub- 
lic Relations  Committee  has  been  referred  to 
another  Reference  Committee  of  this  House, 
this  request  was  not  considered  by  Reference 
Committee  No.  1.  With  this  exception,  this 
Reference  Committee  recommends  approval  of 
the  report  of  the  Board  of  Trustees.  I so  move. 

The  motion  was  seconded  and  carried. 

This  reference  Committee  has  considered  the 
repoi't  of  the  Delegate  to  the  A.M.A.  With  re- 
gard to  the  recommendations  contained  in  this 
report,  we  advise  against  Recommendation  No. 

I,  to  contribute  as  a state  society  to  the  Funds 
for  Medical  Schools  and  the  Loan  Guarantee 
Program.  We  advise  in  favor  of  the  other 
recommendations  in  this  report,  and  move  that 
this  report  be  approved.  I so  move. 

The  motion  was  seconded  and  earned. 

The  report  of  the  Editor  of  the  Journal  has 
been  reviewed  by  this  Reference  Committee. 
We  recommend  approval  of  this  report  with 
commendation  for  the  efforts  of  the  Editor, 
and  with  the  suggestion  that  the  members  of 
the  Scientific  Session  Committee  actively  en- 
courage the  submission  of  manuscripts  for  fu- 
ture issues  of  the  Journal.  We  would  also  urge 
all  members  of  the  Association  to  consider  the 
preparation  of  contributions  to  the  Journal.  I 
so  move. 

The  motion  was  seconded  and  carried. 

The  report  of  the  Executive  Secretary  has 
been  renewed.  We  recommend  approval  of  this 
report  including  the  recommendations  therein. 
I so  move. 

The  motion  was  seconded  and  carried. 

The  report  of  the  Delegate  to  the  North 
Central  Medical  Conference  has  been  consid- 
ered by  this  Reference  Committee;  and  we  rec- 
ommend acceptance  of  this  report.  I so  move. 

The  motion  was  seconded  and  carried. 

The  report  of  the  Health  Education  Commit- 
tee and  the  resolution  from  this  Committee  was 
considered.  We  recommend  approval  with  the 
reserwation  that  the  report  shall  not  condemn 
present  efforts  for  health  education  in  the  pub- 
lic schools  until  the  surwey  proposed  by  the 
Committee  has  been  completed.  We  recommend 
approval  of  the  resolution  with  the  addition 
that  the  Health  Education  Committee,  in  the 
implementation  of  this  program,  seek  the  sup- 
port and  assistance  of  all  groups  having  con- 
cern for  this  effort.  I so  move. 

The  motion  was  seconded  and  carried. 

The  letter  from  the  Editor  of  the  Lincoln 
Journal  has  been  reviewed,  and  the  opinions  ex- 
pressed to  Reference  Committee  No.  1 have 
been  divergent.  The  proposal  suggests  a num- 
ber of  problems,  and  we  recommend  that  the 
President  appoint  an  ad  hoc  committee  to  con- 
sider the  questions  raised  by  this  letter. 

The  motion  was  seconded.  Considerable  discus- 


sion followed  relative  to  allowing  the  press  to  at- 
tend sessions  of  the  House  of  Delegates.  However, 
it  was  the  concensus  of  opinion  that  they  not  be 
allowed  to  attend  reference  committee  meetings. 
It  was  also  thought  that  there  should  be  some  dead- 
line set  for  the  committee  to  reach  a decision  and 
bring  their  recommendations  to  the  House  of  Dele- 
gates, and  if  possible,  this  should  be  done  before 
the  Annual  Session  in  April. 

Dr.  Schenken  moved  that  the  motion  be  amended 
and  that  the  ad  hoc  committee  consider  this  matter 
as  to  what  portion  of  the  sessions  the  press  should 
be  allowed  to  attend,  and  that  this  committee  should 
discuss  this  with  all  news  media;  and  that  the  com- 
mittee present  their  recommendations  at  the  open- 
ing session  of  the  House  of  Delegates  at  their  April 
meeting.  This  motion  was  seconded  and  canned. 

The  motion  was  made  to  accept  this  report  as 
amended.  The  motion  was  seconded  and  carried. 

Dr.  Egan  moved  that  the  report  of  his  Reference 
Committee  No.  1 be  accepted  as  a whole.  The  mo- 
tion was  seconded  and  carried. 

Dr.  R.  Andersen  was  granted  permission  of  the 
floor  and  stated  that  it  might  be  well  if  the  news 
media  were  allowed  to  attend  the  House  of  Dele- 
gates to  have  the  motions  recorded  on  a tape  re- 
corder. Dr.  Andersen  stated  that  he  would  like 
to  make  a motion  that  each  man  making  a motion 
should  come  to  the  front  and  it  should  he  recorded 
on  a tape  recorder.  This  motion  was  seconded. 
Following  discussion,  the  motion  carried. 

Reference  Committee  X'o.  2 — Dr.  Warren  Bosley, 

Chairman,  made  the  following  report: 

Other  members  of  this  committee  wei'e  Drs. 
Walker  and  Frazer. 

This  Reference  Committee  has  considei'ed  the 
report  of  the  Board  of  Councilors.  We  approve 
this  report,  and  I so  move. 

The  motion  was  seconded  and  carried. 

This  Reference  Committee  has  considered 
the  report  of  the  9th  National  Conference  on 
Physicians  and  Schools.  We  recommend  the 
approval  of  this  report  and  also  of  the  recom- 
mendations in  this  report.  I so  move. 

The  motion  was  seconded  and  carried. 

This  Reference  Committee  has  studied  the 
Audit,  and  we  recommend  approval  of  this  re- 
port. I so  move. 

The  motion  was  seconded  and  carried. 

This  Reference  Committee  has  considered  the 
report  of  the  Allied  Professions  Committee,  and 
recommend  approval  of  this  report.  I so  move. 

The  motion  was  seconded  and  carried. 

This  Reference  Committee  has  considered  the 
report  of  the  Medical  Education  Committee. 
Dr.  Schenken  has  appeared  before  this  Ref- 
erence Committee  and  stated  that  the  action 
of  the  State  Legislature  in  allowing  funds  for 
hospitals  and  salaries,  should  be  included  in 
the  report  of  this  committee.  We  recommend 
the  approval  of  this  committee  report  with  this 
addition.  I so  move. 

The  motion  was  seconded  and  carried. 

I move  that  the  report  of  Reference  Commit- 
tee No.  2 as  a whole  be  approved. 

The  motion  was  seconded  and  carried. 
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Reference  Committee  No.  3 — Dr.  James  Dunlap, 

Chairman,  made  the  following  report: 

Other  members  of  this  committee  were  Drs. 
Abts  and  Weekes. 

This  Reference  Committee  was  asked  to  con- 
sider the  report  of  the  Constitution  and  By- 
Laws  Committee.  We  find  this  report  in  order 
and  recommend  that  it  be  accepted.  I so  move. 

The  motion  was  seconded  and  carried. 

This  Reference  Committee  was  asked  to  con- 
sider the  applications  for  Life  Membership.  We 
find  these  names  in  order,  and  recommend  that 
they  be  accepted  for  Life  Membership.  I so 
move. 

Motion  was  seconded  and  carried. 

We  were  asked  to  consider  the  list  of  50- Year 
Practitioners.  We  find  these  in  order,  and  rec- 
ommend that  they  be  accepted.  I so  move. 

Motion  was  seconded  and  carried. 

We  were  asked  to  consider  the  report  of  the 
Civil  Defense  and  Disaster  Committee.  We 
find  this  report  in  order  and  I'ecommend  its 
acceptance.  I so  move. 

Motion  was  seconded  and  earned. 

We  were  asked  to  consider  the  report  of  the 
Joint  Commission  for  the  Improvement  of  the 
Care  of  the  Patient.  We  find  this  report  in 
order  and  recommend  its  acceptance.  I so 
move. 

Motion  was  seconded  and  carried. 

We  were  asked  to  consider  the  letter  from 
Dr.  Svehla  requesting  that  recognition  be  given 
to  the  Directors  of  the  200-bed  Emergency  Hos- 
pitals for  their  time  and  service.  We  would 
like  to  recommend  that  Dr.  Johnson  prepare 
a list  of  the  Directors  of  the  200-bed  Emergency 
Hospitals,  together  with  the  locations  of  these 
hospitals.  We  further  recommend  that  this 
list  together  with  a letter  of  appreciation  from 
Dr.  Johnson  and  a plea  for  continued  local  med- 
ical society  support  of  these  men  and  their 
efforts,  be  published  on  a page  of  the  Ne- 
braska State  Medical  Journal  devoted  ex- 
clusively to  this  clause.  I move  that  this  rec- 
ommendation be  adopted. 

The  motion  was  seconded  and  earned. 

I move  that  the  report  of  Reference  Commit- 
tee No.  3 as  a whole  be  approved. 

The  motion  was  seconded  and  carried. 

Reference  Committee  No.  4 — Dr.  D.  J.  Bucholz, 

Chairman,  made  the  following  report: 

Other  members  of  this  Committee  were  Drs. 
Frank  and  Yaw. 

Reference  Committee  No.  4 recommends  the 
acceptance  of  the  report  of  the  Public  Rela- 
tions Committee.  In  order  to  implement  the 
request  for  funds  to  hire  a public  relations  finn 
or  a public  relations  person,  or  both,  it  is  fur- 
ther recommended  that  the  House  of  Delegates 
authorize  this  committee  to  spend  up  to  a maxi- 
mum of  $15,000  during  the  current  fiscal  year. 

It  is  further  recommended  by  this  Reference 
Committee,  that  Mrs.  S.  H.  Perry,  Legislative 
Chairman  of  the  Women’s  Auxiliary,  be  sent 
a letter  of  commendation  by  the  House  of  Dele- 


gates of  the  Nebraska  State  Medical  Association 
for  her  “Do  You  Know”  reports.  I so  move. 

The  motion  was  seconded  to  accept  these  recom- 
mendations, and  motion  carried. 

Reference  Committee  No.  4 recommends  the 
acceptance  of  the  report  of  the  Prepayment 
Medical  Care  Committee.  I so  move. 

Motion  was  seconded  and  carried. 

Reference  Committee  No.  4 recommends  the 
acceptance  of  the  report  of  the  Insurance  Com- 
mittee. 

It  is  also  suggested  that  the  Insurance  Com- 
mittee continue  to  pursue  a study  of  the  feasi- 
bility of  a Group  Malpractice  Insurance  Plan 
for  the  Association.  I so  move. 

Motion  was  seconded  and  carried. 

Reference  Committee  No.  4 has  considered  the 
letter  from  the  A.  H.  Robbins  Co.,  and  it  is 
our  opinion  that  their  offer  should  not  be  ac- 
cepted. I so  move. 

Motion  was  seconded  and  carried. 

Reference  Committee  No.  4 was  presented  a 
proposal  that  the  state  Association  set  up  a 
first  aid  station  for  State  Legislators  while 
they  are  in  session  at  the  State  Capitol.  We 
recommend  that  the  Nebraska  State  Medical 
Association  be  authorized  to  initiate  such  a pro- 
gram. I so  move. 

The  motion  was  seconded  and  carried. 

It  was  moved  and  seconded  to  accept  the 
Reference  Committee  No.  4 report  as  a whole. 
The  motion  carried. 

Reference  Committee  No.  5 — Dr.  Dwaine  Peets, 

Chairman,  made  the  following  report: 

Other  members  of  the  Committee  were  Drs. 
Glenn  and  Doering. 

This  Reference  Committee  has  considered  the 
report  of  the  Policy  Committee,  and  recommends 
this  report  be  accepted  as  written.  I so  move. 

Motion  was  seconded  and  carried. 

The  report  of  the  Relative  Value  Study  Com- 
mittee was  studied;  and  it  was  recommended 
the  report  be  accepted  as  written.  It  was  also 
recommended  that  this  committee  continue  to 
be  the  liaison  between  the  Association  and  the 
Welfare  people.  I so  move. 

Motion  was  seconded  and  canned. 

The  report  of  the  Matemal  and  Child  Health 
Committee  was  studied;  and  we  recommend  its 
acceptance  as  written.  I so  move. 

Motion  was  seconded  and  carried. 

The  report  of  the  Psychiati’y  Committee  was 
studied,  and  it  is  recommended  that  this  re- 
port be  accepted  in  its  entirety.  I so  move. 

Motion  was  seconded  and  carried. 

The  letter  from  Frank  Woods  regarding 
diug  fees  was  discussed.  This  reference  com- 
mittee felt  that  this  lettar  was  not  clear. 
We  recommend  that  this  be  clarified  so  that  the 
physician  dispensing  drugs  be  entitled  to  the 
same  professional  fee  as  is  now  stated  for 
the  pharmacist. 

It  is  also  recommended  that  letters  be  sent 
to  the  County  Medical  Societies  where  the  fees 
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are  below  schedule  for  Old  Age  Recipients  to 
inform  them  of  this  fact.  I so  move. 

The  motion  was  seconded  and  carried. 

I move  that  the  report  of  this  Reference  Com- 
mittee as  a whole  be  accepted.  The  motion  was 
seconded  and  carried. 

Reference  Committee  No.  6 — Dr.  H.  V.  Nuss, 

Chaiirnan,  made  the  following  report: 

Other  members  of  this  Committee  were  Di-s. 
McMurtrey  and  McConahay. 

This  Reference  Committee  has  reviewed  the 
repoii;  of  the  Blood  and  Blood  Products  Comit- 
tee,  and  recommend  its  adoption.  I so  move. 

The  motion  was  seconded  and  canned. 

This  Reference  Committee  has  reviewed  the  re- 
port of  Diabetes  Committee,  and  recommend  its 
acceptance.  I so  move. 

The  motion  was  seconded  and  carried. 

This  Reference  Committee  has  reviewed  the 
report  of  the  Tuberculosis  Committee,  and  rec- 
ommend its  acceptance.  I so  move. 

The  motion  was  seconded  and  carried. 

This  Reference  Committee  has  reviewed  the 
report  of  the  Occupational  and  Industrial 
Health  Committee,  and  recommend  its  accept- 
ance. I so  move. 

The  motion  was  seconded  and  canned. 

This  Reference  Committee  has  studied  the 
resolution  from  the  Saunders  Countj"  Medical 
Society  relative  to  the  institution  of  a progr'am 
to  inform  the  people  of  the  State  of  the  haz- 
ards of  smoking.  We  recommend  that  this 
resolution  be  given  to  the  Health  Education 
Committee.  I so  move. 

The  motion  was  seconded,  and  discussion  followed. 

Dr.  Landgraf  moved  that  the  recommenda- 
tion of  the  Reference  Committee  be  amended, 
and  that  the  Health  Education  Committee  re- 
port of  the  House  of  Delegates  at  the  Annual 
Session  on  means  of  implementation  of  this 
program.  This  motion  was  seconded;  and  fol- 
lowing discussion,  a standing  vote  was  called 
for  on  the  amended  recommendation  and  the 
motion  carried. 

Dr.  Nuss  stated  that  Reference  Committee 
No.  6 recommended  acceptance  of  this  resolu- 
tion, and  that  it  be  referred  to  the  Health  Edu- 
cation Committee  for  means  of  implementation. 

The  motion  was  made  to  accept  this  recom- 
mendation and  was  duly  seconded  and  carried. 

Reference  Committee  No.  6 has  studied  the 
newspaper  article  of  the  Omaha  World  Herald 
quoting  Dr.  Lemmon.  We  recommend  that  no 
action  be  taken  at  this  time,  in  view  of  the 
fact  that  this  is  an  ar-ticle  by  a reporter  alleged- 
ly quoting  Dr.  Lemmon.  I so  move. 

The  motion  was  seconded  and  carried. 

Reference  Committee  No.  6 recommends  ac- 
ceptance of  this  entire  report. 

Motion  was  seconded  and  carried. 

Reference  Committee  No.  7 — Dr.  Chas.  Landgraf, 

Chairman,  made  the  following  report: 

Other  members  of  this  Committee  were  Drs. 
Miller  and  Harry. 


This  Committee  was  asked  to  consider  the 
article  in  the  January  issue  of  the  Journal  on 
“Distribution  of  Physicians,”  which  reads  as 
follows : 

THE  DISTRIBUTION  OF  PHYSICIANS 
IN  NEBRASKA 

KEN  NEFF,  Executive  Secretary 
Nebraska  State  Medical  Association 
Lincoln,  Nebraska 

A recent  surr^ey  of  physician-distribution  in  the 
State  of  Nebraska,  indicates  the  general  situation 
is  good,  but  that  some  problem-areas  do  exist. 

. The  sur\’ey,  which  took  some  three  months  to 
complete,  provides  the  Association  for  the  first 
time,  an  accurate  up-to-date  analysis  of  the  physi- 
cian-distribution-picture in  Nebraska.  It  was  felt 
that  the  results  of  this  study  would  be  of  interest 
and  ser\’e  to  inform  the  member’s,  hence  this  article 
was  prepared. 

There  are,  today,  1552  physicians  in  Nebraska. 
Of  this  number,  1325  are  members  of  the  Nebraska 
State  Medical  Association.  In  addition  to  this, 
there  are  150  residents  and  interns.  A total  of 
1184  or  76.3  per  cent  are  in  private  practice.  Those 
in  full-time  faculty  positions  at  the  medical  schools, 
admirristrative  medicine,  laboratory  medicine,  pre- 
ventive medicine,  and  research  total  268,  or  17.3 
per  cent,  eighty-eight,  or  5.6  per  cent  are  retired 
and  12,  or  0.8  per  cent  are  not  in  practice.  These 
figures  compare  quite  favorable  with  the  national 
averages  which  show  64.1  per  cent  in  private 
practice;  30.7  per  cent  in  full-time  teaching,  aca- 
demic, and  research  activities;  3.9  per  cent  retired; 
and  1.3  per  cent  not  in  practice. 

Of  the  1475  practicing  physicians  in  the  state, 
584  are  in  the  metropolitan  area  of  Omaha-Douglas 
County;  223  are  located  in  the  metropolitan  area 
of  Lincoln- Lancaster  County;  and  668  are  located 
in  the  remaining  portion  of  the  state. 

Physician-patient  ratios  for  these  areas  are  as 


follows: 

Omaha 1 physician  to  707  persons 

Lincoln 1 physician  to  714  persons 

Remaining  Area 1 physician  to  1331  persons 

Over-all  ratio  for 

entire  state 1 physician  to  990  persons 


The  sur\’ey  from  this  point  concerns  itself  with 
information  on  the  state,  exclusive  of  Lincoln  and 
Omaha,  as  it  was  felt  that  both  cities  were  ade- 
quately staffed  with  medical  personnel. 

The  sui-\’ey  further  concerned  itself  with  the 
age  of  the  physician,  type  of  practice,  location  of 
specialists,  and  listing  of  communities  without 
physicians  in  the  500  to  1,000  population  category. 
These  subjects  will  be  discussed  singly  in  more 
detail. 

Age  — The  average  age  of  the  668  physicians 
outside  of  Lincoln  and  Omaha  is  51  years;  the  me- 
dian age  is  43. 

There  are  28  communities  which  have  one,  or, 
in  several  instances,  two  doctors,  whose  age  is 
65  years  or  more.  Due  to  the  size  of  the  com- 
munities where  these  physicians  are  located,  it  is 
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doubtful,  with  several  exceptions,  that  these  towns 
will  be  able  to  attract  new  physicians. 

Another  age-finding  in  the  study  revealed  103 
of  the  total  physician  population  ai-e  age  65  or 
older,  and  70  of  the  103  are  past  age  70. 

Of  the  same  group,  at  least  140  restrict  their 
practice,  50  as  board  certified  specialists  and  90  as 
board  eligible. 

A further  finding  shows  214  physicians  in  group, 
associate,  or  partnership-type  of  practice.  The  re- 
maining number  are  in  solo  practice.  As  indicated 
previously,  140  are  limiting  their  practice  to  a 
specialty. 

Communities  Without  a Physician  — One  of  the 
important  pieces  of  information  derived  from  the 
suiwey  was  the  finding  of  38  communities  with 
populations  between  500  and  1000  persons  which 
had  no  physician.  Two  of  these  communities  have 
a population  of  slightly  more  than  1000.  The  mini- 
mum population  of  500  persons  was  selected  as  rep- 
resentative of  the  smallest  town  which  might  attract 
a physician. 

A further  study  of  these  38  communities  indicated 
that  eight  were  within  10  minutes  driving  time 
to  medical  and  hospital  care;  22  were  within  11-20 
minutes  driving  time  to  medical  and  hospital  care; 
and  eight  were  within  21-30  minutes  driving  time  to 
medical  and  hospital  care. 

It  is  possible  that  each  of  these  communities 
could  support  a physician,  but  it  is  unlikely  that  all 
of  them  will  be  able  to  attract  a physician.  There 
are  six  or  seven  of  these  communities,  however, 
that  appear  to  be  in  greater  need  of  a physician 
at  this  time.  Their  need  is  based  on  population,  the 
unavailability  of  nearby  medical  care,  and  the  po- 
tential drawing  territoiy. 

Additional  information  revealed  by  the  suiwey 
indicates  11  counties  without  a physician.  These 
counties  are  located  in  the  Sandhill  area  and  it  is 
unlikely  that  a physician  will  be  attracted  to  any 
of  them.  This  is  understandably  true  when  one 
studies  the  population  trends  in  these  counties. 
Each  of  them  has  lost  residents  over  the  past  20 
years,  and  some  as  many  as  50  per  cent. 

Some  remedial  steps  that  may  help  rectify  the 
overall  physician-distrihution-problem  have  been 
started  by  the  Association.  The  physician  place- 
ment service  of  the  Association  is  being  up-dated 
and  also  expanded  to  obtain  better  results.  Com- 
munities are  asked  to  give  the  Association  all  of  the 
important  data  that  may  have  some  influence  on 
the  physician  looking  for  a location. 

Correspondence  is  presently  being  carried  on  with 
all  June,  1963,  graduates  of  both  medical  schools 
who  are  now  serving  their  internships,  to  infonn 
them  of  our  placement  service. 

The  Rural  Medical  Service  Committee  of  the  As- 
sociation has  an  activity  each  year,  the  one-day 
program  entitled,  “Senior  Medical  Day.”  This  pro- 
gram is  given  for  senior  students  from  both  medical 
schools  to  inform  them  of  the  value  of  practicing 
in  Nebraska  and  particularly  out-state  in  the  rural 
areas. 

In  a recent  newspaper  article,  this  Physician- 
Distribution-Study  was  explained  and  various  reme- 
dial steps  were  suggested.  Everything  possible  must 
be  done  to  reduce  the  number  of  medical  school 
graduates  who  are  leaving  for  other  areas.  More 


encouragement  must  be  given  to  graduates  to  re- 
main in  Nebraska  to  serve  their  internships.  We 
must  also  promote  the  concept  of  small  medical 
center  practice  in  hospital-based  communities.  The 
preceptorship  program  should  be  required  in  order 
that  the  medical  student  is  exposed  to  the  family 
practice  of  medicine  and  also  the  practice  in  rural 
areas. 

It  was  pointed  out  earlier  that  the  out-state 
physician-population  ratio  was  1:1331,  whereas,  the 
metropolitan  ratio  is  1:707  (approximately).  If 
one  were  to  choose  an  arbitraiy  ratio  of  one  physi- 
cian per  1,000  population,  a deficit  of  approximately 
220  physicians  exists  out-state  at  the  present  time. 
It  is  conceivable  that  additional  physicians,  both 
generalists  and  those  in  various  specialties,  could 
be  used  in  the  small  medical  center  practice  of  the 
hospital-based  communities.  Such  an  approach  to 
this  problem  might  attract  more  young  physicians 
to  practice  out-state,  relieve  the  pressure  of  exces- 
sive patient  load  for  many  of  our  doctors,  and, 
at  the  same  time,  bring  a wider  coverage  of  medical 
care  to  rui*al  Nebraska. 

Along  with  all  of  these  programs,  the  local  physi- 
cian can  and  must  play  an  important  role  in  the 
recruitment  of  high  caliber  medical  students  as 
well  as  give  them  continued  encouragement  to  re- 
main in  the  state  to  practice  their  profession. 

This  Committee  recommends  acceptance  of 
this  article  and  that  the  shortages  be  noted  in 
the  record.  I so  move. 

Motion  was  seconded  and  carried. 

Dr.  Schenken  was  granted  permission  of  the  floor, 
and  made  the  motion  that  this  report  on  “Distribu- 
tion of  Physicians”  be  sent  to  the  Medical  Education 
Committee  for  their  recommendations  as  to  what 
can  be  done  to  correct  these  situations.  The  motion 
was  seconded  and  carried. 

This  Reference  Committee  was  asked  to  con- 
sider the  resolution  from  the  Franklin  County 
Medical  Society  relative  to  AMA  meetings.  We 
accept  this  resolution,  and  ask  that  the  House 
of  Delegates  of  the  Nebraska  State  Medical 
Association  direct  the  Delegates  to  the  AMA  to 
present  this  resolution  to  the  House  of  Dele- 
gates of  the  AMA,  setting  forth  the  problems 
indicated  in  this  resolution,  and  asking  the 
AMA  to  create  a procedure  for  determining 
who  shall  be  authorized  to  attend  lectures  and 
scientific  sessions  of  the  AMA;  and  that  attend- 
ance at  such  lectures  and  sessions  be  restricted 
to  physicians  or  such  other  professional  indi- 
viduals as  the  AMA  determines  have  a proper 
interest  in  such  lectures  and  sessions. 

I move  that  this  report  be  adopted. 

The  motion  was  seconded  and  carried. 

This  Reference  Committee  has  studied  the  re- 
port of  the  Public  Health  Committee.  We  ac- 
cept this  report  and  ask  the  House  of  Dele- 
gates of  the  Nebraska  State  Medical  Associa- 
tion to  direct  the  Medical  Service  Committee, 
which  is  the  Legislative  committee,  to  consider 
how  the  state  Association  might  be  of  assist- 
ance in  securing  legislation  which  would  in- 
crease salaries  of  certain  officials  of  the  State 
Health  Depai’tment.  We  recommend  this  por- 
tion of  report,  and  I so  move. 

The  motion  was  seconded,  and  discussion  followed. 
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Dr.  Frazer  commented  on  the  financial  prob- 
lems of  the  Health  Department,  and  stated  that 
the  Board  of  Health  can  initiate  legislation  con- 
cerning the  salaries,  etc. 

Dr.  Rogers  was  granted  permission  of  the  floor 
and  expressed  his  appreciation  to  the  House  of  Dele- 
gates for  their  action  relative  to  the  first  aid  sta- 
tion during  legislative  sessions,  and  also  for  their 
concern  over  the  salaries  in  his  department.  He 
stated  that  the  largest  portion  of  money  for  the 
Health  Department  comes  from  the  Federal  Gov- 
ernment: however,  the  budget  has  been  cut  for  the 
coming  year.  This  cut  in  budget  would  mean  a cut 
in  many  different  fields,  and  would  mean  less  seiw- 
ices  for  the  people  of  Nebraska.  Dr.  Rogers  also 
stated  that  an  Assistant  or  Deputy  Director  was 
needed. 

Dr.  Schenken  moved  that  the  recommendation  of 
the  Reference  Committee  be  amended,  and  that  the 
needs  of  the  State  Health  Department,  including 
the  consideration  of  salaries  and  personnel,  be 
studied  by  the  Policy  Committee  of  the  Association, 
and  that  their  recommendations  be  sent  to  the  Legis- 
lature before  the  next  session.  This  motion  was 
seconded  and  carried. 

It  was  moved  and  seconded  to  accept  this  portion 
of  the  Reference  Committee  report. 

This  Reference  Committee  has  reviewed  the 
report  of  the  Rehabilitation  Committee,  and 
note  that  the  Chaii’man  suggests  that  this  com- 
mittee might  be  discontinued.  After  discus- 
sion with  an  orthopedic  surgeon,  it  is  the  feel- 
ing of  your  Reference  Committee  that  there 
will  be  an  increasing  need  for  the  Rehabilita- 
tion Committee;  and  it  is  further  felt  that  this 
committee  should  meet  with  the  President  of 
the  Association  to  determine  whether  this  need 
exists,  and  if  so,  how  the  Rehabilitation  Com- 
mittee can  be  more  useful.  This  is  the  recom- 
mendation of  this  Reference  Committee,  and  I 
so  move. 

Motion  was  seconded  and  carried. 

This  Reference  Committee  has  studied  the 
report  of  the  Rural  Medical  Service  Commit- 
tee. We  recommend  that  this  Committee  be 
commended  for  their  work,  and  move  that  this 
report  be  approved.  I so  move. 

Motion  was  seconded  and  carried. 

Reference  Committee  No.  7 would  like  to  rec- 
ommend that  the  following  communication  be 
sent  to  Wilbur  Mills,  Chairman,  House  Ways 
and  Means  Committee,  in  opposition  of  the 
King- Anderson  Bill: 

Representative  Wilbur  Mills,  Chairman 

House  Ways  and  Means  Committee 

Dear  Chairman  Mills  and  Committee  Members: 

The  Nebraska  State  Medical  Association’s 
House  of  Delegates  wishes  to  commend  you  and 
your  Committee  for  your  past  stand  on  the 
King-Anderson  bill  and  to  re-affirm  our  views 
on  this  type  of  legislation. 

When  the  proponents  of  the  King-Anderson 
bill  call  it  Medicare  for  the  aged,  they  wrongly 
convey  the  idea  that  the  program  will  take 
care  of  all  the  medical  needs  of  the  aged.  It 
has  been  estimated  that  the  bill  will  cover 
less  than  25%  of  the  total  yearly  health  costs 
of  the  average  aged  person. 


We  recognize  that  elderly  people  of  low  or 
marginal  incomes  have  health  care  cost  prob- 
lems. But  we  can  not  see  why  it  is  necessary 
to  throw  all  aged  persons  into  a compulsory 
system  to  aid  this  segment  of  our  population. 

We  now  have  voluntary  and  flexible  programs 
to  meet  this  problem,  and  they  should  be  per- 
mitted to  expand  and  improve.  The  voluntary 
health  insurance  programs  already  protect  over 
60%  of  the  people  over  65  years  and  it  is 
apparent  in  the  next  few  years  that  figure  will 
reach  75%r. 

The  Nebraska  State  Medical  Association 
worked  hard  to  assist  our  State  Legislature  to 
pass  a very  adequate  Kerr-Mills  program  in  Ne- 
braska, which  will  provide  a comprehensive 
• range  of  health  care  seiwices  for  all  elderly  peo- 
ple who  are  not  on  public  assistance  but  who 
cannot  meet  the  cost  of  a serious  or  long-last- 
ing illness.  Unfortunately  the  Federal  Health, 
Education  and  Welfare  Department  has  held 
up  final  approval  of  this  program  for  obvious 
reasons. 

The  King-Anderson  bill  is  a piece  of  legis- 
lation that  can  be  classified  as  a vote  getter 
using  the  so-called  “senior  citizens”  as  a front 
to  put  over  a government-regulated  system 
that  would  eventually  strip  each  and  every 
citizen  of  his  freedom  of  choice  and  give  him 
all  the  evils  of  assembly  line  medicine. 

We  hope  your  committees  continued  vigil- 
ance will  prevent  King-Anderson  type  legis- 
lation from  being  passed  and  by  so  doing,  you 
will  protect  the  aged  from  ultimately  infenor 
medical  care. 

Your  continued  rejection  of  this  socialistic 
type  proposal  is  a battle  maneuver  against 
having  King-Anderson  type  legislation  used  as 
a stepping  stone  to  the  eventual  socialization 
of  all  medical  care  to  the  detriment  of  the 
American  people. 

Reference  Committee  No.  7,  recommends  that  this 
letter  be  signed  by  the  President  of  the  Nebraska 
State  Medical  Association.  We  recommend  adoption 
of  this  report. 

Discussion  followed,  and  it  was  moved  that  the 
words,  “for  obvious  reasons”  be  deleted.  The  mo- 
tion was  seconded  and  carried. 

Dr.  Schenken  moved  that  this  letter  be  sent  to 
each  member  of  the  House  Ways  and  Means  Com- 
mittee, and  to  the  Senators  and  Representatives 
from  Nebraska.  This  motion  was  seconded  and 
carried. 

The  motion  was  made  and  duly  seconded  to  ac- 
cept this  letter  with  the  deletion,  and  to  accept 
this  report  as  corrected.  Motion  carried. 

This  Refeience  Committee  has  reviewed  the 
resolution  from  the  Adams  County  Medical 
Society.  We  recommend  that  this  resolution 
be  accepted,  and  ask  that  the  Policy  Commit- 
tee conduct  an  investigation  of  this  matter. 
I so  move. 

Motion  was  seconded  and  carried. 

This  Reference  Committee  has  studied  the 
article  in  the  World  Herald  regarding  the  state- 
ments made  by  Dr.  Lemon.  This  committee 
recommends  that  a letter  be  sent  to  Dr.  Lemon 
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from  the  President  of  the  Association,  setting 
forth  the  following: 

a.  Facts  of  article 

b.  Facts  of  proceedings  of  the  House  of  Dele- 
gates 

c.  Ask  whether  he  was  quoted  correctly 

d.  If  he  was  quoted  correctly,  point  out  he 
was  in  error  and  has  done  the  society  a 
great  disservice  and  request  proper  retrac- 
tion in  press. 

e.  If  quoted  incoiTectly,  inform  World  Herald 
of  its  error  and  request  it  indicate  the 
error  made  and  publish  the  facts  cori-ectly. 

This  Reference  Committee  recommends  ap- 
proval of  this  report,  and  that  this  should  be 
given  to  the  Policy  Committee  for  study  prior 
to  the  writing  of  the  letter.  I so  move. 

The  motion  was  seconded.  Following  discussion, 
the  motion  carried. 

Dr.  Abts,  who  is  also  a registered  Pharma- 
cist, appeared  before  Reference  Committee  No. 
7,  with  a proposal  that  possibly  through  addi- 
tional training,  a pharmacist  could  also  be  a 
lab  technician.  He  stated  that  this  combination 
would  be  especially  helpful  to  the  physicians  in 
the  smaller  communities.  This  Reference  Com- 
mittee recommends  that  this  proposal  be  re- 
ferred to  the  Allied  Professions  Committee  for 
their  consideration  in  providing  such  a combina- 
tion. I so  move. 

The  motion  was  seconded;  and  following  discus- 
sion, the  motion  carried. 

The  motion  was  made  to  accept  the  report  of  Ref- 
erence Committee  No.  7 in  its  entirety.  This  was 
seconded  and  carried. 

Mr.  Frank  Woolley,  Field  Representative  of  the 
American  Medical  Association  was  introduced  to 
the  House  of  Delegates.  Mi’.  Woolley  discussed  the 
King-Anderson  bill,  urging  each  county  medical  so- 
ciety to  begin  their  Operation  Hometown  program 
and  begin  the  letter  writing  campaign. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


Roster,  House  of  Delegates 

FEBRUARY  22  and  23.  1964 

Febr.  Febr. 
22  23 


ADAMS— 

Chas.  Landgraf,  Jr.,  Hastings  (D)  P P 

ANTELOPE— 

Dwaine  J.  Peetz,  Neligh  (D)  P P 

Frank  McClanahan,  Neligh  (A)  

BOONE— 

Wm.  J.  Reeder,  Cedar  Rapids  (D)  P P 

Gerald  Spethman.  Albion  (A)  

BOX  BUTTE — 

W.  L.  Howell.  Hyannis  (D)  

T.  D.  Fitzgerald,  Alliance  (A)  P 

BUFFALO— 

H.  V.  Smith.  Kearney  (D)  P P 


F.  L.  Richards,  Kearney  (A)  

BURT— 

I.  Lukens,  Tekamah  (D)  

L.  E.  Sauer,  Tekamah  (A)  

BUTLER  - 

W.  C.  Niehaus,  David  City  (D)  

L.  J.  Ekeler,  David  City  (Al  

CASS— 

R.  R.  Andersen,  Nehawka  (D)  P P 

R.  Brendel.  Plattsmouth  (A)  


CHEYENNE-KIMBALL-DEUEI^ 

CLAY 

H.  V.  Nuss,  Sutton  ID)  P P 

COLFAX— 

John  R.  O’Neal.  Clarkson  (D)  P p 

H.  Dey  Myers.  Schuyler  (A)  

CUMING— 

CUSTER— 

Ted  Koefoot,  Broken  Bow  |D)  P 

Ralph  Blair,  Broken  Bow  (A)  

DAWSON 

P.  Bryant  Olsson,  Lexington  (D)  P P 

Victor  D.  Norall,  Lexington  (A)  

DODGE— 

Robert  Sorensen.  Fremont  ID)  P P 

J.  L.  Dyer.  North  Bend  (A) 

FILLMORE— 

V.  S.  Lynn,  Geneva  ID)  P 

A.  A.  Ashby.  Geneva  I A)  P 

FIVE  CO.— 

C.  M.  Coe,  Wakefield  iD)  P P 

L.  T.  Gathman,  South  Sioux  City  (A)  

John  Keown.  Pender  (D)  

George  John,  Wayne  (A)  P P 

R.  P.  Carroll.  Laurel  (D)  

H.  Billerbeck.  Randolph  (A)  

FOUR  CO.-* 

Otis  Miller.  Ord  (D)  P P 

Roy  Cram,  Burwell  (A)  

FRANKLIN— 

W.  A.  Doering,  Franklin  iD)  P P 


C.  J.  Thomas.  Franklin  (A) 
GAGE- 

Elmer  Penner.  Beatrice  (D)  _ 
John  Chapp,  Beatrice  (A)  — 
GARDEN-KEITH-PERKINS— 
Ernest  Colglazier,  Grant  (D) 
James  Bui'well,  Ogallala  (A) 
HALL  ^ 


Warren  Bosley,  Grand  Island  ID)  P P 

Pierce  Sloss,  Grand  Island  (A)  

HAMILTON— 

H.  G.  Steenburg,  Aurora  (D)  P P 

E.  A.  Steenburg.  Aurora  (A)  

HARLAN— 

H.  R.  Walker,  Alma  ID)  P 


K.  C.  McGrew,  Orleans  (A)  — 

HOLT  & N.  W.— 

James  E.  Ramsay,  Atkinson  ID)  _ 

Robert  Anderson.  Ainsworth  (A) 

HOWARD— 

M.  D.  Mathews,  St.  Paul  |D)  — 

R.  W.  Hanisch,  St.  Paul  (A)  _ 

JEFFERSON— 

K.  J.  Kenney.  Fairbui*y  (D)  — 

Frank  Falloon,  Fairbur>’  (A)  — 

JOHNSON— 

KNOX  — 

R.  L.  Tollefson.  Wausa  (D)  — 

Stanley  R.  Neil.  Niobrara  (A)  — 

LANCASTER  - 

Paul  J.  Maxwell,  Lincoln  (D)  — 

Frank  Tanner.  Lincoln  (A)  

M.  D.  Frazer.  Lincoln  (D)  

A.  L.  Smith.  Jr.,  Lincoln  (A)  _ 

Donald  F.  Purvis,  Lincoln  (D)  _ 

Donald  Matthews,  Lincoln  (A)  P P 

Bernard  F.  Wendt,  Lincoln  (D)  

Paul  Goetowski,  Lincoln  (A)  

LINCOLN— 

Bruce  F.  Claussen,  North  Platte  (D) P P 

Gordon  E.  Sawyers,  North  Platte  I A)  

MADISON— 

James  Dunlap.  NoxTolk  (D)  P P 

J.  D.  Pollack.  Norfolk  (A)  

MERRICK— 

John  Campbell.  Central  City  |D)  

K.  R.  Treptow,  Central  City  (A)  

NEMAHA— 

Paul  M.  Scott,  Auburn  (D)  

Jackson  J.  Bence,  Auburn  (A)  

N.W.  NEBRASKA— 

M.  W.  Hineman,  Gordon  |D)  

A.  J.  Alderman.  Chadron  (A)  

NUCKOLLS— 

OMAHA-DOUGLAS— 

Arnold  Lempka,  Omaha  (D)  

J.  J.  Grier,  Omaha  (A)  


J.  R.  Schenken,  Omaha  ID)  P P 

R.  D.  Smith,  Omaha  (A)  

R.  L.  Egan,  Omaha  (D)  P P 

W.  E.  Kelley,  Omaha  (A)  

D.  J.  Bucholz.  Omaha  (D)  P P 

J.  D.  Coe.  Omaha  (A)  

A.  W.  Abts,  Omaha  (D)  P P 

C.  A.  McWhorter,  Omaha  (A)  

W.  J.  McMartin,  Omaha  iD)  P P 

G.  C.  Schreiner,  Omaha  (A)  
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Wm.  F.  Giles,  Omaha  (D)  P P 

Dwight  Bumey.  Jr..  Omaha  (Dl  

E.  L.  MacQuiddy.  Jr..  Omaha  (Al  P P 

G.  B.  McMurtrey.  Omaha  (D)  P P 

Joseph  A.  Pleiss,  Omaha  (Al  

Thomas  Giimett,  Omaha  (D)  

J.  J.  O’Neil,  Omaha  (A)  

OTOE— 

T.  L.  Weekes.  Nebraska  City  (D)  P R 

W.  C.  Kenner,  Nebraska  City  (A)  

PAWNEE— 

H.  C.  Stewart.  Pawnee  City  ( D I P P 

A.  B.  Anderson.  Pawnee  City  (A)  

PHELPS— 

Harold  MeConahay,  Holdrege  I D ) P P 


Walter  Reiner,  Holdrege  (A)  

PIERCE— 

W.  I.  Devers.  Pierce  (D)  

A.  E.  Mailliard,  Osmond  (Al  

PLATTE— 

E.  G.  Brillhart.  Columbus  iDI  P 

H.  D.  Kuper,  Columbus  (A)  

POLK— 

H.  S.  Eklund.  Osceola  (D)  

R.  L.  Bierbower,  Sbelby  (Al  

RICHARDSON— 

Wm.  (Jlenn,  Falls  City  (Dl  P P 

L.  V.  Brennan.  Falls  City  (A)  

SALINE— 

L.  W.  Fornej-.  Crete  (D)  

S.  L.  Larson,  Crete  (A)  

SAUNDERS— 


Robert  Youngman,  Ceresco  (Dl  P P 

I.  M.  French.  Wahoo  (A)  

SCOTTS  BLUFF— 

E.  J.  Loeffel,  Mitchell  (Dl  

Carl  L.  Frank,  Scottsbluff  (A|  P P 

SEWARD— 

W.  Ray  Hill,  Seward  (D) 


R.  W.  Herpolsheimer,  Seward  (A| 


S.W.  NEBRASKA— 

Fay  Smith,  Imperial  (D)  P P 

E.  E.  Yaw,  Imperial  (Al  P P 

THAYER— 

L.  G.  Bunting.  Hebron  (D)  P P 


R.  E.  Penrj',  Hebron  (A)  

WASHINGTON— 

Leslie  Grace.  Blair  (D)  

C.  D.  Howard,  Blair  (A)  

YORK— 

R.  E.  Harry.  York  (D)  P P 

H.  Friesen,  Henderson  (A  I 


Credit  Card  for  Hospital  Bills — 

A guaranteed  in-patient  accounts  progi*am, 
the  first  national  one  sponsored  by  a credit 
card  company,  went  into  effect  January  1. 

It  guarantees  the  first  $200  of  hospital 
bills  incurred  by  patients  and  provides  them 
with  immediate  credit  recognition  at  other 
associate  hospitals. 

More  than  1,200  hospitals  in  50  states  are 
participating  in  the  program  sponsored  by 
the  Hilton  Credit  Corporation,  whose  cards. 
Carte  Blanche,  provide  credit  privileges  on 
a worldwide  basis  including  such  establish- 
ments as  restaurants,  hotels,  motels,  airlines, 
and  retail  stores.  They  are  also  honored  for 
automotive  repairs  and  accessories,  in  major 
oil  company  service  stations,  and  for  many 
other  services.  (Texas  State  Journal  of 
Medicine) . 
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THINGS  YOU  SHOULD  KNOW 


This  program  is  acceptable  for  23  credit 
hours  by  the  American  Academy  of  General 
Practice. 


REGISTRATION  — Mezzanine,  Hotel  Comhusker, 
3:00  p.m.,  Monday,  April  27,  1964,  and  8:00 
a.m.,  each  day  thereafter. 

GENERAL  SESSIONS  — Ballroom  and  State 
Suites. 


FUN  NIGHT  — Will  be  held  at  the  Officers  Club, 
Lincoln  Air  Force  Base,  Tuesday,  April  28,  be- 
ginning at  6:30  p.m.  There  will  be  dining, 
dancing  and  entertainment  which  has  appeared 
on  the  Ed  Sullivan  Show.  A gala  evening  is 
assured.  Tickets  will  be  available  at  the  Regis- 
tration desk  at  $7.50  per  person.  J.  W.  Ballew, 
M.D.,  is  the  chairman. 

BOWLING  — Parkway  Lanes,  Monday,  April  27, 
1:00  p.m.,  R.  L.  Gorthey,  M.D.,  Chairman. 

GOLF  TOURNAMENT  — Lincoln  Country  Club, 
Monday,  April  27,  1:00  p.m.,  Wilbur  G.  Wied- 
man,  M.D.,  Chairman. 


POSTGRADUATE  INSTRUCTIONAL  COURSES— 
Two  Courses  will  be  conducted  each  morning 
at  8:00  a.m.  These  Courses  are  an  hour  in 
length  and  should  be  very  informative.  At- 
tendance is  limited  to  25,  so  if  you  plan  to  at- 
tend register  at  the  Registration  Desk. 

WORKSHOPS  — The  Workshops  have  been  very 
popular  the  past  twm  years,  and  are  once  again 
included  in  the  program.  The  guest  faculty 
will  be  in  attendance  at  these  informal  ques- 
tion and  answer  periods. 


TRAP  SHOOT  — Monday,  April  27,  1:00  p.m., 
Lincoln  Gun  Club;  Harry  Flansburg,  M.D., 
Chairman. 

SPORTSMAN’S  DINNER  — Lincoln  Country  Club, 
Monday,  April  27,  7:00  p.m.  Dinner  $5.00  per 
person;  Robert  J.  Stein,  M.D.,  Chairman. 

ANNUAL  BUSINESS  MEETING  — Nebraska 
Chapter,  American  College  of  Surgeons,  Sun- 
day, April  26,  5:30  p.m..  Rooms  901  and  921, 
Hotel  Comhusker. 


PAST  PRESIDENT’S  BREAKFAST  — Wednesday, 
7:00  a.m.,  April  29th,  Room  200. 

SOCIAL  HOUR  — Honoring  the  President  and  the 
President  of  the  Woman’s  Auxiliary.  State 
Suites,  Hotel  Comhusker,  6:00  p.m.,  Wednes- 
day, April  29,  1964. 

BANQUET  — Ballroom,  Hotel  Comhusker,  7:00 
p.m.,  Wednesday,  April  29,  1964.  Guest  Speak- 
er, Charles  W.  Jaiwis,  D.D.S.,  San  Marcos,  Texas, 
Consultant  and  Lecturer  on  Public  Relations, 
University  of  Texas  School  of  Dentistry. 


LUNCHEON  MEETING  — Nebraska  State  Ob- 
stetric and  Gynecological  Society,  Thursday, 
April  30,  12:30  p.m..  Rooms  901  and  921,  Hotel 
Comhusker. 

ALUMNI  LUNCHEON  — University  of  Nebraska 
College  of  Medicine,  Thursday,  April  30,  12:30 
p.m.,  Lancaster  Room,  Hotel  Comhusker. 

UNIVERSITY  OF  NEBRASKA  PRECEPTOR 
BREAKFAST  — Wednesday,  April  29,  7:00 
a.m..  State  Suites  1,  2 and  3,  Hotel  Comhusker, 
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R.  F.  SIEVERS,  M.D. 
President  1963-1964 


R.  E.  GARLIXGHOUSE,  M.D. 
President  1964-196.') 


Edward  R.  Annis,  M.D. 

Miami,  Florida 

Graduated  from  Marquette  Uni- 
versity School  of  Medicine  in 
1938.  Installed  117th  President 
of  the  American  Medical  Asso- 
ciation in  June.  1963.  In  Octo- 
ber. 1963.  installed  as  President 
of  the  World  Medical  Asso- 
ciation. He  has  won  promi- 
nence as  a speaker  and  debat- 
er, appearing  on  nationally 
televised  programs.  In  1958 
was  awarded  the  Brotherhood 
medal  of  the  National  Confer- 
ence of  Christians  and  Jews 
and  in  1961  was  awarded  the 
fii-st  annual  J,  H.  Robins  Com- 
pany award  for  "Outstanding 
Community  Service  by  a 
Physician." 


Clyde  M.  Berry,  Ph.D. 

Iowa  City,  Iowa 

Graduated  from  the  State  Uni- 
vei*sity  of  Iowa  earning  a Ph.D. 
in  Industrial  Hygiene  in  1941. 
Has  served  as  Industrial  Hy- 
giene Engineer  with  Public 
Health  Ser\dce : Chief.  Indus- 

trial Hygienist,  Esso  Standard 
Oil  Company  : and  is  presently 
Associate  Director.  Institute  of 
Agricultural  Medicine.  State 
University  of  Iowa.  Served  in 
Public  Health  Service  from 
1941  to  1948.  Is  Secretar>'  of 
the  Governor’s  Advisoiy  Com- 
mittee on  Public  Health  in 
Iowa.  Is  President  of  the  Iowa 
Public  Health  Association. 
Avocations  are  hunting  and 
fishing. 


S.  Gilbert  Blount,  Jr., 
M.D. 

Denver,  Colorado 
Graduated  from  Cornell  Uni- 
versity Medical  College  in  1943  ; 
presentlj’  is  Professor  of  Medi- 
cine : Head.  Dirision  of  Cardi- 
ology : Director,  Cardiovascular 
Laborator>*,  University  of  Colo- 
rado Medical  Center.  Served  in 
Army  Medical  Corps,  1944-1947, 
including  one  and  one  half 
years  as  Chief,  Cardiovascular 
Section.  Oliver  General  Hos- 
pital. Geoi*gia.  Awarded  Re- 
search Achievement  Award  by 
the  .A^merican  Heart  Association, 
Dec.  15,  1962.  Has  written  nu- 
merous articles  on  various 
Cardiac  problems. 
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Richard  D.  Bryant,  M.D. 

Cincinnati,  Ohio 
Graduated  from  the  Univereity 
of  Cincinnati  College  of  Medi- 
cine in  1932.  Presently  Clin- 
ical Professor,  Obstetrics,  Uni- 
versity of  Cincinnati  College  of 
Medicine.  Past  President,  Cen- 
tral Association  of  Obstetricians 
and  Gynecologists  and  Cincin- 
nati Obstetrical  and  Gynecolog- 
ical Society.  Special  interests 
are  Toxemia  of  Pregnancy  and 
Cesarean  Section. 


James  F.  Donnelly,  M.D. 

Raleigh,  North  Carolina 
Graduated  from  the  University 
of  Chicago,  School  of  Medicine 
in  1939.  Is  pre.sently  Associate 
Clinical  Professor  of  Obstetrics 
and  Gynecolog>'  at  the  Univer- 
sity of  North  Carolina  Medical 
School.  Is  a member  of  the 
Committee  on  Maternal  and 
Child  Health  of  the  American 
Medical  Association  ; and  Chair- 
man. Committee  on  Maternal 
Health  of  the  American  Col- 
lege of  Ob-Gyn.  Is  a Con- 
sultant to  the  National  Insti- 
tute of  Neurological  Diseases 
and  Blindness.  Primary  inter- 
ests are  Perinatal  Mortality, 
Mental  Retardation,  and  Pre- 
maturity. Has  written  numer- 
ous articles  on  Maternal  prob- 
lems. 


Christopher  M.  G.  Butterv, 
.M.B.,  B.S.,  M.D. 

Rocky  Mount,  Virginia 

Graduated  from  Guy’s  Hospital, 
University  of  London,  London, 
England  in  1955.  Served  in  the 
Royal  Army  Medical  Coii)s. 
England.  1947  to  1949.  Found- 
er. Past  Board  Member  and 
Secretary.  Blue  Ridge  Chapter 
of  General  Practice : Member. 

American  Society  of  Automo- 
tive Medicine.  Advisor  in 
Family  Relations  and  presenta- 
tion of  course  in  same  each  se- 
mester at  Ferrum  Junior  Col- 
lege. Avocations  are  Boxing ; 
Fencing.  British  all  Army 
Team  : Judo,  National  Guard 

Instructor : Sports  Car  Racing, 
holds  National  Racing  license. 
Has  written  numerous  articles, 
appearing  in  the  Virginia  Med- 
ical Monthly. 


Aubrey  D.  Gates 

Chicago.  Illinois 

Graduated  from  the  University 
of  Arkansas  College  of  Agri- 
culture and  did  graduate  work 
at  the  University  of  Wisconsin. 
Became  Executive  Director, 
Council  on  Rural  Health.  Amer- 
ican Medical  Association  in 
1952  and  is  presently  D rector. 
Division  of  Field  Service  of 
the  A.M.A.  Has  served  as 
Farm  Organization  Specialist : 
State  Representative.  Bureau  of 
Agricultural  Economics ; and 
as  a Special  Representative, 
Conference  on  Rehabilitation 
of  War  Torn  Countries.  Desig- 
nated “Man  of  the  Year  in 
Agriculture  for  Arkansas”  in 
1946. 


Frank  .1.  Cozzetto,  M.D. 

Denver,  Colorado 
Graduated  from  University  of 
Colorado  School  of  Medicine  in 
1947.  Is  Assistant  Professor. 
Department  of  Pediatrics,  Uni- 
versity of  Colorado  Medical 
Center ; Secretary,  Treasurer, 
Rocky  Mountain  Pediatric  So- 
ciety : Delegate.  Denver  and 

Colorado  Medical  Societies. 
Served  in  Army  Medical  Corps. 
Has  written  various  articles  on 
Pediatric  Gastroenterology  and 
Cystic  Fibrosis.  Research  in- 
terests include  studies  on  ab- 
sorption from  the  gastrointest- 
inal tract.  Avocations  are 
music,  photography  and  golf. 


Ralph  W.  Gerard,  M.D. 

Irvine,  California 

Graduated  from  Rush  Medical 
College,  and  is  presently  a 
Visiting  Professor  of  Biological 
Sciences  at  the  University  of 
California.  His  field  of  re- 
search interest  concerns  the 
nervous  system  and  behavior ; 
and  is  currently  on  leave  from 
his  post  as  Director  of  Labora- 
tories at  the  Mental  Health  Re- 
search Institute.  University  of 
Michigan.  Spent  37  years  with 
the  University  of  Chicago,  seiz- 
ing as  Professor  of  Physiology. 
Member  of  the  National  Acad- 
emy of  Sciences  and  past  Presi- 
dent of  the  American  Physio- 
logical Society.  He  has  also 
published  seven  books.  In  1962 
he  was  awarded  the  second 
honoraiy  M.D.  ever  given  by 
the  University  of  Leiden,  Hol- 
land. 
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James  J.  Griffitts,  M.D. 

Miami,  Florida 

Graduated  from  the  University 
of  Virginia  School  of  Medicine 
in  1937.  Is  Past  President, 
American  Association  of  Blood 
Banks  and  presently  Associate 
Director,  John  Elliott  Blood 
Bank  of  Dade  County,  Miami, 
Florida.  Special  interests  are 
blood  immunology,  clinical 
pathology,  practical  blood  bank- 
ing, protein  metabolism,  elec- 
trolytes and  fluid  balance.  Has 
numerous  publications  in  the 
fields  of  blood  transfusion,  nu- 
trition, and  infectious  disease. 
Avocation  is  golf. 


Senator  Roman  L.  Hruska 

Washington,  D.  C. 

Graduated  from  Creighton  Uni- 
versity College  of  Law  in  1929  : 
practiced  in  Omaha  until  elect- 
ed to  Congress.  Elected  as  a 
Republican  to  the  House  of 
Representatives  from  Nebras- 
ka’s Second  District  for  the 
Eighty  - third  Congress,  and 
served  from  January,  1953  un- 
til his  resignation  in  Novem- 
ber, 1954,  to  serve  unexpired 
four  years  of  the  term  of  the 
late  Sfenator  Hugh  Butler.  Re- 
elected for  full  six-year  term  in 
November,  1958.  Member  of 
Appropriations  and  Judiciary 
Committees  of  the  Senate. 


John  C.  Herweg,  M.D. 

St.  Louis.  Missouri 
Graduated  from  the  Washing- 
ton University  School  of  Medi- 
cine in  1945.  Presently  Asso- 
ciate Professor  of  Pediatrics, 
Washington  University  School 
of  Medicine  and  Associate 
Physician,  St.  Louis  Children’s 
Hospital.  Assistant  Director, 
Clinical  Research  Unit,  Barnes 
Hospital ; and  served  as  U.  S. 
Public  Health  Post  - Doctoral 
Fellow  and  Assistant  Professor 
of  Microbiology,  University  of 
Minnesota  School  of  Medicine 
1960-1962. 


Charles  W.  Jarvis,  D.D.S. 

San  Marcos,  Texas 
Graduated  from  the  University 
of  Texas  Dental  School  in  1953  ; 
is  Consultant  and  Lecturer  on 
Public  Relations,  University  of 
Texas  School  of  Dentistry. 
Graduate  of  Annapolis  Naval 
Academy,  serving  as  carrier 
pilot  1945-1948.  Member  of 
American  Medical  Association, 
National  Speakers  Bureau. 
Speaker  on  National  Circuit  for 
Knife  and  Fork  Clubs  of  Amer- 
ica. Avocations  are  speaking 
and  flying,  member  of  Aircraft 
Owners  and  Pilots  Association. 
Has  been  active  as  a speaker 
for  clubs  and  conventions  since 
1961. 


Gerald  H.  Holman,  M.D. 

Kansas  City,  Kansas 
Graduated  from  the  University 
of  Manitoba  Faculty  of  Medi- 
cine in  Winnipeg,  Canada  in 
1953.  Presently  Associate  Pro- 
fessor of  Pediatrics,  University 
of  Kansas  Medical  School.  Re- 
ceived First  Schwentker  Award 
for  Research,  1956,  Johns  Hop- 
kins Hospital : Markle  Scholar 
in  the  Medical  Sciences ; and 
Heintz  Traveling  Pediatric  Fel- 
low of  British  Conunonwealth. 
Has  written  numerous  articles 
on  Pediatric  problems. 


W.  A.  Krehl,  M.D.,  Ph.D. 

Iowa  City,  Iowa 
Graduated  from  Yale  Univer- 
sity School  of  Medicine  in  1957. 
Presently  Assistant  and  Asso- 
ciate Professor,  Yale  Univer- 
sity Department  of  Nutrition 
and  Biochemistry ; Associate 
Professor  of  Medicine,  Director, 
Clinical  Biochemistiy,  Marquette 
University ; and  more  recently 
Research  Professor  of  Medicine 
and  Director,  Clinical  Research 
Center,  State  University  of 
Iowa.  Editor-in-Chief,  Ameri- 
can Journal  of  Clinical  Nutri- 
tion. 
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Keith  R.  Long,  Ph.D. 

Iowa  City,  Iowa 

Graduated  from  the  State  Uni- 
versity of  Iowa  with  a Ph.D. 
in  Microbiologry  in  1960.  Pres- 
ently with  the  Institute  of  Ag- 
ricultural Medicine.  Department 
of  Hygiene  and  Preventive  Med- 
icine, College  of  Medicine,  State 
University  of  Iowa.  Is  Assist- 
ant Professor  and  Chief,  Toxi- 
cology Section,  Institute  of  Ag- 
ricultural Medicine.  Research 
interest  and  publications  in 
Medical  Microbiology  Immun- 
ology, particularly  Hypersensi- 
tivity to  chemical  substances. 
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Rev.  Dr.  Paul  B.  McCleave 

Chicago,  Illinois 

Received  A.B.  Degree  from 
College  of  Emporia,  Kansas, 
and  has  done  graduate  work 
at  Presbyterian  Theological 
Seminary  in  Omaha  earning  a 
B.D.  Degree.  Dr.  McCleave 
also  attended  the  University 
of  Geneva,  Geneva,  Switzerland. 
Presently  is  Director  of  the 
Department  of  Medicine  and 
Religion,  American  Medical  As- 
sociation. Was  presented  Hon- 
orary Doctor  of  Law  Degree 
from  University  of  Tulsa,  Tulsa, 
Oklahoma. 


Carroll  B.  Larson,  M.D. 

Iowa  City,  Iowa 

Graduated  from  University  of 
Iowa  College  of  Medicine  in 
1933.  Presently  Professor  and 
Head,  Department  of  Ortho- 
pedic Surgery,  University  of 
Iowa  Hospitals ; Director,  Divi- 
sion of  Rehabilitation,  Univer- 
sity Hospitals.  Has  numerous 
articles  on  Orthopedic  prob- 
lems. Is  a Diplomate  of  the 
American  Board  of  Orthopedic 
Surgery,  the  British  Traveling 
Fellows ; and  was  the  recipient 
Commander  Order  of  St.  Olaf 
in  Norway  in  1948.  He  is  on 
the  Advisory  Board  of  Shriner’s 
Hospitals  and  on  the  Commit- 
tee on  Examinations  of  the 
American  Board  of  Orthopedic 
Surgery. 


Richard  M.  Magraw,  M.D. 

Minneapolis,  Minnesota 
Graduated  from  the  University 
of  Minnesota  Medical  School  in 
1944.  Certified  by  American 
Board  of  Psychiatry  and  Neu- 
rology in  1952  and  by  Amer- 
ican Board  of  Internal  Medicine 
in  1957.  Assistant  Dean,  Uni- 
versity of  Minnesota  Medical 
School,  1959  ; Associate  Profes- 
sor, Minnesota,  Departments  of 
Psychiatry  and  Neurology  and 
Internal  Medicine : and  Direc- 
tor of  Comprehensive  Clinic 
Program.  Presently  Assistant 
Dean  and  Associate  Professor. 


Edward  E.  Mason, 

M.D.,  Ph.D. 

Iowa  City,  Iowa 

Graduated  from  the  State  Uni- 
versity of  Iowa  College  of 
Medicine  in  1945.  Received 
Ph.D.  from  University  of  Min- 
nesota in  1953.  Professor  of 
Surgery,  State  University  of 
Iowa ; trainee  of  National  Can- 
cer Institute  and  Fellow  in  Sur- 
gery at  University  of  Minne- 
sota. Has  written  about  fluid 
and  electrolyte  balance  and  use 
of  artificial  kidney  along 
studies  regarding  kidney  en- 
zyme loss  as  an  index  of 
ischemia.  W r ot  e chapter  in 
Bland’s  book  regarding  Circu- 
latory Insufficiency.  Avocations 
are  photography,  swimming, 
canoeing,  ice  skating  and 
camping. 


John  L.  McKelvey,  M.D. 

Minneapolis,  Minnesota 
Graduated  from  Queens  Uni- 
versity Medical  School.  Kings- 
ton, Ontario,  Canada  in  1926. 
Presently  Professor  and  Head, 
Department  of  Obstetrics  and 
Gynecology,  University  of  Min- 
nesota Medical  School.  Has 
held  numerous  offices  in  vari- 
ous medical  organizations. 
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Rufus  B.  Robins,  M.D. 

Camden,  Arkansas 
Graduated  from  the  University 
of  Chicago  School  of  Medicine 
in  1925.  Professor  of  Medi- 
cine (Honorarj’^  University  of 
Arkansas  : Chief  - of  - S t a f f, 

Ouachita  County  Hospital,  Cam- 
den. Arkansas.  Former  Presi- 
dent. American  Academy  of 
General  Practice ; Fonner  Vice- 
President,  American  Medical 
Association  : Currently  Member 
of  Board  of  Tnistees,  American 
Medical  Association.  E d i t o r. 
“The  Environment  of  Medical 
Practice.” 


Armand  J.  Quick,  ^I.D. 

Milwaukee,  Wisconsin 
Graduated  from  Coi-nell  Unh'er- 
sity  Medical  College  in  1928. 
Presently  Professor  of  Biochem- 
istry and  Director  of  Depart- 
m e n t,  Marquette  University 
School  of  Medicine.  Is  Chair- 
man, Medical  Advisory  Coun- 
cil. Midwest  Chapter  of  Na- 
tional Hemophilia  Foundation. 
Research  fields  are  in  Detoxica- 
tion Mechanisms.  Liver  Func- 
tion and  development  of  the 
Hippuric  Acid  Test,  along 
with  blood  coagulation  and  the 
Hemorrhagic  Diseases.  Publi- 
cations include  three  books  and 
over  three  hundred  papers. 


Robert  J.  Samp, 

Madison,  Wisconsin 
Graduated  from  the  University 
of  Wisconsin  Medical  School 
in  1951.  Presently  Assistant 
Professor  of  SurgeiT,  Cancer 
Research  Division.  University 
of  Wisconsin  Medical  School ; 
Clinical  Cancer  Coordinator, 
University  of  Wisconsin  Hos- 
pitals. Has  delivered  over 
2.000  talks  to  audiences  on 
cancer  education  and  other 
medical  information.  Member, 
Health  Services  Committee  for 
the  U.  S.  Civil  Defense  Council. 


Hans  Selye,  ^I.D. 

Montreal,  Quebec,  Canada 
Graduated  from  German  Uni- 
versity of  Prague  ^vith  M.D. 
Degree  in  1929  and  Ph.D.  De- 
gree in  chemistry  in  1931. 
Served  as  Assistant  Professor 
in  BiochemistiT  at  McGill  Uni- 
vei*sity  in  Montreal,  Canada  in 
1934.  In  1945  appointed  Pro- 
fessor and  Director  of  the  In- 
stitute of  Experimental  Medi- 
cine and  Surgei^y  at  the  Uni- 
versity of  Montreal.  In  1946 
he  was  honoured  by  invitation 
from  the  College  de  France  to 
give  series  of  lectures  on  the 
General  Adaptation  Syndrome 
in  Paris.  Is  author  of  approx- 
imately 1000  publications.  Avo- 
cations are  reading,  music, 
flowers,  and  traveling. 


James  A.  Roman,  ^I.D. 

Edwards.  California 
Graduated  from  Western  Re- 
serve University  School  of 
Medicine  in  1955.  In  1958  en- 
tered pilot  training  and,  on 
completion  transferred  to  the 
School  of  Aviation  Medicine  at 
Randolph  AFB,  Texas.  Quali- 
fied in  high  - pei*formance  jet 
aircraft,  has  served  as  Chief, 
Biodynamics  Branch  at  Aero- 
space Medical  Division.  Brooks 
AFB.  Presently  assigned  to 
NASA  Flight  Research  Center, 
Edwards,  Califoi-nia,  where  he 
is  assisting  in  establishing  a 
biomedical  instioimentation  pro- 
gram. 


James  Q.  Simmons,  Jr., 
M.D. 

New  York,  New  York 
Graduated  from  the  Medical 
College  of  South  Carolina  in 
1941.  Presently  1961-1964  As- 
sociate Medical  and  Research 
Director,  National  Multiple 
Sclerosis  Society.  Is  past  Sec- 
retary of  the  New  York  Chap- 
ter of  the  Association  of  Mili- 
tary Surgeons  of  the  U.  S. 
Present  interest,  Multiple  Scle- 
rosis in  all  its  ramifications. 
Publication.  “Division  Medical 
Service.”  Military  Surgeon, 
April  1956.  Avocations  are 
golf.  Civil  and  Revolutionary 
War  history. 
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Officers 


Ian  AI.  Thompson,  M.D. 

Columbia.  Missouri 
Graduated  from  New  York 
Medical  College  in  1947.  Pres- 
ently Professor  and  Chairman, 
Section  of  Urology,  University 
of  Missouri  School  of  Medicine. 
Previously  on  staffs  of  Tulane, 
Texas,  and  Michigan  Univer- 
sity Schools  of  Medicine. 
Ser\’^ed  in  the  United  States 
and  Korea  1953-1955.  Has  60 
publications  in  Urological  liter- 
ature. 


Technical  Exhibitors 

Abbott  Laboratories,  North  Chicago,  Illinois 

Blue  Cross-Blue  Shield,  Omaha,  Nebraska 

Coca-Cola  Company,  Atlanta,  Georgia 

Daii->’  Council  of  Lincoln,  Lincoln,  Nebraska 

Des  Moines  Flying  Service,  Inc.,  Des  Moines,  Iowa 

Dictaphone  Coi^poration,  Omaha,  Nebraska 

Donley  Medical  Supply  Company,  Lincoln,  Nebraska 

Doi'sey  Laboratories,  Lincoln,  Nebraska 

Encyclopaedia  Britannica,  Minneapolis,  Minnesota 

International  Business  Machines,  Lincoln,  Nebraska 

Mead  Johnson  Laboratories,  Evansville,  Indiana 

Medical  Protective  Company,  Fort  Wayne,  Indiana 

Medco  Products  Company,  Inc.,  Tulsa,  Oklahoma 

Parke  Davis  & Company,  Detroit,  Michigan 

Pfizer  Laboratories,  New  York,  New  York 

Physicians  & Hospitals  Supply  Company,  Minne- 
apolis, Minnesota 

Professional  Credit  Control,  Inc.,  Lincoln,  Nebraska 

Professional  Management  Midwest,  Waterloo,  Iowa 

Roche  Laboratories,  Nutley,  New  Jersey 

W.  B.  Saunders  Company,  Philadelphia,  Pennsylvania 

Julius  Schmid,  Inc.,  New  York,  New  York 

G.  D.  Searle  & Company,  Chicago,  Illinois 

E.  R.  Squibb  & Sons,  New  York,  New  York 

Ulmer  Pharmacal  Company,  Minneapolis,  Minnesota 

Upjohn  Company,  Kalamazoo,  Michigan 

Warren-Teed  Products  Company,  Columbus,  Ohio 

Woodmen  Accident  and  Life  Company,  Lincoln,  Ne- 
braska 


President 

Richard  E.  Garlinghouse,  M.D. Lincoln 

Vice  1‘resident 

R.  E.  Harry,  M.D. York 


Secretary-Treasurer 

Horace  V.  Munger,  M.D.  Lincoln 

Executive  Secretary 

Kenneth  Neff  Lincoln 


Board  of  Councilors 

District  Teinn  Expires 

1.  Leroy  W.  Lee,  M.D.,  Omaha 1966 

2.  John  T.  McGreer,  Jr.,  M.D.,  Lincoln 1966 

3.  W.  W.  Waddell,  M.D.,  Beatrice 1966 

4.  George  Salter,  M.D.,  Norfolk  1966 

5.  R.  C.  Reeder,  M.D.,  Fremont 1964 

6.  C.  L.  Anderson,  M.D.,  Stromsburg 1964 

7.  H.  V.  Nuss,  M.D.,  Sutton 1964 

8.  Rex  Wilson,  M.D.,  O’Neill  1964 

9.  Dan  A.  Nye,  M.D.,  Kearney 1965 

10.  L.  S.  McNeill,  M.D.,  Hastings ■ 1965 

11.  Max  M.  Raines,  M.D.,  North  Platte 1965 

12.  C.  J.  Cornelius,  M.D.,  Sidney 1965 


Chairman,  Board  of  Councilors 
W.  W.  Waddell,  M.D.  Beatrice 


Speaker,  House  of  Delegates 
Wm.  E.  Nutzman,  M.D.,  Kearney 1965 


Vice  Speaker,  House  of  Delegates 
Harry  W.  McFadden,  Jr.,  M.D.,  Omaha 1965 


Delegates  to  A.M.A. 


J.  D.  McCarthy,  M.D.,  Omaha 1964 

Earl  F.  Leininger,  M.D.,  McCook 1965 


Alternate  Delegates  to  A.M.A. 


Harold  S.  Morgan,  M.D.,  Lincoln 1964 

W.  C.  Kenner,  M.D.,  Nebraska  City 1965 


Board  of  Trustees 

M.  E.  Grier,  M.D.,  Chairman,  Omaha 1965 

A.  A.  Ashby,  M.D.,  Geneva  1964 

C.  N.  Sorensen,  M.D.,  Scottsbluff 1967 

J.  M.  Woodward,  M.D.,  Lincoln 1966 


Horace  V.  Munger,  M.D.,  Lincoln 
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Announcements 

House  of  Delegates 

1st  Session:  Tuesday,  April  28,  1964,  8:00  a.m., 

Lancaster  Room 

2nd  Session:  Wednesday,  April  29,  1964,  8:00  a.m., 
Lancaster  Room 

3rd  Session:  Thursday,  April  30,  1964,  8:00  a.m., 
Lancaster  Room 

Board  of  Councilors 

1st  Session:  Tuesday,  April  28,  1964,  5:00  p.m., 

Lancaster  Room 

2nd  Session:  Wednesday,  April  29,  1964,  9:00  a.m., 
Lancaster  Room 

3rd  Session;  Thursday,  April  30,  1964,  9:00  a.m., 
Lancaster  Room 

Board  of  Trustees 

Wednesday,  April  29,  1964,  3:45  p.m.,  Lancaster 
Room 


PROGRAM 

Nebraska  State  Medical  Association 
96th  Annual  Session 

TUESDAY,  APRIL  28,  1964 
8:30  Exhibits  Open 
9:30  Film 


General  Session  — Ballroom 
O.  A.  Kostal,  M.D.,  Hastings,  Presiding 

10:00  Opening  Session 

— R.  F.  Sievers,  M.D.,  President,  Blair 

10:05  Invocation 

— Reverend  Darrel  E.  Berg,  Trinity  Metho- 
dist Church 

10:10  Presidential  Address 

— R.  F.  Sievers,  M.D.,  Blair 

10:20  Installation  of  Incoming  President 

— R.  E.  Garlinghouse,  M.D.,  Lincoln 

10:30  Necrology 

— George  B.  Salter,  M.D.,  Norfolk 

10:40  VIEW  THE  EXHIBITS 

11:00  Keynote  Speech  — “How  We  Got  Where  We 
Are’' 

— Edward  R.  Annis,  M.D.,  Miami,  Florida 
President,  American  Medical  Association 

12:00  Noon  Luncheon,  Ballroom 

— R.  E.  Garlinghouse,  M.D.,  Lincoln,  Pre- 
siding 

“We’re  In  This  Together” 

— Mrs.  Haven  Smith,  Chappell,  Nebraska 
Chairman,  American  Farm  Bureau  Wom- 
en’s Committee 

“Working  With  Your  Congressmen” 

— Mr.  Aubrey  D.  Gates,  Chicago,  Illinois 
Director,  Field  Seiwice  Division,  American 
Medical  Association 

Presentation  of  50-Year  Pins 
VIEW  THE  EXHIBITS 
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PROGRAM 


TUESDAY  AFTERNOON,  APRIL  28,  1964 

SECTION  A 
Ballroom 

SURGERY  SEMINAR 

— William  V.  Glenn,  M.D.,  Falls  City,  Mod- 
erator 

2:30  “Practical  and  Useful  Drug  Therapy  Against 
Cancer” 

— Robert  J.  Samp,  M.D.,  Assistant  Profes- 
sor in  Surgery,  Division  of  Clinical  On- 
cology, University  of  Wisconsin  Hospitals, 
Madison,  Wisconsin 

2:50  “How  to  Inteiwiew  Patients  Effectively” 

— Richard  Magraw,  M.D.,  Assistant  Dean  & 
Associate  Professor,  University  of  Minne- 
sota Medical  School,  Minneapolis,  Minne- 
sota 

3:10  “Protection  of  the  Kidney  During  Circulatory 
Insufficiency” 

— Edward  E.  Mason,  M.D.,  Ph.D.,  Professor 
of  Surgery,  State  Univei-sity  of  Iowa, 
College  of  Medicine,  Iowa  City,  Iowa 


3:30  VIEW  THE  EXHIBITS 

MEDICINE  SEMINAR* 

— Dan  A.  Nye,  M.D.,  Kearney,  Moderator 

4:00  “The  Management  of  Acute  Renal  Failure” 
— W.  A.  Krehl,  M.D.,  Ph.D.,  Director,  Uni- 
versity Hospital  Clinical  Research  Center, 
State  University  of  Iowa,  Iowa  City,  Iowa 


4:40  “Constrictive  Pericai’ditis” 

— S.  Gilbert  Blount,  Jr.,  M.D.,  Professor  and 
Head,  Division  of  Cardiology,  University 
of  Colorado  Medical  Center,  Denver,  Colo- 
rado 

VIEW  THE  EXHIBITS 

5:00  WORKSHOP 

Medicine  and  Surgery,  State  Suite  1 
— Harold  M.  Nordlund,  M.D.,  York,  Moder- 
ator 

Pediatrics  and  Obstetrics  and  Gynecology, 
State  Suites  2 and  3 

— Howard  Yost,  M.D.,  Fremont,  Moderator 
— FUN  NIGHT  — 

♦(Supported  in  part  by  a grant  from  Merck,  Sharp  & Dohme) 


TUESDAY  AFTERNOON,  APRIL  28,  1964 

SECTION  B 
State  Suites 

OBSTETRICS  AND  GYNOCOLOGY  SEMINAR 

— John  A.  McMillan,  M.D.,  Hastings,  Mod- 
erator 


2:30  “A  Study  of  Prematurity” 

— James  F.  Donnelly,  Jr.,  M.D.,  Associate 
Clinical  Professor  of  Obstetrics  and  Gyne- 
. cology.  University  of  North  Carolina  Med- 

ical School,  Chapel  Hill,  N.C. 


2:50  “Prematurity  and  Cesarean  Section” 

— Richard  D.  Bryant,  M.D.,  Clinical  Profes- 
sor, Obstetrics,  University  of  Cincinnati 
College  of  Medicine,  Cincinnati,  Ohio 


3:10  “Prematurity:  The  Modern  Obstetrical  Prob- 
lem” 

— ^John  L.  McKelvey,  M.D.,  Professor  and 
Head,  Department  of  Obstetrics  and  Gyne- 
cology, University  of  Minnesota  Medical 
School,  Minneapolis,  Minnesota 

3:30  VIEW  THE  EXHIBITS 


PEDIATRICS  SEMINAR* 

— Warren  G.  Bosley,  M.D.,  Grand  Island, 
Moderator 

4:00  “Sexual  Ambiguity  of  the  Newborn” 

— Gerald  H.  Holman,  M.D.,  Associate  Pro- 
fessor of  Pediatrics,  University  of  Kansas 
Medical  School,  Kansas  City,  Kansas 

“Prolonged  Jaundice  in  the  Newborn” 

— Frank  J.  Cozzetto,  M.D.,  Assistant  Profes- 
sor, Department  of  Pediatrics,  University 
of  Colorado  Medical  Center,  Denver,  Colo- 
rado 


4:40  “Diseases  of  the  Newborn  Infant  Acquired 
by  the  Transplacental  Route” 

— John  C.  Henveg,  M.D.,  Associate  Profes- 
sor of  Pediatrics,  Washington  University 
School  of  Medicine,  St.  Louis,  Missouri 

VIEW  THE  EXHIBITS 
5:00  WORKSHOP 

Pediatrics  and  Obstetrics  and  Gynecology, 
State  Suites  2 and  3 

■ — Howard  Yost,  M.D.,  Fremont,  Moderator 

Medicine  and  Surgery,  State  Suite  1 

— Harold  M.  Nordlund,  M.D.,  York,  Moder- 
ator 

— FUN  NIGHT  — 

•<Supported  in  part  by  a grant  from  Merck,  Sharp  & Dohme) 


4:20  “Abnormal  Bleeding  Conditions  Associated  4-20 

With  Surgical  and  Accidental  Trauma” 

— Armand  J.  Quick,  M.D.,  Professor  and  Di- 
rector, Department  of  Biochemistry,  Mar- 
quette University  School  of  Medicine,  Mil- 
waukee, Wisconsin 
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PROGRAM 


WEDNESDAY  MORNING,  APRIL  29,  1964 
SECTION  A 

8:00  Postgraduate  Insti'uctional  Courses  in  Ob- 
stetrics and  Gynecology,  Room  901 
— D.  P.  McCleery,  M.D.,  Beatrice,  Moder- 
ator 

“The  Management  of  the  Patient  with 
Eclampsia” 

— Richard  D.  Bryant,  M.D.,  Clinical  Profes- 
sor, Obstetrics,  University  of  Cincinnati 
College  of  Medicine,  Cincinnati,  Ohio 

GENERAL  SESSION 
Ballroom 

SPECIALTY  SEMINAR 

Paul  E.  Hodgson,  M.D.,  Omaha,  Moderator 

9:00  “The  Protean  Symptomatology  in  Multiple 
Sclerosis” 

— James  Q.  Simmons,  Jr.,  Associate  Medical 
and  Research  Director,  National  Multiple 
Sclerosis  Society,  New  York,  New  York 

9:20  “Low  Back  Pain” 

— Carroll  B.  Larson,  M.D.,  Professor  and 
Head,  Department  of  Orthopedic  Surgery, 
University  of  Iowa  Hospitals,  Iowa  City, 
Iowa 

9:40  “Health  Is  a Bargain” 

— Rufus  B.  Robins,  M.D.,  Professor  of  Medi- 
cine, University  of  Arkansas,  Chief-of- 
Staff,  Ouachita  County  Hospital,  Camden, 
Arkansas 

10:00  “Indications  and  Techniques  for  Urinary 
Diversion;  A Reassessment” 

— Ian  M.  Thompson,  M.D.,  Professor  and 
Chairman,  Section  of  Urolo^,  University 
of  Missouri  School  of  Medicine,  Columbia, 
Missouri 

10:30  VIEW  THE  EXHIBITS 


SURGERY  SEMINAR 

— C.  J.  Cornelius,  M.D.,  Sidney,  Moderator 

11:00  “Continued  Obstacles  of  Frightened,  Evasive, 
Ignorant  and  Unpredictable  Patients” 

— Robert  J.  Samp,  M.D.,  Assistant  Profes- 
sor in  Surgery,  Division  of  Clinical  On- 
cology, University  of  Wisconsin  Hospitals, 
Madison,  Wisconsin 

11:20  “For  a Better  Understanding  of  Grief  or 
Loss” 

— Richard  M.  Magraw,  M.D.,  Assistant  Dean 
& Associate  Professor,  University  of  Min- 
nesota Medical  School,  Minneapolis,  Min- 
nesota 

11:40  “Gastric  Freezing:  Where  Do  We  Stand?” 

— Edward  E.  Mason,  M.D.,  Ph.D.,  Professor 
of  Surgery,  State  University  of  Iowa,  Col- 
lege of  Medicine,  Iowa  City,  Iowa 

VIEW  THE  EXHIBITS 

12:30  Noon  Luncheon,  Ballroom 

— R.  F.  Sievers,  M.D.,  Blair,  Presiding 
— Roman  L.  Hruska,  United  States  Senator 
from  Nebraska 


WEDNESDAY  MORNING,  APRIL  29,  1964 
SECTION  B 

8:00  Postgraduate  Instructional  Courses  in  Medi- 
cine, Room  921 

— Dean  McGee,  M.D.,  Lexington,  Moderator 

“Nutritional  Aspects  of  the  Management  of 
Gastro-Intestinal  Disease” 

— W.  A.  Krehl,  M.D.,  Ph.D.,  Director,  Uni- 
versity Hospital  Clinical  Research  Center, 
State  University  of  Iowa,  Iowa  City,  Iowa 


Please  Attend  Specialty  Seminar 
in  Ballroom 


10:30  VIEW  THE  EXHIBITS 


SECTION  B 
State  Suites 

MEDICINE  SEMINAR* 

— Harold  McConahay,  M.D.,  Holdrege,  Mod- 
erator 

11:00  “The  Nutritional  Aspects  of  the  Manage- 
ment of  the  Hypertensive  Patient” 

— W.  A.  Krehl,  M.D.,  Ph.D.,  Director,  Uni- 
versity Hospital  Clinical  Research  Center, 
State  University  of  Iowa,  Iowa  City,  Iowa 

11:20  “The  Detection  of  Mild  Bleeding  States  and 
Their  Therapeutic  Management” 

— Armand  J.  Quick,  M.D.,  Professor  and  Di- 
rector, Department  of  Biochemistiy,  Mar- 
quette University  School  of  Medicine,  Mil- 
waukee, Wisconsin 

11:40  “Primary  Myocardial  Fault  or  Idiopathic 
Myocardiopathy” 

— S.  Gilbert  Blount,  Jr.,  M.D.,  Professor  and 
Head,  Division  of  Cardiology,  University 
of  Colorado  Medical  Center,  Denver,  Colo- 
rado 

VIEW  THE  EXHIBITS 

12:30  Noon  Luncheon,  Ballroom 

— R.  F.  Sievers,  M.D.,  Blair,  Presiding 
— Roman  L.  Hruska,  United  States  Senator 
from  Nebraska 

‘(Supported  in  part  by  a grant  from  Merck,  Sharp  & Dohme) 
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PROGRAM 


WEDNESDAY  AFTERNOON,  APRIL  29,  1964 
SECTION  A 
Ballroom 

SPECIALTY  SEMINAR 

— Harry  W.  McFadden,  M.D.,  Omaha,  Mod- 
erator 

2:00  “Blood  Transfusion” 

— James  J.  Griffitts,  M.D.,  Associate  Direc- 
tor, John  Elliott  Blood  Bank  of  Dade  Coun- 
ty, Miami,  Florida 

2:20  “Surgei-y  of  the  Painful  Hip” 

— Carroll  B.  Larson,  M.D.,  Professor  and 
Head,  Department  of  Orthopedic  Surgery, 
University  of  Iowa  Hospitals,  Iowa  City, 
Iowa 

2:40  “Experiences  With  the  Injured  Ureter” 

— Ian  M.  Thompson,  M.D.,  Professor  and 
Chairman,  Section  of  Urology,  University 
of  Missouri  School  of  Medicine,  Colum- 
bia, Missouri 

3:00  VIEW  THE  EXHIBITS 


MEDICAL  AND  SURGICAL  SEMINAR 

— Max  M.  Raines,  M.D.,  North  Platte,  Mod- 
erator 

3:30  “The  Expanding  Population” 

— Rufus  B.  Robins,  M.D.,  Professor  of  Med- 
icine, University  of  Arkansas,  Chief-of- 
Staff,  Ouachita  County  Hospital,  Cam- 
den, Arkansas 

3:50  “Epidemiological  Features  of  Multiple  Scle- 
rosis” 

— James  Q.  Simmons,  Jr.,  M.D.,  Associate 
Medical  and  Research  Director,  National 
Multiple  Sclerosis  Society,  New  York, 
New  York 

4:10  “Basic  Value  in  Improving  Diagnostic  and 
Therapeutic  Ability  With  the  Lab” 

— Christopher  M.  G.  Buttery,  M.B.,  B.S., 
M.D.,  Graduate  of  Guy’s  Hospital,  Univer- 
sity of  London,  England,  now  in  General 
Practice,  Rocky  Mount,  Va. 

VIEW  THE  EXHIBITS 

4:30  WORKSHOPS 

— Medicine  and  Surgeiy,  State  Suite  1 
— Frank  H.  Tanner,  M.D.,  Lincoln,  Moderator 
Pediatrics  and  Obstetrics  and  Gynecology, 
State  Suites  2 and  3 

— . C.  Kenner,  M.D.,  Nebraska  City,  Mod- 
erator 

Specialty  Workshop,  Lancaster  Room 
— William  F.  Nye,  M.D.,  Lincoln,  Moderator 

6:00  Social  Hour,  State  Suites 

7:00  Annual  Banquet,  Ballroom 

— Robert  J.  Stein,  M.D.,  President,  Lancaster 
County  Medical  Society,  Presiding 

University  of  Nebraska  Madrigal  Singers 
“So  — You  Have  a Problem” 

— Charles  W.  Jarvis,  D.D.S.,  San  Marcos, 
Texas,  Consultant  and  Lecturer  on  Public 
Relations,  University  of  Texas,  School  of 
Dentistry,  Houston,  Texas 


WEDNESDAY  AFTERNOON,  APRIL  29,  1964 
SECTION  B 
State  Suites 

PEDIATRICS  SEMINAR* 

— Dale  W.  Ebers,  M.D.,  Lincoln,  Moderator 

2:00  “Growth  and  Failure” 

— Gerald  H.  Holman,  M.D.,  Associate  Pro- 
fessor of  Pediatrics,  University  of  Kan- 
sas Medical  School,  Kansas  City,  Kansas 

2:20  “Malabsorbtion  Syndrome  in  Infancy” 

— Frank  J.  Cozzetto,  M.D.,  Assistant  Profes- 

* sor.  Department  of  Pediatrics,  University 

of  Colorado  Medical  Center,  Denver,  Colo- 
rado 

2:40  “Some  of  the  Immunologic  Aspects  of  Early 
Infancy” 

— John  C.  Hei-weg,  M.D.,  Associate  Professor 
of  Pediatrics,  Washington  University 
School  of  Medicine,  St.  Louis,  Missouri 

3:00  VIEW  THE  EXHIBITS 


OBSTETRICS  AND  GYNECOLOGY  SExMINAR 

— Richard  L.  Tollefson,  M.D.,  Wausa,  Mod- 
erator 

3:30  “Mental  Retardation” 

— ^James  F.  Donnelly,  Jr.,  M.D.,  Associate 
Clinical  Professor  of  Obstetrics  and  Gyne- 
cology, University  of  North  Carolina  Med- 
ical School,  Chapel  Hill,  N.C. 

3:50  “Abdominal  Pain  in  Advanced  Pi’egnancy” 
— Richard  D.  Bryant,  M.D.,  Clinical  Profes- 
sor, Obstetrics,  University  of  Cincinnati 
College  of  Medicine,  Cincinnati,  Ohio 

4:10  “Cancer  of  the  Uterus” 

— John  L.  McKelvey,  M.D.,  Professor  and 
Head,  Department  of  Obstetrics  and 
Gynecology,  University  of  Minnesota 
Medical  School,  Minneapolis,  Minnesota 

VIEW  THE  EXHIBITS 

4:30  WORKSHOPS 

Medicine  and  Surgery,  State  Suite  1 
— Frank  H.  Tanner,  M.D.,  Lincoln,  Moderator 
Pediati'ics  and  Obstetrics  and  Gynecology, 
State  Suites  2 and  3 

— W.  C.  Kenner,  M.D.,  Nebraska  City,  Mod- 
erator 

Specialty  Workshop,  Lancaster  Room 
— William  F.  Nye,  M.D.,  Lincoln,  Moderator 

6:00  Social  Hour,  State  Suites 

7 :00  Annual  Banquet,  Ballroom 

— Robert  J.  Stein,  M.D.,  President,  Lan- 
caster County  Medical  Society,  Presiding 
University  of  Nebraska  Madrigal  Singers 
“So  — You  Have  a Problem” 

— Charles  W.  Jai-vis,  D.D.S.,  San  Marcos, 
Texas,  Consultant  and  Lecturer  on  Public 
Relations,  University  of  Texas,  School  of 
Dentistiy,  Houston,  Texas 

•(Supported  in  part  by  a grant  from  Merck,  Sharp  & Dohme) 
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PROGRAM 


THURSDAY  MORNING,  APRIL  30,  1964 
SECTION  A 

8:00  Postgraduate  Instructional  Course  in  Sur- 
gery, Room  901 

— John  G.  Yost,  M.D.,  Hastings,  Moderator 

“The  Management  of  Genital  and  Urinai-y 
Tract  Trauma” 

— Ian  M.  Thompson,  M.D.,  Professor  and 
ChaiiTnan,  Section  of  Urology,  University 
of  Missouri  School  of  Medicine,  Columbia, 
Missouri 

SECTION  B 

8:00  Postgraduate  Instructional  Course  in  Gen- 
eral Practice,  Room  921 
— Charles  M.  Bonniwell,  M.D.,  Omaha,  Mod- 
erator 

“Design  and  Operation  of  the  Office  Lab- 
oratory” 

— Christopher  M.  G.  Buttery,  M.B.,  B.S., 
M.D.,  Graduate  of  Guy’s  Hospital,  Uni- 
versity of  London,  England,  now  in  Gen- 
eral Practice,  Rocky  Mount,  Va. 

9:00  VIEW  THE  EXHIBITS 

GENERAL  SESSION 
Ballroom 

9:30  PANEL:  “USE  AND  DANGERS  OF  PES- 
TICIDES AND  INSECTICIDES” 

— Carl  J.  Potthoff,  M.D.,  Omaha,  Moderator 
— Keith  R.  Long,  Ph.D.,  Assistant  Profes- 
sor and  Chief,  Toxicology  Section,  Insti- 
tute of  Agricultural  Medicine,  State  Uni- 
versity of  Iowa,  Iowa  City,  Iowa 
— Clyde  M.  Berry,  Ph.D.,  Associate  Director, 
Institute  of  Agricultural  Medicine,  State 
University  of  Iowa,  Iowa  City,  Iowa 

10:30  VIEW  THE  EXHIBITS 

10:45  “PHYSICAL  FITNESS” 

Keynote  Statements 
— Governor  Frank  B.  Morrison 
— Mr.  Stan  Musial,  Special  Consultant  to 
the  President  on  Physical  Fitness 

Panel:  “PHYSICAL  FITNESS” 

— S.  I.  Fuenning,  M.D.,  Lincoln,  Moderator 
— James  A.  Roman,  M.D.,  Project  Manager, 
Physiological  Information  Acquistion  Pro- 
cessing, NASA  Flight  Research  Center, 
Edwards,  California 

— Hans  Selye,  M.D.,  Professor  and  Director 
of  the  Institute  of  Experimental  Medicine 
and  Surgery  at  the  University  of  Mon- 
treal, Canada 

—Ralph  W.  Gerard,  M.D.,  Ph.D.,  D.Sc.,  Vis- 
iting Professor  of  Biological  Sciences, 
University  of  California,  Irvine,  California 
— Rev.  Dr.  Paul  B.  McCleave,  Director,  De- 
partment of  Medicine  and  Religion,  Amer- 
ican Medical  Association 

12:15  Meeting  Adjourned 


Scientific  Film  Program 

ROOM  901 

TUESDAY,  APRIL  28,  1964 
Morning  Program 

9:00  The  Annual  Meeting  of  the  AM  A,  June,  1963 

9:30  “No  Man  Is  a Stranger” 

— Nathan  S.  Kline,  M.D. 

10:00  “Motion  in  Medicine” 

— Robert  S.  Millen,  M.D. 

10:30  “Diagnosis  and  Management  of  Fungous 
Infections  of  the  Skin,  Hair  and  Nails” 

— Rudolph  L.  Baer,  M.D. 

Afternoon  Program 

1:00  “The  Ear  and  Hearing” 

— George  Shambaugh,  M.D. 

1:30  “Communicable  Diseases” 

— Louis  Wetmstein,  M.D. 

2:00  “Endotracheal  Anesthesia” 

— Charles  McCuskey,  M.D. 

2:30  “Low  Spinal  (Modified  Saddle-Block)  Anes- 
thesia in  Obstetrics” 

— G.  J.  Andros,  M.D.,  and  Wm.  J.  Diekman, 
M.D. 

3:00  “Flouthane — Precision  Inhalation  Anesthetic” 
— C.  R.  Stephen,  M.D. 

3:30  “Management  of  Thoracic  Injuries” 

— Rudolph  J.  Noer,  M.D. 

4:00  “Penetrating  Wounds  of  the  Large  Intestine” 
— George  C.  Morris,  Jr.,  M.D.,  and  Arthur 
C.  Beall,  Jr.,  M.D. 

WEDNESDAY,  APRIL  29,  1964 
Morning  Program 

9:00  “Initial  Care  of  Burns” 

— Davis  Geek  and  Curtis  P.  Artz,  M.D. 

9:30  “Skin  Grafting” 

— James  Barrett  Brown,  M.D.,  and  Minot 
P.  Fryer,  M.D. 

10:00  “Diagnosis  and  Management  of  Eye  Injuries” 
— Wm.  H.  Havener,  M.D. 

10:30  “The  Heart  Crippler”  (Rheumatic  Fever) 

— David  S.  Ruhe,  M.D.,  and  Bruce  A.  Lin- 
ton, Ph.D. 

11:00  “Disorders  of  the  Heart  Beat” 

11:30  “Premedication  in  Pediatric  Surgery” 

— Max  S.  Sadove,  M.D. 

Afternoon  Program 

1:00  “Antepartum  Problems” 

— Ralph  C.  Benson,  M.D. 

1:30  “Immediate  Postoperative  Care” 

— Frank  Glenn,  M.D.;  John  M.  Beal,  M.D., 
and  Joseph  F.  Artusio,  Jr.,  M.D. 

2:00  “Emergency  Surgery  in  Upper  Gastro-In- 
testinal  Bleeding” 

— John  J.  Farrell,  M.D. 

2:30  “Gastric  Cooling  and  Freezing  in  Peptic 
Ulcer  Management” 

— Owen  H.  Wagensteen,  M.D. 

3:00  “Anemia” 

— Wm.  Dameshek,  M.D. 

3:30  “Ruptured  Lumbar  Disc  — Treated  by 
Fusion” 

4:00  “Ligation  and  Stripping  of  Varicose  Veins” 
— John  L.  Keeley,  M.D.,  and  Ame  E.  Schair- 
er,  M.D. 

THURSDAY,  APRIL  30,  1964 
Morning  Program 

9:00  “Radical  Mastectomy” 

— Anthony  R.  Cureri,  M.D. 

9:30  “Closed  Chest  Cardiac  Resuscitation” 

— W.  B.  Kouwenheven,  M.D. 

10:00  “The  Cough” 

— Hylan  Pickerman,  M.D. 

10:30  “Cholecystectomy  for  Acute  Cholecystitis 
and  Common  Duct  Exploration” 

— Frank  Glenn,  M.D. 

11:00  “Recurrence  in  Inguinal  Heimia” 

— Wm.  L.  Estes,  Jr.,  M.D. 
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Woman's  Auxiliary 


MRS.  R.  B. 
RUNDQUIST 

Columbas.  Nebraska 

President,  1963-1964 


MRS.  JOHN 
BROWN  III 

Lincoln,  Nebraska 

President,  1964-1965 


MRS.  C.  RODNEY 
STOLTZ 

Watertown,  South  Dakota 

Honored  Guest  Speaker 
Woman’s  Auxiliary 

President 

Woman’s  Auxiliary 
to  the 

American  Medical 
Association 


MRS.  HAVEN 
SMITH 

Chappell,  Nebraska 

Honored  Guest  Speaker 
Woman’s  Auxiliary 

Chairman 
American  Farm 
Bureau 

Woman’s  Committee 


CONVENTION  COMMITTEES 

General  Chairman — 

Mrs.  Paul  L.  Peterson 

Social  Chairmen — 

Mrs.  R.  F.  Statton 
Mrs.  H.  A.  Hansen 

Program  ChaiiTnan  (Style  Show) — 

Mrs.  J.  W.  Ballew 

Registration — 

. Mrs.  Keith  W.  Sehnert 

Tickets  and  Finance — 

Mrs.  Arthur  L.  Smith,  Sr. 

Hospitality — 

Mrs.  Frank  Cole 

Flowers — 

Mrs.  L.  F.  Pfeifer 

Transportation — 

Mrs.  Robert  B.  Synhorst 

Reservations — 

Mrs.  Y.  Scott  Moore 
Mrs.  Richard  C.  Toren 

Publicity — 

Mrs.  K.  T.  McGinnis 

Hostess  Auxiliary — 

Lancaster  County  Medical  Auxiliary 

A cordial  invitation  is  extended  to  all  doctors’ 

wives  of  Nebraska  whether  or  not  you  are  an  Aux- 
iliary member. 


AUXILIARY  PLEDGE 

I pledge  my  loyalty  and  devotion  to  the  Woman’s 
Auxiliary  to  the  American  Medical  Association.  I 
will  support  its  activities,  protect  its  reputation,  and 
ever  sustain  its  high  ideals. 


WHO  IS  EXPECTED  TO  ATTEND 
Officers 

Chairmen  of  Committees 
Presidents  of  County  Auxiliaries 
District  Councilors 

New  officers  and  chairmen,  either  on  the  state 
or  local  levels,  will  benefit  from  attending  the 
sessions. 
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Woman's  Auxiliary 

THIRTY-NINTH  ANNUAL  MEETING 
OF  THE 

WOMAN’S  AUXILIARY  TO  THE 
NEBRASKA  STATE  MEDICAL  ASSOCIATION 

A registration  desk  will  be  open  at  the  Hotel 
Cornhusker  on  Tuesday,  April  28  and  on  Wednes- 
day, April  29  until  12:30  p.m. 


PROGRAM 

TUESDAY,  APRIL  28,  1964 

8:00  Registration  and  Coffee 

8:15  Pre-Convention  Executive  Board  Meeting, 
State  Suites  1 and  2 
Mrs.  R.  B.  Rundquist,  Presiding 
Reports  of  Officers  and  State  Chairmen 

11:00  Keynote  Address,  Ballroom 

Edward  R.  Annis,  M.D.,  President,  Ameri- 
can Medical  Association 

12:00  Combined  Auxiliary  and  Association  Lunch- 
eon, Ballroom 

Mrs.  Haven  Smith,  Chairman,  American 
Farm  Bureau  Women’s  Committee 
Mr.  Aubrey  D.  Gates,  Director,  Field  Service 
Division,  American  Medical  Association 
Presentation  of  Fifty  Year  Pins 
Tickets  available  at  Ballroom 

2:30  Annual  Business  Meeting,  Lancaster  Room 
Mrs.  R.  B.  Rundquist,  Presiding 
Reports  of  County  Presidents 
Installation  of  New  Officers 

6:30  Fun  Night 

WEDNESDAY,  APRIL  29,  1964 

12:30  Luncheon,  Fashion  Show,  Lincoln  Country 
Club 

Tickets  and  transportation  information  to 
the  Country  Club  available  at  the  Regis- 
tration Desk  at  the  Hotel 
Mrs.  C.  Rodney  Stoltz,  President,  Women’s 
Auxiliary  to  the  American  Medical  Asso- 
ciation 

7:00  Annual  Banquet,  Balh’oom 


THURSDAY,  APRIL  30,  1964 

9:00  Post-Convention  Executive  Board  Meeting, 
State  Suites  1 and  2 
Mrs.  John  Brown  III,  Presiding 
No  Host  Breakfast 


Doctors  and  Medicine  in  the  News 

The  Margolin  Lecture — 

Doctor  Morris  Margolin  was  one  of  the 
organizers  of  the  Nebraska  Diabetes  Asso- 
ciation. Besides  having  served  as  president 
for  a term,  he  has  been  on  the  Board  of 
Trustees  continuously  since  1946.  He  has, 
also,  represented  Nebraska,  as  Governor 
and  Coordinator,  in  the  American  Diabetes 
Association.  In  recognition  of  his  work  on 
this  disease,  the  Nebraska  Diabetes  Asso- 
ciation has  established  the  “Margolin  Lec- 
ture.” The  first  Margolin  lecture  was  given 
during  the  continuing  education  course  on 
“Obesity  and  Endocrine  Problems,”  given  at 
the  University  of  Nebraska  College  of  Medi- 
cine on  March  9-10.  This  was  conducted  at 
the  Eugene  Eppley  Institute  and  the  first 
“Lecture”  was  given  by  Dr.  Grant  Gwinup, 
professor  of  medicine  at  the  Ohio  State  Uni- 
versity College  of  Medicine.  The  title  of  Dr. 
Gwinup’s  lecture  was  “Diagnosis  of  Dia- 
betes.” 


Notes  on  the  Life  of  a Pioneer 
Nebraska  Doctor — 

The  current  issue  (Dec.,  1963)  of  Ne- 
braska History  presents  a biographical 
sketch  of  Dr.  John  Wesley  Thompson,  a 
pioneer  physician  in  Nebraska.  This  was 
written  by  his  daughter,  Edith  Thompson 
Hall. 

John  Wesley  Thompson  was  born  in  Ohio, 
in  1860  — of  farmer-parents  — in  the  days 
when  one  ate  what  he  could  grow  and  cloth- 
ing was  home-produced,  carding,  spinning, 
weaving,  then  making  the  garment  itself. 
Schooling  was  precarious  and  an  education 
was  hard  to  come  by.  John  went  to  the  Ada 
Normal  School,  later  to  become  Ohio  North- 
ern University,  and  to  Starling  Medical  Col- 
lege, later  absorbed  by  the  Ohio  State  Uni- 
versity. 

Dr.  Thompson  practiced  for  a short  time 
in  Ohio,  then  came,  in  1886,  to  Belvidere, 
Nebraska,  not  far  from  his  cousin  in  Fair- 
bury.  In  1888  he  moved  to  Hendley,  Fur- 
nas County  — the  first  physician  to  prac- 
tice there  — then  on  to  Strang,  in  1889. 

After  these  five  years,  a Board  of  Examin- 
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ers  having  come  into  being,  Dr.  Thompson 
received  his  certificate,  No.  217,  to  prac- 
tice medicine,  surgery,  and  obstetrics. 

In  1889,  he  moved  again,  this  time  to  Sut- 
ton, where  he  purchased  the  practice  of, Dr. 
J.  M.  Birkner,  and  where  he  remained  until 
he  purchased  an  office  in  Lincoln. 

The  highlight  of  his  life  was  when  his 
son,  John  G.  Thompson,  graduated  from 
Rush  Medical  College.  The  son  decided  to 
go  at  once  to  Vienna  for  postgraduate  work, 
but  before  leaving  contracted  for  floor  space 
in  the  Federal  Trust  Building,  just  then  un- 
der construction.  The  blue  prints  showed 
certain  space  designated  as  an  office  for  his 
father.  John  C.  had  barely  reached  Vienna 
when  he  received  a message  saying  his  father 
had  died  on  November  13,  1926,  of  lobar 
pneumonia. 

Thus  ended  the  active  career  of  a pioneer 
Nebraska  doctor,  but  who  lives  now  in  the 
work  of  his  son,  John  C.  and  grandson, 
John  S. 


Announcements 

Nebraska  Directory  of  Services  for 
Children  Published — 

The  Nebraska  Committee  for  Children 
and  Youth  has  developed  and  published  a Ne- 
braska Directory  of  Services  for  Children 
and  Youth  listing  agencies  providing  serv- 
ices to  Nebraska  children  and  youth. 

The  directory  provides  detailed  informa- 
tion concerning  113  public  and  private  agen- 
cies which  provide  professional  services  or 
specialized  programs  for  children  and  youth. 

The  directory  includes  those  agencies 
which:  (1)  are  non-profit  organizations, 

(2)  provides  professional  services  to  chil- 
dren and  youth  from  birth  through  age  21, 

(3)  accept  regional  and/or  statewide  clients 
where  seiwices  extend  beyond  the  local  com- 
munity. 

Professional  groups  have  long  been  con- 
cerned with  the  problems  of  coordinating 
services  throughout  the  state  and  with  the 
difficulty  of  obtaining  specific  infonnation 
concerning  services  available  from  the  vari- 


ous agencies  in  Nebraska.  This  directoiy 
should  do  much  toward  improving  opportun- 
ities for  interagency  cooperation.  It  also 
has  obvious  value  to  school  counselors,  min- 
isters, and  others  enabling  them  to  take  ad- 
vantage of  services  that  are  not  available 
locally. 

The  directory  is  also  designed  to  supply 
useful  and  needed  infonnation  to  educators, 
social  workers,  doctors,  lawyers,  and  others 
who  work  with  children. 

The  Committee  undertook  to  provide  this 
service  to  the  state  as  the  result  of  requests 
received  from  many  persons  and  organiza- 
tions. 

Governor  Morrison  states  “I  would  like  to 
recommend  this  directory  for  careful  use  by 
the  legislature,  public  officials,  church 
groups,  public  and  private  agencies  and  or- 
ganizations, and  individuals  interested  in  the 
promotion  of  the  general  welfare  of  children 
and  youth.” 

Copies  of  the  directoiy  are  available  from 
the  Nebraska  Committee  for  Children  and 
Youth,  Box  4803,  State  Capitol  Building, 
Lincoln,  Nebraska  68509.  Prices  are:  Sin- 
gle copy — $1.50  including  postage  and  han- 
dling costs;  100-250  copies — $1.25  including 
postage  and  handling  costs;  over  250  copies 
— $1.00  plus  postage  and  handling  costs. 


American  Insurance  Health  Program — 

By  means  of  closed-circuit  color  televi- 
sion, prominent  medical  authorities  will 
demonstrate  diagnostic  techniques,  examina- 
tion procedures  and  methods  for  the  preven- 
tion of  occupational  disease  and  illness  to 
those  attending  the  American  Industrial 
Health  Conference  at  the  Pittsburgh-Hilton 
Hotel,  April  13-16.  This  national  confer- 
ence, which  encompasses  the  annual  meet- 
ings of  the  Industrial  Medical  Association 
and  the  American  Association  of  Industrial 
Nurses,  is  expected  to  attract  more  than 
2000  persons,  including  many  physicians 
whose  practice  is  only  partly  industrial,  as 
well  as  those  who  are  engaged  as  full-time 
industrial  physicians,  industrial  nurses,  pub- 
lic health  officials,  militaiy  physicians,  man- 
agement representatives  and  others  who  have 


240 


Nebraska  S.  M.  J. 


an  interest  in  the  health  of  the  working 
population. 

Four  half-day  sessions,  televised  from  the 
University  of  Pittsburgh,  will  be  transmit- 
ted to  the  meeting  rooms  at  the  Hilton  Hotel 
in  downtown  Pittsburgh.  Three  of  the  tele- 
vision sessions,  which  will  be  presented  at 
the  Industrial  Medical  Association  meeting, 
will  be  conducted  by  faculty  members  of  the 
University  of  Pittsburgh  School  of  Medicine. 
A symposium  and  case  presentation  program 
on  “Rheumatology  in  Industry”  will  empha- 
size diagnosis,  case  finding,  employability, 
job  placement  and  compensation  considera- 
tions. A session  on  Low  Back  Disability 
Prevention”  will  be  clinical  in  nature.  Or- 
thopedic surgeons  will  discuss  the  signifi- 
cance of  various  low  back  defects  and  po- 
tential back  trouble,  and  a roentgenologist 
will  present  films,  discuss  terminology,  and 
point  out  various  defects  as  they  appear  on 
the  X ray.  A program  devoted  to  “New  Car- 
diac Diagnostic  Techniques  and  Equipment” 
will  include  a demonstration  of  the  spatial 
vectorcardiogram  and  a discussion  of  the 
diagnostic  gaps  filled  by  use  of  this  instru- 
ment. Cardiac  monitoring  procedure  also 
will  be  presented,  followed  by  a discussion  of 
possible  application  of  this  method  to  evalu- 
ating job  stresses  and  individual  adaptation 
to  job  stress. 

At  a joint  session  of  the  Industrial  Medi- 
cal Association  and  the  American  Associa- 
tion of  Industrial  Nurses,  a televised  clinical- 
pathological  conference  will  consider  two 
cases  with  an  internist,  a pathologist,  a ra- 
diologist and  a nurse  participating  in  the 
discussion.  The  second  portion  of  the  pro- 
gx-am  will  be  devoted  to  environmental 
studies  including  a description  and  demon- 
stration of  equipment  needed  to  confirm  the 
presence  of  the  offending  agent  in  sufficient 
quantity  at  the  place  of  work  of  the  sick  em- 
ployee. 

News  and  Views 

Foreign  Fellowships  for  Junior 
Medical  Students — 

Evanston,  Illinois,  February  21,  1964  — 
Twenty-nine  junior  and  senior  U.S.  medical 
students  have  been  awarded  Foreign  Fellow- 


ships which  will  enable  them  to  obtain  super- 
vised medical  experience  in  relatively  under- 
developed areas  of  the  world,  the  Association 
of  American  Medical  Colleges  announced  to- 
day. 

The  Fellowships  are  made  possible  by  a 
grant  from  Smith  Kline  & French  Labora- 
tories, Philadelphia  pharmaceutical  firm. 
With  the  current  selection,  the  Asociation, 
during  five  years,  has  awarded  a total  of 
152  Fellowships  for  study  in  countries  of 
Southeast  Asia,  Africa,  Central  and  South 
America  and  Oceania. 

The  primary  objective  of  the  Fellowships 
is  to  provide  students  an  opportunity  to  bene- 
fit from  unusual  clinical  experiences  and  fa- 
miliarize themselves  with  medical,  cultural, 
and  social  problems  different  from  their 
own.  They  will  be  stationed  in  mission  hos- 
pitals and  outpost  medical  facilities. 

The  students,  selected  by  a committee  of 
six  U.S.  medical  educators,  spend  at  least 
ten  weeks  with  their  foreign  sponsors.  The 
amount  of  each  award  varies,  depending  on 
individual  requirements. 

The  1964  winners  include  three  wom- 
en and  twenty-six  men.  Five  of  the  men  will 
be  accompanied  by  their  wives  who  qualify 
because  of  their  training  as  nurses  or  tech- 
nicians. 

Mental  Health  Planning — 

The  second  issue  of  the  Compass,  “Nebras- 
ka’s Mental  Health  Planning  Progress  Re- 
port,” has  just  been  received.  It  shows  that 
some  activity  in  the  field  of  planning  for 
Nebraska  is  taking  place  in  all  sections  of 
the  state.  In  fact,  it  states  that  “More  than 
2000  citizens  are  now  involved  in  the  plan- 
ning process,”  and  that  more  recruiting  of 
members  and  chairmen  is  going  on. 

If  large  size  of  task  forces  and  committees 
is  advantageous,  this  movement  stands  a 
good  chance  of  success.  About  one  of  every 
700  to  800  citizens  is  involved  in  the  activ- 
ity at  this  early  stage. 

Adolph  Sachs  Memorial  Library — 

We  see  by  the  February  issue  of  The 
Jom-nal  of  Phi  Rho  Sigma  that  the  Eta 
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Chapter  House  at  Creighton  University  has 
a new  Adolph  Sachs  Memorial  Library.  As 
pictured,  it  appears  to  be  a charming  place. 
This  memorial  to  Dr.  Sachs  is  quite  fitting 
and  timely. 

Deaths  From  Accidents — 

More  than  101,000  persons  died  from  acci- 
dents in  1963,  as  compared  to  a total  of  97,- 
000  accident-caused  deaths  in  1962.  Traffic 
deaths  alone  accounted  for  approximately 
50%  of  the  increase.  It  is  expected  that 
deaths  caused  by  traffic  accidents  in  1963 
will  exceed  43,000  which  is  a record  high 
number. 

The  Public  Health  Service  in  announcing 
these  statistics,  commented  that  proven  pub- 
lic health  techniques  if  applied  to  the  acci- 
dent prevention  problem  would  produce  a re- 
duction in  the  mortality  resulting  from  ac- 
cidents, comparable  to  the  benefit  obtained 
by  the  application  of  these  techniques  to 
many  of  the  communicable  diseases.  It  is 
estimated  that  this  number  of  accidents 
costs  our  nation  more  than  $15,000,000,000 
annually. 

Ambulance  Personnel — 

Emergency  medical  care  requires  a chain 
of  treatment  administered  by  the  public, 
police  and  fire  department  personnel,  am- 
bulance crews  and  finally  hospital  emergency 
room  staff.  The  task  of  providing  competent 
care  becomes  an  enormous  undertaking 
when  so  many  individuals  are  involved,  ac- 
cording to  an  editorial  in  The  Pennsylvania 
Medical  Journal.  For  the  past  three  years, 
the  Department  of  Health  of  Pennsylvania 
has  presented  a training  program  for  am- 
bulance attendants.  Some  1,200  ambulance 
attendants  have  voluntarily  attended  training 
sessions  accumulating  to  50  or  more  hours 
in  the  care  and  transportation  of  medical 
emergencies. 

The  program  began  when  a private  class 
was  graduated  in  the  later  part  of  1960. 
One  or  more  classes  have  since  been  pro- 
vided in  34  counties  of  the  state  and  the 
program  is  expanding  to  additional  coun- 
ties. The  program  is  not  solely  presented  by 
the  State  Department  of  Health  but  com- 


bines the  talents  and  abilities  of  many  mem- 
bers of  the  medical  and  paramedical  com- 
munity. First  a Red  Cross  instructor  in  the 
local  area  gives  a trainee  a standard  and 
advanced  first  aid  course.  Following  the  ad- 
vanced first  aid  course,  the  local  county  med- 
ical society  provides  its  members  to  serve  as 
volunteer  instructors.  These  physicians  in 
15  to  25  hours  of  advanced  instruction,  elab- 
orate or  expand  upon  the  many  facets  of 
emergency  care. 

Later,  a traffic  safety  officer  of  the  State 
Police  instructs  the  trainees  in  the  proper 
operation  of  an  emergency  vehicle.  Finally 
the  trainee  takes  a final  examination  given 
by  the  State  Department  of  Health  and  those 
who  obtain  passing  grades  are  given  a cer- 
tificate by  the  Health  Department. 

Trends — 

Total  government  expenditures  for  health 
and  medical  care,  including  medical  re- 
search and  construction  of  facilities,  in- 
creased about  170  per  cent  between  1949-50 
and  1962-63.  As  a proportion  of  the  na- 
tion’s total  expenditures  for  health  care  they 
remain  about  the  same,  25  per  cent.  Within 
the  public  sector,  the  most  significant  gain 
was  reported  for  medical  research  and  ven- 
dor medical  payments  under  public  assist- 
ance. 

Public  Assistance  Programs — 

At  present  there  are  five  special  cate- 
gorical public  assistance  programs  in  which 
federal  grants-in-aid  to  all  the  states  are 
available  under  four  titles  of  the  Social  Se- 
curity Act.  They  are  Old-Age  Assistance 
(OAA),  Medical  Assistance  for  the  Aged 
(MAA),  Aid  to  the  Families  With  Depend- 
ent Children  (AFDC),  Aid  to  the  Blind 
(AB),  and  Aid  to  the  Permanently  and  To- 
tally Disabled  (APTD).  In  addition  to  these 
special  Categorical  assistance  programs, 
there  is  the  General  Assistance  program  for 
which  there  is  no  federal  participation. 

In  1961-62,  the  total  number  of  assistance 
recipients  under  all  five  special  categories 
of  public  assistance  programs  supported  by 
the  federal  government  averaged  3,766,276 
per  month,  or  two  per  cent  of  the  entire 
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population  each  month.  The  average  month- 
ly amount  of  vendor  medical  payments  per 
recipient  in  each  specific  category  varied 
from  $2.10  for  Aid  to  Families  with  De- 
pendent Children  to  $14.24  for  Aid  to  the 
Permanently  and  Totally  Disabled.  For  the 
Old-Age  Assistance  program,  it  was  $12.91, 
and  for  Aid  to  the  Blind  $7.41  in  1961-62. 
For  Medical  Assistance  to  the  Aged,  where 
the  allowance  is  for  medical  care  only,  it  was 
$213.93.  Except  for  Medical  Assistance  to 
the  Aged,  the  figure  is  lower  since  it  was 
arrived  at  by  dividing  the  total  amount  of 
vendor  medical  care  payments  under  a spe- 
cific program  by  the  total  number  of  all  re- 
cipients. 

Research  at  the  Medical  School — 

Among  the  questions  that  worry  the  prac- 
ticing physician  is  one  regarding  the  depend- 
ency of  our  medical  schools  on  federal  sub- 
sidies. Granting  the  schools  turn  out  good 
scientists,  they  ask  about  the  art  of  medi- 
cine. An  editorial  in  the  Texas  State  Jour- 
nal of  Medicine  states  that  a medical  school 
has  two  basic  responsibilities.  The  first  is 
to  teach  young  men  and  women  the  science 
of  medicine  and  introduce  them  to  the  art  of 
medicine.  The  science  of  medicine  can  be 
taught  in  the  final  analysis,  the  art  must  be 
learned  by  practice.  This  learing  of  the 
art  begins  in  the  clinical  years  in  medical 
school. 

The  second  responsibility  of  the  medical 
school  is  to  find  new  things  to  teach  and 
in  this  sense  there  is  not  a question  of 
either  science  or  medicine  and  not  a question 
of  either  research  or  practice.  One  cannot 
exist  without  the  other.  The  exposure  of  the 
medical  student  to  research  is  not  to  prepare 
him  to  do  research.  Rather  it  is  to  provide 
a research  orientation  for  the  medical  stu- 
dent believing  that  this  will  better  prepare 
him  for  continued  medical  scientific  growth 
and  development  and  will  make  less  likely  his 
scientific  obsolescence.  It  is  to  help  the  stu- 
dent physician  apply  the  scientific  method 
to  the  practice  of  medicine. 

The  question  then  arises,  are  medical 
schools  justified  in  expanding  their  facul- 
ties and  staffs  in  order  to  receive  more 


grants?  The  answer  is  to  question  if  a 
medical  school  is  not  justified  in  expanding 
the  staff  and  facilities  for  the  ultimate  goal 
for  which  they  strive,  — better  patient  care. 
If  by  so  doing  they  receive  more  grants  for 
salaries,  the  patient  is  the  ultimate  winner. 

Our  medical  schools  must  be  so  well  sup- 
ported that  the  grants  be  only  ancillary  in 
nature.  Private  contributions  and  founda- 
tions, together  with  local  and  state  govern- 
ment, and  lastly  the  federal  government, 
must  be  involved  in  such  a way  that  if  any 
one  of  these  fail,  the  school  can  continue  to- 
ward its  primary  objective  of  providing  pa- 
tients to  render  better  patient  care. 

Long  Trail  of  Paper — 

To  keep  up  with  developments  published 
in  medical  journals  alone,  a physician  would 
have  to  read  the  equivalent  of  one  book  every 
hour.  This  is  the  calculation  of  Dr.  Mil- 
ford O.  Rouse,  Speaker  of  the  AMA  House  of 
Delegates. 

“Information  now  published  on  new  medi- 
cal developments  is  contained  in  some  8,000 
medical  journals  and  bulletins  appearing  an- 
nually,” Dr.  Rouse  informed  an  audience  of 
physicians  at  the  Texas  Medical  Association 
Conference  on  Medical  Service  and  Legisla- 
tion, Jan.  18,  in  Austin,  “About  half  of 
these  are  printed  in  the  United  States  alone.” 

“Stretched  end  to  end,  their  11,000,000 
pages  would  easily  extend  from  AMA  head- 
quarters in  Chicago  all  the  way  to  Austin,” 
he  said.  (Texas  State  Joui'nal  of  Medicine). 

Medical  Care  Under  Public  Assistance — 

Expenditures  by  all  levels  of  government 
for  medical  care  to  public  assistance  recipi- 
ents in  fiscal  year  1962-63  totaled  about  $1,- 
241  million.  This  amount  is  20  per  cent  of 
all  government  expenditures  for  personal 
health  care  and  about  25  per  cent  of  total 
expenditures  under  public  assistance  pro- 
grams. 

These  expenditures,  described  by  Health 
Information  Foundation,  were  made  by  two 
methods:  (1)  $1  billion  by  vendor  payments, 
made  directly  to  the  suppliers  of  medical 
care,  and  (2)  about  $241  million  by  inclu- 
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sion  of  medical  care  allowances  in  money  pay- 
ments made  to  assistance  recipients,  who 
then  arrange  for  the  purchase  of  their  own 
medical  care.  In  the  latter  case,  the  cost  of 
needed  medical  care  is  included  in  the  com- 
putation of  an  individual’s  total  require- 
ments, on  which  his  payment  is  based. 

Vendor  pajTnents  reached  the  one  billion 
dollar  mark  ($5.36  per  capita  of  entire  popu- 
lation) in  1962-63.  This  amounted  to  about 
17  per  cent  of  total  expenditures  for  personal 
health  care  by  federal,  state  and  local  gov- 
ernments. 

ll’ithin  the  government  sector,  the  federal 
share  of  vendor  medical  payments  was  $525 
million,  or  52  per  cent  of  the  total. 


News  From  Our  Medical  Schools 

Two  Research  Projects  at  Creighton 
Medical  School — 

Creighton  University  School  of  Medicine 
researchers  will  conduct  two  projects  under 
United  States  Public  Health  Service  grants 
totaling  $23,892. 

Dr.  Vincent  Runco,  Jr.,  Assistant  Profes- 
sor of  Medicine,  will  study  the  heart  with  a 
grant  of  $16,595.  Research  on  mouse 
glands  after  pregnancy  is  planned  by  Dr. 
Anthony  A.  Travill,  Assistant  Professor  of 
Anatomy,  with  an  award  of  $7,297. 


Letters  to  the  Editor 

Albion,  Nebraska 
March  3,  1964 

George  W.  Covey,  MD 
2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Doctor  Covey : 

Month  after  month,  I find  the  articles  and 
news  in  the  Nebraska  State  Medical  Journal 
quite  informative  and  enjoyable.  It  there- 
fore seems  strange  this  month  also  the  Jour- 
nal is  cheapened  by  the  various  off-color  car- 
toons which  appear  on  the  same  pages  as  do 


the  fine  articles  mentioned  above.  Enclosed 
is  one  of  the  cartoons  contained  in  the  latest 
issue  of  the  Journal.  I wonder  if  you  would 
like  to  show  it  to  your  wife? 

I might  ask,  “Why  are  these  cartoons  in- 
cluded in  each  issue?”  Is  the  cartoon  neces- 
sary for  good  medical  literature?  If  so, 
why  aren’t  such  cartoons  found  in  the  va- 
rious AMA  Journals,  the  New  England 
Journal,  or  Postgraduate  Medicine? 

Another  pertinent  point  is,  “Who  is  pay- 
ing the  so-called  cartoonist”  for  these  works 
of  art.  If  such  a person  is  being  paid  by 
money  from  the  State  Medical  dues,  then 
I think  there  are  many  like  myself  who 
would  place  the  money  elsewhere. 

I vdll  be  interested  to  see  what  if  any 
changes  occur  along  these  lines,  and  whether 
you  will  print  this  letter  in  the  next  issue  of 
the  Journal. 

Sincerely, 

Gerald  J.  Spethman,  MD 
Secretary  Boone  County 
Medical  Society 


March  11,  1964 

Gerald  D.  Spethman,  MD 
7th  and  Fairview 
Albion,  Nebraska 

Dear  Doctor  Spethman : 

Your  interesting  comments  about  cartoons 
in  our  Joujiml  are  not  difficult  to  answer. 
The  basic  consideration  is,  of  course,  the 
fact  that  in  order  to  have  a journal  we  must 
sell  advertising  space.  The  amount  of  your 
dues  and  mine  that  go  into  the  journal 
amounts  to  pennies  where  dollars  are  neces- 
sary. My  personal  feeling,  like  yours,  would 
be  to  limit  the  content  of  our  book  to  purely 
medical  subjects,  but  if  we  did  — no  book. 

It  is  true  the  JAMA  and  the  New  England 
JouiTial  do  not  carry  cartoons.  You  will,  no 
doubt,  remember  that  not  many  years  back 
the  JAMA  carried  two  columns  of  “smut”  in 
words  rather  than  pictures.  Consider,  too, 
that  GP,  Medical  Times,  and  CMD  carry 
cartoons  now,  though  it  seems  their  large 
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circulations  might  make  this  unnecessary. 
That  the  JAMA  does  not  use  cartoons  re- 
minds me  of  some  of  our  rich  men  who  made 
their  money  “robbing  widows”  then  became 
pious  and  used  their  wealth  to  build  libraries, 
hospital,  et  cetera. 

Prospective  advertisers  want  their  ads  to 
be  placed  near  items  that  draw  attention  in 
the  hope  that  whoever  looks  at  the  interest- 
ing item  will  also  see  their  ad.  As  an  ex- 
ample, not  many  days  ago  our  business  man- 
ager was  trying  to  sell  advertising  space 
to  one  of  the  Lincoln  banks  and  placed  an 
issue  of  the  Journal  in  the  banker’s  hands, 
so  he  could  look  it  over.  At  the  next  ses- 
sion the  banker  remarked  “Where  do  you 
get  those  wonderful  cartoons?  If  we  buy 
space  we  would  like  to  have  it  beside  one  of 
those  cartoons!” 

A tremendous  amount  of  work  goes  into  pre- 
paring filler  to  occupy  empty  spaces  in  the 
Ad  section.  You  will  find  all  of  it  inter- 
esting and  instructive.  It  amounts  to  about 
five  pages  (4000  words)  per  issue.  This 
is  done  purely  to  impress  the  prospective  ad- 
vertiser. He  knows  that  without  such  ma- 
terial almost  nobody  will  look  at  his  Ad, 
and  he  will  refuse  to  spend  his  good  money 
on  advertising  that  probably  will  never  be 
read. 

As  I said  at  the  beginning  — no  advertis- 
ing, no  journal.  A few  cartoons  help  fill  the 
empty  spaces.  Contrary  to  what  you  and  I 
may  believe,  there  are  many  who  enjoy  the 
cartoons,  and  a cartoon  is  nothing  unless 
it  is  spicy.  A cartoon  is  no  worse  than  a 
column  of  smut,  maybe  better.  You  remem- 
ber, no  doubt,  that  the  Good  Book  says  it  is 
what  comes  out  of  a man’s  mouth  that 
counts  for  or  against  him. 

Yours  truly, 

George  W.  Covey 


Human  Interest  Tales 

Doctor  Clinton  E.  Sturdevant  has  opened 
his  practice  in  Urology  at  North  Platte. 

Doctor  Paul  Goetowski,  Lincoln,  has  been 


elected  Chief  of  Staff  of  St.  Elizabeth  Hos- 
pital. 

Doctor  H.  C.  Stewart,  Pawnee  City,  will 
serve  two  months  this  summer  on  the  USS 
Hope. 

Doctors  John  E.  Murphy  and  Donald  J. 
Larson  will  open  a medical  clinic  in  Aurora 
in  July. 

Doctor  Lad  Kucera  is  the  new  Director  of 
the  Veterans  Administration  Hospital  in 
Grand  Island. 

Doctor  V.  Franklin  Colon,  Lincoln,  will 
join  Doctor  Clarence  Zimmer  in  practice  at 
Friend  the  first  of  July. 

Doctor  Dwight  W.  Burney,  Jr.,  Omaha,  be- 
came President  of  the  Clarkson  Hospital 
Medical  Staff  in  January. 

Dr.  Francis  Richardson  has  opened  an  of- 
fice at  236  Professional  Building,  Omaha, 
for  the  practice  of  urology. 

Doctor  Thomas  Calvert,  Omaha,  was 
guest  speaker  at  the  February  meeting  of  the 
North  Elementary  School  P-TA. 

Doctor  Edward  Fleming  has  joined  the 
faculty  of  Creighton  University  School  of 
Medicine  as  a Clinical  Instructor  in  Surgery. 

Doctor  Horace  Munger,  Lincoln,  was  elect- 
ed Chief  of  Staff  at  the  annual  medical  staff 
meeting  of  Lincoln  General  Hospital  in  Jan- 
uary. 

Doctor  Robert  J.  Morgan,  Alliance,  gave 
a talk  on  cardiology,  at  the  District  5 meet- 
ing of  the  Licensed  Practical  Nurses  in  Feb- 
ruary. 

Doctor  Walter  Gysin,  Norfolk,  has  accept- 
ed the  position  of  Medical  Director  of  the 
Lake  Region  Mental  Health  Center  of  Water- 
town,  South  Dakota. 

Doctor  M.  W.  Hineman  is  leaving  the  Gor- 
don Clinic  to  resume  his  residency  training 
in  general  surgery  at  the  Veterans  Admin- 
istration Hospital  in  Lincoln. 

The  following  have  become  new  members 
of  NSMA  in  1964:  Drs.  John  Pemberton, 
Omaha;  James  Scott-Miller,  Omaha;  D.  E. 
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Dunn,  Omaha;  Ronald  W.  Olnhausen,  Oma- 
ha; Hugh  S.  Levin,  Omaha;  Donald  P. 
Skoog,  Omaha;  Gordon  Johnson,  Fairbury; 
Gene  S.  Wilkins,  York;  L.  D.  Lutton,  Laurel; 
Richard  Y.  Olsen,  Stromsburg;  Jerry  Has- 
kins, Lexington,  and  Paul  Bottom,  Ogallala. 

And  here  are  some  more  new  members: 
Drs.  James  Rogers,  Ord;  John  H.  Floyd, 
Scottsbluff ; Frank  H.  Menolascino,  Omaha; 
Hamlin  Graham,  Lincoln;  Otto  S.  Troester, 
Lincoln,  and  Robert  V.  Radin,  Lyons. 


Deaths 

DAVIS  — Edwin  Davis,  Sr.,  MD,  died 
February  17,  1964  at  the  age  of  75.  A 
graduate  of  the  Johns  Hopkins  Medical 
School,  Dr.  Davis  specialized  in  urology  and 
had  practiced  in  Omaha,  where  he  died, 
since  1919.  He  contributed  many  articles 
to  scientific  publications  and  was  Professor 
of  Urologj",  emeritus  at  the  University  of 
Nebraska  College  of  Medicine. 

MILLETT  — Clinton  C.  Millett,  MD,  of 
Omaha,  died  January  31,  1964,  at  the  age 
of  54. 

Dr.  Millett  was  a native  of  Moorefield 
and  graduated  from  the  University  of  Ne- 
braska College  of  Medicine.  A senior  part- 
ner of  the  Physicians’  Clinic,  he  was  medical 
director  of  the  Omaha  Sabin  Oral  Sunday 
program  in  1962.  He  was  a member  of  the 
University  of  Nebraska  College  of  Medicine 
faculty  for  20  years. 

SANDERS  — Edward  J.  Sanders,  MD, 
38,  of  Omaha,  died  February  3,  1964.  He 
was  a native  of  Omaha,  a gi-aduate  of  the 
Creighton  University  School  of  Medicine  and 
had  completed  a residency  in  surgery  at  the 
Mayo  Clinic  before  beginning  practice  in 
Omaha.  He  was  a member  of  the  faculty  and 
represented  the  Navy  Medical  Service  at  the 
Creighton  University  School  of  Medicine. 

ANDERSON  — A.  W.  Anderson,  MD, 
who  had  practiced  medicine  in  West  Point 
for  more  than  40  years,  died  February  15, 
1964.  Born  in  Calloway,  Nebraska,  in  1893, 
he  graduated  from  the  Creighton  University 


School  of  Medicine  and  practiced  four  years 
at  Bancroft  before  moving  to  West  Point 
where  he  in  1929  established  the  West  Point 
Clinic. 

ANDREWS  — H.  S.  Andrews,  MD,  was  a 
University  of  Nebraska  graduate  who  had 
served  as  Mayor  of  Minden  from  1934  to 
1946.  He  was  retired  at  the  time  of  his 
death.  Funeral  services  were  held  in  Min- 
den on  February  1,  1964.  He  was  78  years 
old. 

HUTCHINSON  — Mary  Bratt  Hutchin- 
son, MD,  a resident  of  Franklin  since  1940, 
died  January  24,  1964.  Dr.  Hutchinson  was 
a graduate  of  the  University  of  Nebraska 
College  of  Medicine  and  had  practiced  in 
Hastings  before  moving  to  Franklin. 


Woman's  Auxiliary 

The  following  is  a copy  of  a letter  sent 
to  Mrs.  Pat  Perry  by  Wm.  E.  Nutzman, 
Speaker,  House  of  Delegates. 

I am  very  proud  of  her  and  the  work 
she  has  done. 

“At  the  recent  Mid-winter  Meeting  of  the 
Nebraska  State  Medical  Association  the 
House  of  Delegates  adopted  a resolution  that 
you  should  be  commended  for  your  very 
fine  work  during  the  past  year  keeping  the 
medical  profession  and  their  wives  informed 
as  to  certain  pertinent  facts. 

Your  (DO  YOU  KNOW)  letters  have 
been  most  informative  and  I personally 
have  found  them  quite  interesting  and  I be- 
lieve of  great  value  to  the  medical  profession. 

On  behalf  of  the  State  Medical  Associa- 
tion, may  I take  this  opportunity  to  con- 
gratulate you  on  your  very  fine  work  and  to 
infonn  you  that  the  Delegates  have  been 
very  cognizant  of  your  work.” 

Who  Is  “They???”— 

At  County  Auxiliary  Meetings  the  Voice 
of  Dissension  echoes  on  and  on,  something 
like  this,  “If  we  have  an  AuxiliaiT  Program, 
then  THEY  will  expect  us  to  become  IN- 
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VOLVED.”  Who  is  THEY?  INVOLVED 
in  what? 

Auxiliary  has  no  THEY!  Auxiliary  is 
YOU!  It  is  an  organization  of  doctors’ 
wives  for  doctors’  wives.  Its  program  has 
evolved  through  the  forty  years  of  organ- 
ized auxiliary  to  fit  the  needs  of  its  84,400 
members.  It  is  a program  designed  to 
better  acquaint  the  doctor’s  wife  with  mat- 
ters that  pertain  to  the  profession  which 
is  her  husband’s  life.  It  is  designed  to  fa- 
cilitate the  acquirement  of  knowledge  and 
information.  The  program  is  planned  by 
a group  of  Committee  Chairmen  working  to 
produce  that  which  is  both  interesting  and 
purposeful.  Although  formulated  by  Na- 
tional Chairmen  and  passed  on  to  State 
Chairmen  and  hence  to  County  Chairmen, 
program  actually  originates  with  YOU. 
Your  ideas,  your  interests,  your  activities 
are  the  bases  upon  which  it  is  built.  A wealth 
of  material  is  available,  if  a member  chooses 
to  disregard  the  material  and  a “head-in-the- 
sand”  attitude  prevails,  then  the  loss  is  hers 
and  only  hers.  There  can  be  no  derogatory 
THEY  in  Auxiliary.  The  Program  con- 
tinues through  you,  for  you  and  by  you. 

Although  SERVICE  is  an  integral  part 
of  Auxiliary,  attempts  are  not  made  to  IN- 
VOLVE members  in  SERVICE.  Service 
is  the  tradition  of  doctors  of  medicine  and 
it  becomes  the  tradition  of  the  wives  of  doc- 
tors. Service  Chairmen,  as  do  the  Program 
Chaii*men,  endeavor  to  serve  your  best  in- 
terests, not  involve  you.  They  attempt  to 
present  ideas  and  plans  for  worthwhile  and 
effective  methods  of  rendering  service.  Aux- 
iliary work  is  not  “busy-work”  designed  by 
some  demonic  mind  to  keep  doctors’  wives 
out  of  mischief.  It  is  a relationship  of 
strong  people,  united  in  a strong  effort  to 
produce  a definite  result.  It  is  a conviction 
that  members  can  work  together,  share  their 
experiences  and  profit  by  their  co-ordinated 
efforts.  There  can  be  no  THEY  to  extract 
service.  Good  works  cease  to  be  good  works 
when  grudgingly  performed;  they  become  a 
tax,  not  an  offering.  The  choice  to  serve, 
or  not  to  serve,  remains  only  with  YOU. 

This,  then,  is  Auxiliary.  It  is  for  each 
of  us  to  express  our  concern  for  the  wel- 


fare of  all  people  and  for  the  future  of  medi- 
cine in  our  own  best  way.  It  is  for  each  of 
us  to  play  our  own  part  in  our  own  best 
way.  What  our  part  may  signify  in  the 
great  whole  of  Woman’s  Auxiliary  we  may 
not  understand,  but  there  is  a part  for  each 
of  us  to  play  and  NOW  is  the  time.  This 
we  know;  It  is  a part  of  action,  not  of 
apathy;  It  is  a part  of  service,  not  cynicism; 
It  is  a part  of  knowledge  and  conviction,  not 
of  passive  and  painless  thought.  There  can 
be  no  THEY  to  crack  a whip,  there  is  only 
YOU  and  your  own  desire  to  serve  and  to 
communicate. 

Mrs.  R.  B.  Rundquist,  President 

The  following  is  taken  from  the  “MID- 
YEAR MUSINGS”  sent  to  all  State  Presi- 
dents and  Presidents-elect  by  our  President, 
Mrs.  C.  Rodney  Stoltz. 

Flash!  Special  News  on  the  Bulletin! — 

“Over  the  years  hundreds  of  members 
have  expressed  the  belief  that  dues  should 
include  a subscription  to  the  National 
Bulletin.  To  me  the  important  considera- 
tion is  the  need  to  have  a direct  line  of  com- 
munication from  National  to  each  member. 
At  present  the  excellent  material  in  the 
Bulletin  reaches  only  about  14%  of  the 
membership  — about  12,000  out  of  84,400. 
It  is  helping  our  leaders  but  not  encourag- 
ing every  member  to  serve  and  communi- 
cate. As  our  publications  chairman,  Mrs. 
John  Wagner,  has  said,  ‘We  need  expert  ad- 
vice to  make  our  publications  so  attractive 
that  each  doctor’s  wife  will  want  to  open  it 
and  read.’  The  Board  of  Directors  con- 
curred with  the  recommendation  of  the  pub- 
lications committee  and  authorized  the  presi- 
dent and  editor  to  seek  advice  and  extend 
our  plans,  and  many  conferences  have  fol- 
lowed. 

“The  AM  A Board  of  Trustees  has  author- 
ized staff  assistance  and  the  use  of  facilities 
to  permit  mailing  the  May  issue  to  each  mem- 
ber ivho  has  paid  current  dues.  With  the 
help  of  AMA  staff  we  can  surmount  publica- 
tion problems,  which  become  big  business 
when  you  plan  a circulation  of  85,000  to 
100,000.  Bringing  about  an  every-member 
mailing  now  will,  I believe,  be  a most  effec- 
tive spur  to  increased  membership  and  reve- 
nue and  better  informed  medical  families. 
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“The  every-member  mailing  cannot  be 
maintained  without  a dues  increase  of 
$1.00,  and  I earnestly  ask  each  of  you  to 
assist  in  the  educational  campaign  to  bring 
this  about.  An  amendment  to  the  by-laws 
will  be  proposed  at  our  annual  meeting  m 
June  and  it  must  be  voted  if  this  plan  is 
to  continue.  It  will  necessitate  subsequent 
changes  in  state  and  county  by-laws. 

“In  my  opinion,  this  is  a vital  step.  I re- 
cently read  a statement  made  by  a founder 
of  a national  women’s  organization  with  a 
large  membership:  ‘Do  not  try  to  preserve 
precedents  because  of  sentiment,  for  new 
times  demand  new  needs.  Evolution  and 
growth  mean  life  to  organizations  as  well  as 
individuals’.” 

(In  my  opinion  (me  speaking)  this  is  a 
big  stride  forward  in  arousing  Auxiliary 
interest.  I have  noted  that  the  auxiliaries 
that  I have  visited  that  have  many  Bulletin 
readers  also  have  many  good  auxiliary 
workers.  We  set  up  the  dues  at  Grand  Is- 
land on  this  basis  because  we  thought  it 
easier  to  do  it  from  the  beginning.  The 
girls  here  in  Platte  County  have  never 
shown  much  interest  in  subscribing). 

I have  copied  this  in  its  entirety  for  your 
benefit.  Perhaps  just  an  announcement  in 
the  Journal  that  all  paid  members  will  re- 
ceive the  May  Bulletin  will  alert  them  to  its 
arrival.  We  can  also  repeat  the  announce- 
ment in  the  Newsletter. 

— Opal  Rundquist,  President 

Madison  Six-County  Medical  Auxiliary — 

Mrs.  Delywn  J.  Nagengast  was  elected 
president  of  the  Madison  Six-County  Medi- 
cal Auxiliary  at  a dinner  held  at  Prenger’s 
in  Norfolk  on  Thursday  night,  February 
13th.  Mrs.  Stanley  Neil,  Niobrara,  was 
chosen  vice  president;  Mrs.  James  Carlson, 
Verdigre,  secretaiy,  and  Mrs.  Francis  Mar- 
tin, Norfolk,  treasurer. 

Mrs.  R.  B.  Rundquist,  Columbus,  state 
auxiliary  president,  spoke  on  “Operation 
Home  Town,”  and  stressed  the  program’s 
purpose  of  what  the  administration’s  pres- 
ent program  of  medicare  for  the  aged  under 
Social  Security  would  mean.  She  outlined 
Auxiliaiy  programs  and  purposes. 


Plans  for  the  auxiliary’s  benefit  card 
party  next  Thursday  were  discussed.  Mrs. 
Wayne  Marsh,  Omaha,  was  a guest. 

Platte  County  Medical  Auxiliary — 

Platte  County  Medical  Society  and  Aux- 
iliary honored  Mrs.  R.  B.  Rundquist,  state 
auxiliary  president,  at  a dinner  on  Saturday 
evening,  February  1st,  at  Louie’s  restau- 
rant. A social  hour  at  the  home  of  Dr.  and 
Mrs.  H.  D.  Kuper  preceded  the  dinner. 

Adams  County  Auxiliary — 

The  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Society  held  its  regular 
meeting  on  February  12th. 

It  was  voted  to  make  a contribution,  as 
has  been  done  the  past  several  years,  to 
Camp  Rogers,  the  camp  for  diabetic  children 
at  Nebraska  City. 

Mrs.  Richard  Marvel,  from  Hastings  Pub- 
lic Library,  presented  her  “Basket  of  Books” 
program  in  which  she  reviewed  several  re- 
cent books. 

— Mrs.  V.  G.  McDaniel 

41st  Convention  of  Woman’s  Auxiliary 
Will  Stress  Service — 

A Homemaker  Seiwice  workshop,  a lunch- 
eon honoring  leaders  of  national  women’s 
voluntary  organizations  and  a progi’am  on 
medicine  and  religion  will  be  highlights  of 
the  41st  annual  convention  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion. 

Reports  emphasizing  the  Auxiliaiy’s 
community  seiwice  activities  in  civil  defense, 
health  career  recruitment,  mental  health,  in- 
ternational health,  safety  and  rural  health 
will  also  be  given  to  nearly  2,000  physicians’ 
wives  attending  the  June  21-25  convention 
in  San  Francisco.  Headquarters  for  the 
meeting,  which  coincides  with  the  AMA  an- 
nual convention,  will  be  the  St.  Francis  Ho- 
tel. 

National  Auxiliary  past  presidents  will  be 
special  guests  at  Tuesday’s  luncheon.  Dr. 
Edward  R.  Annis,  Miami,  Fla.,  AMA  presi- 
dent, will  be  the  guest  speaker.  At  that  time, 
the  Auxiliary’s  annual  contribution  to  the 
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AMA  Education  and  Research  Foundation 
will  be  announced.  Last  year’s  donation  was 
$278,410. 

Mrs.  Evans  Avill  be  installed  as  Auxiliary 
president  at  the  concluding  business  session 
Wednesday,  June  24.  Election  and  installa- 
tion of  other  national  officers  will  be  held 
then. 

A post-convention  conference  and  plan- 
ning session  for  1964-65  is  scheduled  for 
Thursday  morning.  At  that  time,  AMA  As- 
sistant Executive  Vice  President  Ernest  B. 
Howard,  MD,  will  discuss  principal  actions 
of  the  AMA  House  of  Delegates. 

All  members,  their  guests  and  guests  of 
physicians  attending  the  AMA  annual  con- 
vention are  invited  to  participate  in  the  gen- 
eral sessions  and  social  functions  of  the  Aux- 
iliary. 

Local  arrangements  for  the  meeting  are 
under  the  direction  of  Mrs.  Eugene  S.  Hopp 
and  Mrs.  Harold  A.  Hill  of  San  Francisco. 


Know  Your 
Blue  Shield  Plan 

We  Would  Call  It  Progress — 

A total  of  nearly  $8  billion  was  invested 
by  140  million  Americans  in  health  insur- 
ance premiums  in  1962,  according  to  the 
annual  survey  by  the  Social  Security  Admin- 
istration. This  represented  more  than  one- 
third  of  America’s  total  medical  care  budget 
of  $22  billion  in  1962. 


$4.93,  from  $114.51  in  1961  to  $119.44  in 
1962. 

Blue  Cross  and  Blue  Shield  Plans  ac- 
counted for  41.2  per  cent  of  the  nearly  $8 
billion  total  premium  income,  while  52.4  per 
cent  was  paid  to  insurance  companies  and 
6.4  per  cent  to  “independent”  plans.  The 
Blue  Cross-Blue  Shield  share  of  total  health 
insurance  income  has  remained  relatively 
stable  at  about  41  per  cent  ever  since  1950. 

Total  benefit  payments  by  all  carriers 
amounted  to  $6.5  billion  in  1962,  or  86  per 
cent  of  premium  income.  The  75  Blue  Shield 
Plans  paid  out  88.8  per  cent  of  their  total 
earned  subscriptions  in  benefits  during  the 
same  year.  It  is  notable  that  while  Blue 
Cross  and  Blue  Shield  “costs”  or  rententions 
have  been  decreasing  (as  a percentage  of  in- 
come) the  cost  ratio  of  the  insurance  compa- 
nies, in  aggregate,  have  been  rising. 

These  figures  suggest  that  the  great  chal- 
lenge of  the  immediate  future  will  be  to  im- 
prove the  “quality”  of  Blue  Cross  and  Blue 
Shield  coverage,  in  terms  of  the  proportion 
of  total  health  care  costs  covered  by  the 
plans. 

And  we  may  find  that  creating  better  pro- 
tection for  those  now  covered  by  our  Blue 
Cross  and  Blue  Shield  Plans  will  provide  the 
key  to  a new  surge  in  the  enrollment  of  those 
not  yet  covered  by  these  Plans. 


Termination  of  Dietary  Treatment  for  Phe- 
nylketonuria — P.  R.  Vandeman,  Amer  J 
Dis  Child  106:492  (Nov.)  1963. 


While  this  budget  total  was  up  5.8  per 
cent  over  1961,  health  insurance  payments 
increased  13.4  per  cent,  and  direct  pay- 
ments for  medical  care  rose  only  2.2  per 
cent.  The  proportion  of  the  total  medical 
care  dollar  covered  by  health  insurance  bene- 
fits has  increased  steadily  from  a level  of 
8.2  per  cent  in  1948  to  31.1  per  cent  in  1962. 

Per  capita  payments  for  health  insurance 
amounted  to  $41.17  in  1962,  up  $4.33  from 
the  1961  level  of  $36.84  per  capita.  Total 
medical  care  expenditures  per  capita  rose 


Two  patients  with  phenylketonuria  were 
treated  with  phenylalanine  deficient  diets 
from  the  ages  of  five  months  and  one  month. 
Treatment  was  terminated  at  the  age  of 
three  years,  and  developmental  follow  - up 
showed  no  evidence  of  deterioration  through 
the  ages  of  6I/2  and  7^2  years.  It  would 
appear  that  dietary  treatment  for  phenyl- 
ketonuric  patients  (treated  from  an  early 
age)  may  be  terminated  at  an  age  of  about 
three  to  four  years  with  relatively  little  risk 
of  further  damage  to  mental  development. 
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Books 


“Search  the  Scriptures,”  by  Robert  B.  Greenblatt, 
MD.  Published  by  J.  B.  Lippincott  Company, 
Philadelphia  and  Montreal.  123  pages.  $4.00. 

This  is  a scholarly  book  on  the  physical  ailments 
that  accounted  for  many  of  the  events  told  in  the 
Old  Testament.  Dr.  Greenblatt  is  an  endocrinolo- 
gist and  he  has  found  a fertile  field  not  only  for  his 
diagnostic  acumen  but  for  his  gift  to  write  serious 
medical  literature  with  such  a style  that  it  is  a 
joy  to  read.  There  are  twenty  chapters.  The  sub- 
titles of  some  indicate  the  scope  of  the  text: 

Esau  and  his  birthright 

Joseph  and  Potiphar’s  wife 

Eunuchoidism  and  the  castrati 

Why  has  “vinegar”  an  unpleasant  connotation  ? 

Why  are  sins  scarlet? 

Tamar,  the  wicked  woman  of  proverbs, 

Delilah,  and  Mary  Magdalene 
Man’s  aging  and  society’s  attitude 

(Revised  by  Raymond  C.  Pogge,  M.D.) 


“Pediatric  Therapy”  edited  by  H.  C.  Shirkey,  MD. 

Published  5 Feb  64  by  the  C.  V.  Mosby  Publish- 
ing Company  of  St.  Louis,  Missouri.  1144  pages 

with  343  illustrations.  $16..50. 

Seventy-two  distinguished  contributors  have  writ- 
ten 96  chapters  of  practical  up-to-date  information 
for  those  interested  in  treating  sick  children.  In  ad- 
dition to  the  usual  material  that  one  might  expect 
to  find  in  a book  of  this  nature,  one  will  note  the 
following  chapters: 

(a)  Drug  treatment  — routes  of  administration 
and  forms  of  administration,  with  special 
emphasis  on  techniques  and  problems  in  in- 
fants and  children 

(b)  Treatment  resources  available  from  pharma- 
ceutical firms 

(c)  Behavioral  disturbances  of  children 

(d)  Use  of  TRIS  buffer 

(e)  Hereditaiy  metabolic  diseases 

(f)  Gamma  globulin  therapy 

(g)  Collagen  diseases 

(h)  Chemotherapy  of  neoplastic  diseases 

(i)  Radiation  therapy  of  neoplastic  diseases 

(j)  Pediatric  dermatology 

(k)  Allergic  disorders 

(l)  Pediatric  surgery 


“Patient  Care  and  Special  Procedures  in  X-ray 
Technology”  (second  edition),  by  C.  H.  Vennes, 
RN,  and  J.  C.  Watson,  RT.  Published  18  Feb  64 
by  the  C.  V.  Mosby  Company  of  St.  Louis.  228 
pages  with  numerous  illustrations.  $6.2,5. 

This  is  primarily  a textbook  for  X-ray  techni- 
cians which: 


(a)  Defines  the  technician’s  role  as  part  of  the 
medical  team 

(b)  Supplies  specific  information  on  patient  care 
and 

(c)  Offers  practical  information  and  technical 
help  for  doing  many  special  X-ray  proce- 
dures. 

Chapter  headings  include  the  following: 

(a)  The  technician  and  the  patient 

(b)  Radiography  and  fluoroscopy  — its  hazards 
and  special  procedures 

(c)  Bedside  radiography 

(d)  Special  diagnostic  examinations  (GI  tract, 
lungs,  kidneys) 

(e)  Neuro  radiography 

(f)  Vascular  radiography  and  fluoroscopy 

(g)  Techniques  to  be  used  when  taking  X rays 
in  the  operating  room 

This  reviewer  believes  that  this  book  offers  in- 
formation which  should  be  studied  by  nursing  stu- 
dents and  medical  students  as  well  as  X-ray  techni- 
cians. The  authors  used  this  material  when  teach- 
ing a course  in  X-ray  technology  at  the  University 
of  Minnesota,  and  although  Mr.  Watson  has  moved 
to  New  Haven,  Connecticut  where  he  seiwes  as  tech- 
nical consultant  at  the  Yale  Medical  Center,  he  and 
Mrs.  Vennes,  a nurse,  have  collaborated  on  this 
new  edition,  and  for  that  we  can  be  grateful. 


“Your  Heart  and  Common  Sense”  by  Robert  J. 
Needles,  MD.  Published  in  December,  1963  by 
Frederick  Fell,  Inc.,  386  Park  Avenue  South, 
New  York  City  16,  New  York.  321  pages.  $5.95. 

So  clearly  written  that  any  intelligent  layman 
can  enjoy  reading  it,  so  expert  and  comprehensive 
that  it  contains  virtually  all  that  we  have  learned 
about  the  heart,  so  warmly  and  humanly  presented 
that  it  is  also  a delightful  literary  and  philosophical 
experience,  this  book  is  an  original  and  brilliant  con- 
tribution to  the  material  on  the  subject.  It  is  an 
excellent  book  for  the  practicing  physician  to  rec- 
ommend to  his  patients.  It  will  help  the  reader  to 
put  away  needless  fears  so  that  the  future  may  be 
faced  with  courage  based  on  sound  advice. 

Your  patients  will  thank  you  for  recommending 
this  book. 

“Janus  in  the  Doorway”  by  Douglas  Guthrie,  MD. 
Published  15  Jan  64  by  Charles  C.  Thomas,  301 
East  Lawrence  Avenue,  Springfield,  Illinois,  316 
pages  with  illustrations.  $10.50. 

The  author  of  this  book  practiced  as  a laryn- 
gologist in  Edinburg  for  more  than  thirty  years, 
and  since  his  retirement  from  active  practice  he  has 
established  himself  as  a medical  writer  and  his- 
torian. 

This  book,  his  most  recent,  consists  of  a selection 
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of  essays  which  deal  mainly  with  various  aspects 
of  medical  history.  The  title  was  chosen  because 
Janus  was  represented  on  Roman  coins  as  having 
two  faces,  one  looking  backward,  one  looking  for- 
ward. This  point  of  view,  looking  into  the  past 
while  at  the  same  time  looking  into  the  future,  is 
essential  in  education,  for  the  logical  introduction 
to  any  branch  of  knowledge  is  the  study  of  its  origin 
and  development. 

This  book  should  prove  to  be  of  considerable  in- 
terest to  the  general  reader  as  well  as  to  the  doctor. 


“Questions  and  Answers  in  Ophthalmology”  by  H. 

D.  Wright,  MD.  Published  15  Feb  64  by  Charles 

C.  Thomas,  Springfield,  Illinois.  354  pages. 

$10.75. 

The  author,  a practicing  ophthalmologist,  is  also 
an  instioictor  in  this  field  in  the  Ohio  State  Univer- 
sity College  of  Medicine.  He  has  written  a book 
in  question  and  answer  form  hoping  to  stimulate 
student  and  reader  interest.  This  is  not  a textbook; 
nor  a reference  book.  But  for  the  medical  student 
and  for  anyone  else  with  a special  interest  in  the 
eye,  it  is  an  excellent  review  book. 


“A  Practical  Manual  for  the  Treatment  of  Burns” 
by  E.  R.  Crews,  MD.  Published  25  Feb  64  by 
Charles  C.  Thomas,  Springfield,  Illinois.  119 
pages  with  illustrations.  $6.75. 

The  author  has  had  a special  interest  in  this 
field  since  1947.  His  work  is  well-known  in  San 
Antonio,  Texas  where  he  has  been  chief  of  the 
Burn  Service  at  the  Robert  B.  Gi'een  Hospital  since 
1952.  During  the  years  1955  to  1958  he  was  given 
a National  Istitutes  of  Health  grant  for  the  study 
of  metabolic  pioblems  in  infants  and  children.  This 
book  tells  us  what  he  has  learned  concerning  elec- 
trolyte disturbances,  bacteriological  changes,  im- 
munity, renal  changes,  local  antibacterial  agents, 
nutritional  problems,  and  the  control  of  pain  in 
patients  who  have  been  severely  burned. 

This  book  will  be  of  value  to  any  physician  who 
may  be  called  upon  to  treat  the  burned  patient. 
It  is  a practical,  rather  than  a theoretical,  book. 

F.  M.  Nebe,  MD 

ATROPINE  AND  THE  DIASTOLIC 
BLOOD  PRESSURE 

(Continued  from  page  154) 
tatoiy  or  oscillatory  methods  in  the  patient’s 
room.  During  anesthesia  and  surgery,  when 
it  is  taken  every  few  minutes,  when  the 
stethoscope  once  placed  cannot  be  moved, 
when  the  patient’s  arm  is  down  at  his  side, 
this  measurement  is  made  under  less  than 
ideal  conditions.  Disappearance  of  sound  is 
commonly  substituted  for  change  in  sound ; 
a few  beats  are  sometimes  heard  at  the  sys- 
tolic level  and  nothing  else,  and  the  diastolic 
value  is  too  frequently  guessed.  During 


long  procedures,  when  pressure  cuff  and 
stethoscope  have  been  accurately  placed,  it 
is  sometimes  found  that  their  positions  are 
no  longer  proper,  and  Korotkoff  sounds  can- 
not be  heard  or  are  no  longer  dependable; 
if  the  radial  pulse  can  be  reached,  the  pal- 
patory method  can  be  used,  by  means  of 
which  the  systolic  pressure  alone  can  be 
measured.  Yet  I have  seen  the  palpatory 
technique  used  when  the  observer  solemnly 
told  me  that  the  blood  pressure  was  120  over 
80.  I do  not  mean  that  we  must  all  stop 
taking  and  recording  the  diastolic  pressure. 
But  I do  think  that  we  might  wonder  why 
we  take  it  and  consider  how  accurately  we 
measure  it.  It  is  quite  possible  for  the  sys- 
tolic pressure  to  guide  one  through  an  anes- 
thesia, but  I should  not  care  to  rely  on  the 
diastolic  alone. 

Practice  makes  perfect,  but  unfortunately 
it  commits  to  memory  whatever  is  being 
done  over  and  over  again ; it  is  easy  to  polish 
errors  and  to  become  proficient  in  making 
mistakes.  As  for  giving  atropine  and  tak- 
ing the  diastolic  blood  pressure,  it  may  be 
argued  that  there  is  no  harm  in  doing  these 
things.  Atropine  may  be  good  for  all  sur- 
gical patients;  or  it  may  not,  in  which  case 
we  may  be  endlessly  repeating  a mistake. 
It  may  be  important  for  the  anesthesiologist 
to  know  the  diastolic  blood  pressure  at  every 
moment  during  every  anesthesia,  or  it  may 
not.  It  may  be  well  for  us  to  think  on 
these  things  after  so  long  and  to  wonder 
why  we  do  them  and  if  we  should  go  on  do- 
ing them.  For  while  the  performance  of  a 
purposeless  deed  may  not  be  harmful,  nei- 
ther is  it  good. 

■ — Frank  Cole,  M.D. 
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TUBERCULOSIS  ABSTRACTS 

— Victor  Chernick.  MD,  and  Mbit  Ellen  Avery,  MD.  Pedi- 
, atrics,  November,  1963. 

SPONTANEOUS  ALVEOLAR  RUPTURE 
AT  BIRTH 

Pneumothorax  may  occur  with  the  first  few 
breaths  of  life,  presumably  due  to  aspiration  of 
foreign  material.  Although  many  infants  re- 
cover spontaneously,  some  may  require  special 
measures  — oxygen  breathing  or  prompt 
aspiration. 

Spontaneous  pneumothorax  is  more  common  in 
the  newborn  period  than  in  any  other  time  of  child- 
hood. Since  it  is  one  of  the  few  treatable  causes 
of  respiratory  difficulty  in  the  early  days  of  life, 
the  predisposing  factors,  clinical  findings,  and  ra- 
tionale of  therapy  should  be  understood. 

Of  15  infants  with  the  diagnosis  of  spontaneous 
pneumothorax  seen  in  this  hospital  from  1955  to 
mid-1962,  only  two  were  less  than  2.5  kilograms 
birth  weight.  Four  infants  had  gestational  ages  of 
42  weeks  or  more. 

In  seven  of  the  15  infants  the  signs  of  pneumo- 
thorax were  clearly  evident  in  the  delivery  room, 
which  suggests  that  the  collapse  occurred  with  the 
first  few  breaths.  Three  of  the  seven  were  me- 
conium stained.  The  remaining  eight  infants  were 
symptomatic  within  the  first  24  hours  of  life  and 
two  of  these  were  meconium  stained. 

CHEST  X RAYS  TAKEN 

The  possibility  of  aspiration  of  blood  or  me- 
conium as  a predisposing  event  was  clear  in 
eight  of  the  15  infants,  and  the  aspiration  of  mu- 
cus could  not  be  ruled  out  in  any  infant.  Infection 
was  considered  possible  in  two  infants  who  had 
infiltrates  in  the  lungs  after  reexpansion  of  the 
collapsed  lobes. 

Chest  films  were  taken  to  aid  in  the  diagnosis 
of  all  the  infants.  In  only  three  was  the  diagnosis 
strongly  suspected  before  the  films  were  available. 
Iriitability  and  restlessness  were  often  present. 
Periodic  breathing  occurred  with  large  pneumo- 
thoraces, and  convulsions  occurred  in  one  infant  who 
subsequently  died. 

Four  of  the  15  infants  died,  one  with  tricuspid 
atresia,  one  with  hyaline  membrane  disease,  and 
two  from  their  pneumothoraces. 

Three  of  the  11  infants  who  recovered  were  treat- 
ed by  water-seal  suction  applied  through  a catheter 
inserted  through  the  chest  wall.  Deterioration  of 
the  infant’s  condition,  characterized  by  increasing 
cyanosis,  irritability,  and  periodic  apnea,  was  the 
indication  for  aspiration  of  the  air  by  sustained 
suction.  In  the  suivivors,  immediate  improvement 
was  apparent  after  the  application  of  suction.  The 
eight  infants  who  were  only  mildly  ill  cleared  within 
hours  or  up  to  nine  days  in  incubators.  Antibiotics 
were  used  when  there  was  any  possibility^  of  infec- 
tion. 

INFLATING  THE  LUNG 
The  first  breath  of  the  newborn  infant  poses 
a unique  mechanical  problem  for  two  reasons:  (1) 


the  development-  of  high  transpulmonary  pressures 
and  (2)  the  uneven  inflation  of  the  airless  lung. 

Introduction  of  air  into  the  airless  lung  requires 
the  application  of  high  pressures  (up  to  100  cmH^O) 
to  overcome  the  viscosity  of  fluid  in  the  airway  and 
the  forces  of  surface  tension,  and  to  stretch  the 
lung  parenchyma.  As  the  lung  expands  the  muscles 
are  no  longer  in  a position  to  maintain  a high  trans- 
pulmonary pressure. 

If  only  one  alveolus  opens  in  the  initial  expan- 
sion and  the  rest  of  the  lung  remains  atelectatic, 
there  is  no  pressure  difference  across  the  unaerated 
portion  of  the  lung  because  the  pressure  is  trans- 
mitted through  the  lung  tissue.  However,  the 
pressure  inside  the  aerated  alveolus  is  at  approxi- 
mately atmospheric  pressure  and  the  pressure  sur- 
rounding the  alveolus  is  below  atmospheric  pressure. 
The  large  pressure  difference  across  the  single  al- 
veolus is  of  sufficient  magnitude  to  rupture  it  if  pro- 
longed for  a critical  period  of  time. 

INFLATION  UNEVEN 

The  normal  airless  lung  does  not  inflate  evenly. 
Groups  of  alveoli  rapidly  become  fully  expanded 
while  other  areas  of  the  lung  remain  atelectatic. 
Inflation  of  the  atelectatic  lung  in  vitro  clearly 
demonstrates  this  serial  or  sequential  opening  of 
ventilatory  units. 

The  pertinent  question  is  why  every  infant  does 
not  have  a spontaneous  pneumothorax  with  his 
first  breath.  Presumably  initial  expansion  of  the 
lung  is  rapid  and  smooth  in  the  vast  majority  of 
newborns.  Cineroentgenograms  of  the  first  breath 
show  that  the  lungs  of  the  normal  newborn  inflate 
promptly.  Physiological  observations  show  that  a 
full  functional  residual  capacity  is  achieved  during 
the  first  minutes  of  life,  and  that  the  volume  of  a 
ci-y  within  the  first  18  minutes  of  life  is  about  77 
per  cent  of  that  on  the  third  day  of  life.  Once  ex- 
panded, an  alveolus  rarely  ruptures  in  a nonnal 
lung.  This  is  largely  because  of  the  inability  of 
the  diaphragm  and  chest  wall  to  create  ti-anspul- 
monary  pressures  high  enough  to  impture  the  lung. 

If  there  is  obstruction  to  portions  of  the  atelec- 
tatic lung  this  might  lead  to  a prolongation  of 
high  pressures  across  aerated  alveoli  and  could  lead 
to  their  rupture. 

DEATHS  PREVENTABLE 

Deaths  from  pneumothorax  in  the  absence  of 
serious  underlying  disease  should  be  preventable. 
Once  it  is  known  that  a pneumothorax  or  a pneu- 
momediastinum is  present,  the  infant  should  be  on 
special  observation,  with  pulse  and  respii’ations  re- 
corded eveiy  15  minutes  because  of  the  rapidity 
with  which  tension  phenomena  may  develop.  Early 
and  frequent  small  feedings  may  be  useful  in  pre- 
venting vigorous  ciying.  Limited  numbers  of  ob- 
servers carrying  out  physical  examinations  may  pre- 
vent the  one  hard  cry  which  produces  the  tension 
phenomenon.  The  precaution  of  a No.  18  needle, 
syringe,  and  three-day  stopcock  by  the  bedside,  and 
frequent  obseivations  seem  justified  for  all  infants 
with  pneumothorax  or  pneumomediastinum. 

Any  sudden  change  in  vital  signs  should  alert 
the  physician  to  the  possibility  of  air  under  tension. 
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and  if  there  is  deterioration  in  the  clinical  status, 
needle  aspirations  should  be  done.  Continuous 
drainage  is  indicated  when  pleural  pressure  is  posi- 
tive. 

Some  babies  have  a pneumomediastinum  or  pneu- 
mothoi’ax  which  is  not  in  communication  with  the 
airway,  or  under  pressure.  However,  the  size  of 
the  loculated  pocket  of  gas  does  interfere  with 
respiratory  exchange.  In  this  situation  100  per 
cent  oxygen  inhalation  can  be  utilized  to  hasten 
the  absorption  of  gas  from  the  pocket.  Prolonged 
exposure  to  oxygen  would,  of  course,  be  contra- 
indicated in  tbe  premature  infant  unless  cyanosis 
were  present.  It  must  be  remembered,  too,  that 
the  use  of  oxygen  for  a prolonged  period  of  time 
enhances  the  production  of  atelectasis  for  the  same 
reason  it  enhances  the  rate  of  removal  of  loculated 
gas  if  the  patient  does  not  take  a deep  breath  peri- 
odically. 
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Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvun  Traeger,  President 
Fairbuiy,  Nebraska 
National  Foundation,  Inc. 

Clinton,Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
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International  College  of  Surgeons 
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American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevme,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Heiwert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebi’aska 
Nebraska  Dietetic  Association 
Ardith  VonHousen,  President 
315  North  72nd,  Omaha 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society- 
Otto  G.  Rath,  Secretai-y 
3929  Harney',  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 

E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 

Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Dental  Association 

F.  A.  Pierson,  D.D.S.,  Secy. 

1112  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Shai-p  Building 
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Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley'  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society- 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafv,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
L’niversity  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
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(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any-  changes). 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Gastroenteritis 


Functional  diarrhea 


Drug-induced  diarrhea  Postsurgical  diarrhea 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 


Research  in  the  Service  of  Medicine 
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Current  Comment 


W.  B.  SAUNDERS  COMPANY  features  the 
following  new  books  and  new  editions  in 
their  full  page  advertisement  appearing 
elsewhere  in  this  issue: 

AVERY  - THE  LUNG  AND  ITS  DISOR- 
DERS IN  NEWBORN  INFANTS.  New! 
. . . The  first  of  a projected  series  of 
monographs  on  individual  topics  in 
Pediatrics.  Covers  all  aspects  of  each 
subject. 

CECIL-CONN  - THE  SPECIALTIES  IN  GEN- 
ERAL PRACTICE.  New  (3rd)  Edition! 
. . . The  general  practitioner's  guide  to 
those  special  conditions  he  can  handle 
himself. 

STODDARD  - C A S E STUDIES  IN  OB- 
STETRICS AND  GYNECOLOGY.  New! 
. . . Sixty  case  problems  give  you  a 
wealth  of  medical  information.  A 
veritable  treasure-trove  of  practical, 
clinical  advice. 


Snow  Blower  Injuries — 

The  past  winter  has  brought  the  “snow 
blower  hand”  to  take  its  place  beside  the 
“corn  picker  hand.”  Noting  that  this  source 
of  hand  injury  has  not  been  fully  appreciat- 
ed a letter  to  the  New  England  Journal  of 
Medicine  notes  that  snow  blower  sales  and 
opportunities  for  injury  are  rising  rapidly. 

The  device  is  essentially  a steel  rotor  with 
multiple  blades,  which  blows  snow  upward 
through  a chute  to  the  side  of  the  cleared 
area.  Injury  to  the  hand  occurs  when  the 
one  operating  the  device  attempts  to  clear 
the  chute  from  clogged  snow  while  the  rotor 
blades  are  turning.  The  result  is  usually 
multiple  wounds  on  several  fingers  and  a wide 
variety  of  injuries  to  skin,  tendons,  bones 
and  vessels  may  be  seen.  Prevention  of  such 
injuries  is  better  than  treatment  and  physi- 
cians should  be  prepared  not  only  to  treat 
such  injuries  but  to  advise  their  patients  of 
the  hazard. 


^1  IMOfll  M Splint  & Brace 


SHOP . . . 


JACK  O.  CASEY.  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 
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Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


He  won’t  stay  in  bed  for  just  a cold  — can’t 
you  tell  him  it’s  a mild  case  of  pneumonia  ? 
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TRAUMA! 


relieves 
pain 
and 
relaxes 
muscle 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound, 


a’ Compound 

200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


Also  available  with  Va  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIEs/cra«&Mry, V.y. 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance,' 
withdrawal  symptoms  or  excessive  self-medication,  ‘Soma’ 
Compound  and  ‘Soma’  Compound  with  Codeine,  like  other 
central  nervous  system  depressants,  should  be  used  with  cau- 
tion in  addiction-prone  individuals.  While  codeine  addiction  is 
relatively  rare  and  easily  broken,  the  same  precautions  must  be 
observed  as  for  any  other  opium  alkaloid.  Nausea,  vorniting, 
constipation  and  miosis  are  possible  codeine  side  effects.  Should 
symptoms  of  hypersensitivity  occur,  discontinue  mediqationi 


Pontraindications:  None  reported. 

Complete  product  information  available  in  the  product  package, 
and  to  physicians  upon  request. 

DosagO:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
prder  form  required)  is  available  in  white,  lozenge-shaped  tab- 
Ms;  bottles  of  50. 


CSO-1054 


The  discharged 
mental  patient . . . 
and  Thorazine* 

brand  of  chlorpromazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics^  Kiine,  n.s.:  Postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&t)— regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3'/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding...all  providing  rapid,  higher  and  sustained /n  v/Vo activity  with 
as  much  as  2 days’  extra  activity. 


declomyciN 


DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.I.d.  1.  Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sol. 
243:296  (Mar.)  1962. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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TECHNICAL  EXHIBITORS 
FOR  THE  1964  ANNUAL  SESSION 

ABBOTT  LABORATORIES,  14th  & Sheridan 
Road,  North  Chicago,  Illinois  — Booth  No.  25. 
Abbott  Laboratories  invites  you  to  visit  our  ex- 
hibit. Our  representatives  will  be  happy  to  answer 
any  questions  you  may  have  concerning  our  lead- 
ing pioducts  and  new  developments. 

BLUE  CROSS  - BLUE  SHIELD,  518  Kilpatrick 
Building,  Omaha,  Nebraska — Booths  No.  19  & 20. 
Blue  Cross-Blue  Shield  will  portray  the  Nebraska 
Prepayment  Health  Team.  Nebraska  Physicians, 
Nebraska  Hospitals  and  Nebraska  Blue  Cross-Blue 
Shield. 

THE  COCA-COLA  COMPANY,  P.  O.  Drawer 
1734,  Atlanta  1,  Georgia  — Booth  No.  34.  Ice- 
cold  Coca-Cola  seiwed  through  the  courtesy  and  co- 
operation of  the  Coca-Cola  Bottling  Co.  of  Lin- 
coln, and  The  Coca-Cola  Company. 

DAIRY  COUNCIL  OF  LINCOLN,  620  Sharp 
Building,  Lincoln,  Nebraska  — Booth  No.  33.  The 
exhibit  will  emphasize  the  importance  of  good  nu- 
trition, still  the  best  prescription  for  people  who 
are  well.  Nutrition  and  Health  Education  Material 
designed  for  use  with  patients  will  be  available. 
Everyone  is  invited  to  stop  for  a glass  of  milk  cour- 
tesy of  the  Dairy  Council. 

DES  MOINES  FLYING  SERVICE,  INC.,  Des 
Moines,  Iowa  — Booth  No.  27.  Eight-foot  lighted 
display  featuring  color  photographs  of  the  various 
Piper  aircraft.  This  display  is  especially  adapted 
to  the  interest  of  doctors,  for  medical  convention 
displays. 

DICTAPHONE  CORPORATION,  412  South  19th 
Street,  Omaha,  Nebraska  — Booth  No.  32.  Dicta- 
phone Corporation  presents  a complete  line  of  desk 
models,  portables  and  network  systems,  special  re- 
cording equipment  for  Pathology,  X-ray  and  Hos- 
pital application.  State-wide  sales  and  seiwice  at 
Omaha,  Lincoln,  Grand  Island  and  Scottsbluff. 

DONLEY  MEDICAL  SUPPLY  COMPANY,  Lin- 
coln, Nebraska  — Booths  No.  22  & 23.  We  will 
display  new  items,  reception  area  furniture,  Phono- 
Cardiograph  Amplifier,  R e 1 1 e r examining  table, 
Hamilton  examining  room  furniture,  and  other  items 
which  have  recently  been  released. 


DORSEY  LABORATORIES,  Lincoln,  Nebraska  — 
Booth  No.  29.  The  Dorsey  Laboratories  exhibit  will 
feature  Vacuetts  Suppositories.  This  new  product 
is  intended  for  use  wherever  and  whenever  bowel 
evacuation  must  be  planned.  Nebralin  timed-re- 
lease sleeping  tablets  and  Triaminic  Tablets  will 
also  be  exhibited. 

ENCYCLOPAEDIA  BRITANNICA,  425  N.  Michi- 
gan, Chicago,  Illinois  — Booth  No.  9.  Special  ex- 
hibit offer  available  on  great  new  edition  of  this 
fine  reference  libi'ary. 

I.B.M.  CORPORATION,  Lincoln,  Nebraska  — 
Booth  No.  18.  A complete  IBM  Electric  Typewriter 
Division  Product  line  which  features  the  “Selectric” 
typewriter,  a completely  new  and  revolutionary 
concept  of  an  electric  typewriter.  Also  demonstra- 
tions of  the  IBM  “Executive”  and  standard  electric 
typewriter.  Also  demonstrations  of  the  “Execu- 
tary”  dictation  and  transcription  equipment  featur- 
ing “Error  Free”  dictation. 

MEAD  JOHNSON  AND  COMPANY,  Evansville 
21,  Indiana  — Booth  No.  6.  The  Mead  Johnson 
Laboratories’  exhibit  has  been  arranged  to  give 
you  the  optimum  in  quick  seiwice  and  product  in- 
formation. To  make  your  visit  productive,  specially 
trained  representatives  will  be  on  duty  to  tell  you 
about  their  products. 

MEDCO  PRODUCTS  CO.,  INC.,  916  Vermont 
Street,  Waterloo,  Iowa  — Booth  No.  3.  Presenting 
the  MEDCO-SONLATOR.  Providing  a new  concept 
in  therapy  by  combining  muscle  stimulation  and 
ultra  sound  simultaneously  through  a SINGLE 
three-way  sound  applicator.  The  MEDCO-SON- 
LATOR is  a distinct  advance  in  the  effectiveness 
of  physical  therapy  in  your  office  or  hospital.  A 
few  minutes  spent  in  our  booth  should  prove  of 
value  to  your  practice. 

PARKE,  DAVIS  AND  COMPANY,  4308  “D” 
Street,  Lincoln,  Nebraska  — Booth  No.  5.  Medical 
service  members  of  our  staff  will  be  in  attendance 
at  our  booth  to  discuss  important  Parke-Davis  spe- 
cialties which  will  be  on  display. 

PFIZER  LABORATORIES,  630  Flushing  Avenue, 
Brooklyn  6,  New  York  — Booth  No.  31.  Profes- 
sional Service  Representatives  from  Pfizer  Labor- 
atories will  be  pleased  to  have  you  in  attendance 
at  their  booth  to  discuss  the  latest  products  of 
Pfizer  research. 
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PHYSICIANS  & HOSPITALS  SUPPLY  CO., 
1400  Harmon  Place,  Minneapolis,  Minnesota  — 
Booth  No.  12.  We  are  featuring  many  new  items  of 
interest  this  year,  so  please  stop  by  and  visit 
with  our  representatives. 

PROFESSIONAL  CREDIT  CONTROL,  INC., 
700  Lincoln  Building,  Lincoln,  Nebraska  — Booth 
No.  4.  A PROVEN  SERVICE  Over  14  years  ex- 
perience in  handling  old  and  delinquent  accounts  for 
physicians,  dentists,  hospitals  and  clinics. 

PROFESSIONAL  MANAGEMENT  MIDWEST, 
621  Grant  Avenue,  Waterloo,  Iowa  — Booth  No.  24. 
Over  1600  Midwestern  Doctors  have  learned  that 
expert  counsel  is  available  through  PROFESSION- 
AL MANAGEMENT  MIDWEST  on  any  practice 
management  or  personal  financial  problem  they  may 
have.  If  you  wil  stop  by  Booth  24,  we  will  gladly 
explain  to  you  — without  obligation  — how  our  19 
years  of  experience  can  be  applied  to  your  practice. 

ROCHE  LABORATORIES,  Nutley  10,  New  Jersey 
— Booth  No.  10.  New  VALIUM  (diazepam)  is  of  use 
in  dealing  vdth  tension  states  stemming  from 
stressful  circumstances  or  whenever  somatic  com- 
plaints are  concomitants  of  emotional  factors.  It 
is  useful  in  psychoneurotic  conditions  manifested  by 
tension,  anxiety,  fear  and  fatigue.  VALIUM  (dia- 
zepam) may  also  be  useful  in  the  alleviation  of 
muscle  spasm  and  spasticity  associated  with  cere- 
bral palsy  and  athetosis  and  aid  in  acute  agitation 
due  to  alcohol  withdrawal. 


W.  B.  SAUNDERS  COMPANY,  West  Washing- 
ton Square,  Philadelphia  5,  Pa.  — Booth  No.  1. 
New  Saunders  titles  of  special  interest  include: 
Bockus:  Gastroenterology;  ReMine,  Priestley  and 
Berkson:  Cancer  of  the  Stomach;  Emmett:  Urog- 
raphy; Current  Therapy  1964;  and  Pernkopf:  Atlas 
of  Topographical  Anatomy. 


JULIUS  SCHMID,  INC.,  423  West  55th  Street, 
New  York  19,  New  York  — Booth  No.  30.  An  in- 
teresting and  informative  exhibit  featuring  IM- 
MOLIN  Vaginal  Cream-Jel  for  use  without  a dia- 
phragm, RAMSES  Flexible  Cushioned  and  BENDEX 
Diaghragms;  RAMSES  Vaginal  Jelly;  VAGISEC 
Liquid  and  VAGISEC  PLUS  Jelly  and  Suppositories 
for  vaginal  trichomoniasis  therapy;  and  XXXX 
(FOUREX)  Skin  Condoms,  RAMSES,  SHEIK  and 
SHEIK  LUBRICATED  Rubber  Condoms  for  the 
control  of  trichomonal  re-infection. 


ULMER  PHARMACAL  COMPANY,  1400  Har- 
mon Place,  Minneapolis,  Minnesota  — Booth  No.  11. 
The  Ulmer  Pharmacal  Company  will  feature  the 
following  products:  En-Chlor  Capsules,  a revolu- 

tionary bi'eak-through  for  supplying  chloral  hydrate 
without  the  possibility  of  gastric  irritation  due  to 
its  enteric  shell.  Pentazyme  Tablets,  a quality 
preparation  containing  basic  digestive  enzymes 
which  are  released  in  specific  locations  in  the  di- 
gestive tract  for  supplemental  digestive  action. 
P-B-Sal-C  family  group  of  products  which  are  time- 
honored  preparations  for  treating  the  wide  range  of 
arthritic  and  rheumatic  disorders.  We  are  looking 
forward  to  discussing  these  with  you  at  our  booth. 


WALLACE  LABORATORIES,  Cranbury,  New  Jer- 
sey — Booth  No.  26.  Wallace  Laboratories  presents 
‘Soma’  to  relieve  pain,  stiffness  and  spasm  in  muscle 
and  joint  complaints.  ‘Soma’  has  been  highly  effec- 
tive in  many  musculoskeletal  disorders,  including 
arthritis,  fibrositis,  myositis,  spondylitis,  backache, 
sprains,  contusions,  and  whiplash  injuries.  ‘Soma’ 
relieves  pain  and  stiffness  promptly.  No  side  effects 
other  than  sleepiness  have  been  observed. 


THE  WARREN  TEED  PRODUCTS  COMPANY, 
582  West  Goodale  St.,  Columbus  8,  Ohio  — Booth 
No.  17.  MODANE  — A nutritional  deconstipant  for 
rehabilitation  and  relief  of  the  atonic  bowel. 
KAON  — Potassium  therapy  well  tolerated  and 
rapidly  absorbed  in  the  GI  tract,  (potassium  glu- 
conate in  tablets  and  palatable  elixir). 


OTHER  EXHIBITORS  AT  THE  ANNUAL 
SESSION 

Medical  Protective  Company,  Fort  Wayne,  Indiana 

G.  D.  Searle  & Company,  Chicago,  Illinois 

E.  R.  Squibb  & Sons,  New  York,  New  York 

Upjohn  Company,  Kalamazoo,  Michigan 

Woodmen  Accident  and  Life  Company,  Lincoln,  Ne- 
braska 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


33-A 


PHYSICIANS'  EXCHANGE 


Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  precedmgr  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  chargre  for  two  issues. 
Each  advertisement  v,  ill  be  taken  out  following:  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  .Tournal,  1315  Sharp  Build- 
ing:, Lincoln  $. 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beav'er  City,  Nebraska. 


NEWLY  COMPLETED  Clinic  Building  in  North- 
east Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Libei'al  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

ASSOCIATED  GENERAL  PRACTITIONER  AND 
GENERAL  SURGERY  WANTED  — An  estab- 
lished, furnished  clinic  in  a growing  town  of  8,300 
in  southwestern  Nebraska  with  a 100-bed  hospital. 
Plans  for  a partnership  agreement  when  mutually 
desired.  Contact  J.  H.  Donaldson,  Jr.,  M.D.,  McCook, 
Nebraska. 


Sil 

ice  1925 

slebraska's 

Leading 

Phy 

sicians  and 

Sur< 

jical 

1 

Supply  House 

Phone  HE  5-2105 

Donley 


MEDICAL 


SITPLY  COMPANY 

241 S "O"  St.,  Liiieeliil,  Nebraska 
AUTHORIZID  CONTRACT  AGCNT 


MEDICAL  DOCTOR  WANTED  — In  town  of 
1400.  Prosperous  community.  New  office  building 
especially  consti’ucted  for  one  or  more  doctors. 
Chamber  of  Commerce  will  assist.  Three  nearby 
towns  without  doctors.  Opportunity  unlimited.  Con- 
tact D.  S.  Robinson,  Paullina,  Iowa. 

LOCUM  TENENS  — General  Practitioner  wanted 
for  June  and  July  during  absence  of  one  partner. 
Nebraska  license  required.  Possible  permanent  as- 
sociation. Write  Box  37,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

OPENING  FOR  A GENERAL  PRACTITION- 
ER — Also  badly  needed  an  associate  Otolaryngolo- 
gist, in  an  Iowa  County  Seat  City  of  5,000,  with 
some  twenty  smaller  towns  using  our  County  Hos- 
pital facilities.  Farming  area,  second  to  none. 
Reason,  is  retirement  of  an  exceptionally  successful 
surgeon  and  general  practitioner.  He  will  leave 
an  office  space,  60'  x 20',  consisting  of  reception 
room,  secretary  office,  and  three  individual  well 
arranged  offices,  well  located  in  good  brick  build- 
ing, all  ready  to  move  into.  Air  conditioned.  For 
fuidher  information,  P.  M.  Gore,  Phone  386-4661, 
305  East  Monroe  St.,  Jefferson,  Iowa  50129. 

PHYSICIAN’S  OFFICE  — Partially  equipped, 
available  in  Superior,  Nebraska.  Community  has  ex- 
cellent 35  bed  hospital  and  is  excellent  location  for 
a physician.  Contact  A.  I.  Webman,  M.D.,  3210 
South  28th,  Lincoln,  Nebraska. 

BUILDING  FOR  PROFESSIONAL  MEN— Avail- 
able, May  15th.  Splendid  location,  private  parking. 
Location,  1912  South  48th  Street,  Omaha,  Nebr. 
Phone  551-2168. 

PRACTICE  FOR  SALE  — Going  into  residency 
in  June,  1964.  Office  has  ample  room  and  is  well 
equipped.  Modern  well  equipped  hospital  in  town. 
Progressive  community.  Write  R.  T.  Satterfield, 
M.D.,  Sargent,  Nebraska. 

GENERAL  PRACTITIONER  — Wanted  to  asso- 
ciate with  established  man  in  General  Practice  in 
Suburban  Omaha.  Excellent  opportunity.  For  fur- 
ther details  write  Box  38,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 


LOCUM  TENNENS  — General  Practitioner  want- 
ed for  2 or  3 months,  mid  June  to  September. 
Nebraska  license  required.  Possible  permanent  as- 
sociation. Write  The  Pender  Clinic,  Pender,  Nebr. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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anti-inflammatory 
bactericidal 
antipruritic 
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CREAM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT  — /wgrrediewts:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  % oz.  and  oz. 

•U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

C ontraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


35-A 


1 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
■walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Ph-ysicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  librcny'. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huse  Publishing  Co. 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


ADVERTISERS  INDEX 


Ames  Company 


A 


37 


B 


Burroughs  Wellcome  22,  35 

C 

Chatham  Pharmaceuticals  12 

Ciba  Pharmaceuticals 20,  21 


D 

Donley  Medical  Supply 


34 


G 

Gilmour-Danielson  

Glenbrook  Laboratories 


10 

17 


J 

Johnson  & Johnson  25 

K 

K & W X-ray  Company,  Inc. 8 

L 

Lederle  Laboratories 9,  14,  15,  24,  31 

Eli  Lilly  26 

Lincoln  Splint  & Brace 28 

M 

Medical  Protective  Company 16 

N 

News  Printing  Company 36 


P 

Parke,  Davis  & Company 
R 

W.  K.  Realty  Company 

A.  H.  Robins  Company  — 

Roche  Laboratories 

S 

W.  B.  Saunders  

G.  D.  Searle  Company  

Smith,  Kline  & French  Lai 

W 

Wallace  Laboratories 6,  7,  13,  18,  19,  23,  29 

Winthrop  Laboratories  5 


36 

11 

insert  op.  10 
38 

3 

27 

.boratories 30 


36-A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


The  Nebraska  State 
® Medical  Journal 

rv:w-  j 
4-A 


oO« 


C3  ^ 


o»- 


o 05 


U W **  * 
IW 


if  they  can’t  see  the  woods  for  the  pollen.. 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 


Throughout  the  pollen  season  this  time-tested  agent  provides  twofold  action  to  relieve 
allergic  symptoms.  Antihistaminic  action  relieves  nasal  congestion,  sneezing,  lacrima- 
tion,  and  pruritus.  Antispasmodic  action  relieves  bronchial  spasm.  Precautions:  Persons 
who  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requir- 
ing keen  response  while  using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution  because  of  possible  addi- 
tive effect.  Diphenhydramine  hydrochloride  has  an  atropine- 
like action  which  should  be  considered  when  prescribing  it. 

BENADRYL  (diphenhydramine  hydrochloride)  is  supplied  in 
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Help  protect  the  kidneys  and  other  threatened  organs 


When  treatment  of  hypertension  is  effective  the  danger 
of  damage  to  the  renal  system  is  reduced.''^  “Hyperten- 
sive patients  suffer  from  vascular  deterioration  roughly 
proportional  to  the  severity  of  the  hypertension . . . Reduc- 
tion of  blood  pressure  to  normotensive  levels  reduces 
or  arrests  the  progress  of  vascular  damage  with  a re- 
sultant decrease  in  morbidity  and  mortality.”'  Because 
Rautrax-N  lowers  blood  pressure  so  effectively,  it  will 
help  provide  this  important  protection  not  only  for  the 
kidneys  but  also  for  the  heart  and  brain  of  your  hyper- 
tensive patients.  Rautrax-N  is  effective  in  mild,"  moder- 
ate,or  severe  hypertension.“  ® 

Dosage:  Initially,  1 to  4 tablets  daily  preferably  at 
mealtime.  For  maintenance,  1 or  2 tablets  daily. 

Side  effects  and  precautions:  Rauwolfia  preparations 
may  cause  reversible  extrapyramidal  symptoms  and 
emotional  depression.  Caution  indicated  in  use  with 
depression,  suicidal  tendencies,  peptic  ulcer.  Minor  side 
effects:  diarrhea,  weight  gain,  nausea,  drowsiness.  Ben- 
droflumethiazide  may  cause  reversible  hyperuricemia 
and/or  gout,  unmask  latent  diabetes,  increase  glycos- 


uria in  diabetics.  Caution  indicated  in  use  for  patients 
on  digitalis,  with  severely  damaged  kidneys,  renal  in- 
sufficiency, increasing  azotemia,  cirrhosis.  Contraindi- 
cated in  complete  renal  shutdown.  Minor  side  effects: 
leg  or  abdominal  cramps,  pruritis,  paresthesias,  mild 
rashes. 

Supply:  Rautrax-N— capsulc-shzped  tablets  providing 
50  mg.  Raudixin®  [Rauwolfia  serpentina  whole  root],  4 
mg.  Naturetin®  [bendroflumethiazide],  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified— 50  mg.  Rau- 
dixin [Rauwolfia  serpentina  whole  root],  2 mg.  Nature- 
tin  [bendroflumethiazide],  and  400  mg.  potassium 
chloride,  in  capsule-shaped  tablets.  For  full  information, 
see  your  Squibb  Product  Reference  or  Product  Brief. 
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J.  C.:  Current  Therap.  ^ 
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Carolina  M.  J.:  23:248  —the  Priceless  Ingredient 
(June)  1962. 
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disability  without  debilitation 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting”  of  protein  and  minerals  needed  foi 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL*  STANOZOLOL 


. . . a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

•The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  % tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  TOO. 
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KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


emostal 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonit 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer 


Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  jersey 
Distributed  in  Canada  by  Austin  Laboratories^  Ltd.  • Paris,  Ontario 


Current  Comment 

Insuring  the  Elderly  Is  Difficult — 

New  medical  care  plans  for  the  aged  are 
encountering  some  financial  and  statistical 
difficulties.  Until  recently,  the  private  in- 
surance industry  has  probably  noted  the 
fiscal  soundness  and  widespread  use  of 
health  insurance  issued  to  anyone  age  65 
or  older  who  applied.  A Wall  Street  Journal 
story  indicates  that  such  insurance  is  be- 
coming increasingly  unprofitable  and  some 
companies  have  boosted  rates  sharply.  Also, 
the  industry  is  reducing  previously  publi- 
cized totals  of  those  covered  by  the  plans. 

These  difficulties  are  of  concern  to  insur- 
ers when  they  are  trying  to  expand  coverage 
of  the  aged.  The  expansion  of  the  cover- 
age is  desired  to  demonstrate  the  lack  of 
need  for  federal  programs  to  finance  hos- 
pital bills  of  the  aged  through  Social  Secur- 
ity. 

Knowing  that  the  frequent  ailments  of 
those  past  65  make  them  a risky  group, 
insurers  have  been  until  recently  quite  selec- 
tive in  issuing  health  policies  to  older  per- 
sons. In  the  past  decade,  the  insurance  in- 
dustry has  expanded  its  coverage  of  the 
aged  from  30  per  cent  to  the  present  60  per 
cent.  In  the  past  five  years,  guaranteed  in- 
surance has  become  available  to  the  elderly. 
Such  insurance  is  issued  to  anyone  who  ap- 
plies without  physical  examination  or  other 
qualifications.  Blue  Cross  and  Blue  Shield 
plans  began  using  mass  enrollment  to  offer 
such  insurance  in  1962.  Some  insurance 
firms  have  banded  together  in  state  “pools” 
to  spread  the  risk  of  guaranteed  plans.  Those 
who  sell  guaranteed  insurance  for  those  old- 
er than  65  attempt  mass  enrollments  during 
brief  annual  periods  to  insure  a good  cross 
section  of  the  risks  signed  up.  Much  of  the 
industry  has  not  intended  to  make  a profit 
from  this  insurance,  but  rather  to  undercut 
the  arguments  of  those  who  depend  upon  the 
federal  government  to  meet  the  health  insur- 
ance needs  of  older  persons. 

The  recount  of  coverage  is  illustrated  by 
the  claim  of  a year  ago  that  such  policies 
cover  more  than  two  million  persons  or  about 
20  per  cent  of  all  health  insurance  for  those 
(Continued  on  page  10-A) 


6-A 


You  oan  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


15  mm.  Hg.  was  the  average  diastolic  drop  reported  following  use 

of  HYDROMOX  Quinethazone  in  recent  studies  of  patients  with  various  hypertensive 
diseases,  including  essential  hypertension  and  hypertension  associated  with  arterio- 
sclerotic heart  disease,  obesity,  and  renal  disease.’’^  The  treatment  period  in  one 
study  was  eight  weeks'  and  in  the  other,  twelve.'^  The  lack  of  serious  disturbances 
in  serum  electrolyte  levels,  particularly  of  potassium,  was  noteworthy.  In  fact,  it 
was  considered  a sufficiently  important  factor  to  give  the  drug  a preferential  status.® 
A single  daily  dose  of  one  to  two  50  mg.  tablets  is  usually  sufficient. 


ANTIHYPERTENSIVE  DIURETIC 


HYDROMOX 


QUINETHAZONE-TABLETS 


1.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients  with  Hypertensive  Diseases.  Scien- 
tific Exhibit  Presented  at  the  Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 


California,  Nov.  25-28,  1962.  2.  Steigmann,  F 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11:945  (Oct 

INDICATED  in  hypertension  with  or  without 
edema,  and  in  all  types  of  edema  involving  salt 
retention.  May  be  helpful  in  some  cases  of 
lymphedema,  idiopathic  edema  and  edema 
due  to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointes- 
tinal disturbances,  weakness  and  dizziness,  sel- 


and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
.)  1963. 

dom  so  severe  that  drug  should  be  stopped. 
Generally,  the  adverse  effects  sometimes  asso- 
ciated with  the  thiazide  diuretics  are  possible. 
Pre-existing  electrolyte  abnormalities  may  be 
aggravated. 

CONTRAINDICATION:  Anuria. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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RECOGNIZE 
THIS  PATIENT? 


The  arthritis  doesn’t  get  any 
better ...  I can’t  get  out.  I never 
see  anybody.  It’s  awful  to  be 
sick...  I was  always  so  active. 5 J 


When  you  recognize  depression  and  anxiety 
reiated  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 


Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  nig.  -f  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


CO-801 


WALLACE  LABORATORIES  /C/'a/76u/y,  N.  J. 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


Insuring  the  Elderly  Is  Difficult — 

(Continued  from  page  6- A) 
more  than  65.  Now,  the  figure  is  only  one 
and  one-half  million,  up  about  two  hundred 
thousand  from  a year  ago.  The  figures  have 
been  re-checked  and  it  is  admitted  that  there 
may  have  been  an  error  in  the  previous  fig- 
ures. 

Several  of  the  plans  have  raised  their  pre- 
mium rates,  reflecting  generally  rising  med- 
ical and  hospital  costs  as  well  as  the  high 
claim  rate  submitted  by  the  elderly  buyers 
of  this  insurance. 

Blue  Shield  for  Dental  Care — 

The  Wisconsin  Physician’s  Service  will 
place  the  first  Blue  Shield  dental  care  insur- 
ance contract  on  the  market  for  Wisconsin 
residents.  The  dental  policy,  called  “Pre- 
paid Dental  Benefit”  plan,  has  been  approved 
by  the  State  Insurance  Department  and  ini- 
tially will  be  available  only  to  groups. 

The  plan  will  cover  the  dentists  “usual, 
customary  and  reasonable”  charges  for  serv- 
ices up  to  a maximum  benefit  selected  by  the 


group.  The  policy  assures  free  choice  of 
dentist.  It  will  be  available  to  groups  of 
25  or  more  and  there  are  no  waiting  periods. 
It  will  be  offered  separately  from  other 
health  insurance  contracts.  Orthodontics 
and  complete  dentures  are  covered  on  a 50 
per  cent  basis. 

It  will  be  available  on  a full  payment  or 
on  a deductible  basis  and  if  the  latter  is 
chosen,  the  policy  will  be  available  with  a 
$25,  $50  or  $100  deductible  feature.  With  a 
$50  deductible  policy,  the  monthly  costs  are 
$2.50  for  a single  person  and  $9.50  for  a 
family. 

Internists  Back  I'se  of  New  ^ledical  Agent.s — 

The  American  College  of  Physicians 
(ACP),  representing  specialists  in  internal 
medicine,  says  a physician’s  use  of  new 
medical  techniques  and  agents  is  “a  proper 
and  indispensable  part  of  the  practice  of 
medicine.” 

Action  of  the  ACP  Board  of  Regents, 
backing  clinical  investigation  of  new  drugs 
(Continued  on  page  14- A) 
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IFOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


an  effective 

GERIATRIC 

antiarthritic 


with 

REASSURING 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabaute-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance... and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


Pabalate-SF 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp’-Esidrir 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp]...was 
combined  with  hydrochloro- 
thiazide [Esidrix].”^ 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 

disease. ”2 

Less  risk  of 
rauwolfia  side  effects 

“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects.”^ 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

E sidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects  : 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide;  Tablets  #1  (white), 
each  containingO.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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Singoserp*-Esidrix® 

(syrosingopine  and  hydrochlorothiazide  CIBA) 
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Gilmour- Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

I 

! Esfablished  1927 


Internists  Back  I'se  of  New  Medical  Agents — 
(Continued  from  page  10- A) 

and  methods  of  treatment,  was  announced 
January  14  by  Wesley  W.  Spink,  MD,  Minne- 
apolis, Minn.,  president  of  the  internists’ 
organization. 

Doctor  Spink,  Professor  of  Medicine  at 
the  University  of  Minnesota,  made  his  re- 
marks at  a two-day  ACP  regional  meeting  in 
New  York  City. 

A resolution,  passed  by  the  ACP  Board, 
voiced  the  feeling  that  the  future  progress 
of  medical  science  depends  on  a three-step 
chain  reaction  involving  various  stages  of 
new  medical  developments.  And  the  lack 
of  any  one  step  affects  the  progress  of  medi- 
cal science. 

The  chain  reaction  consists  generally  of 
the  discovery  and  development  of  new  or  im- 
proved medical  techniques,  procedures  and 
agents,  followed  by  the  early  or  investiga- 
tion phase,  and  finally,  their  acceptance  and 
usage  by  the  medical  profession. 

General  acceptance,  according  to  the  reso- 
lution, “must  be  preceded  by  an  early  or 


investigational  phase  to  demonstrate  the 
utility  of  such  new  technique,  procedure  or 
agent  in  the  normal  course  of  diagnosing, 
treating  or  preventing  a disease  state  as  it 
occurs  in  humans.” 

The  resolution  concluded : 

“The  use  of  new  or  relatively  new 
medical  techniques,  procedures  and 
agents  which,  on  the  basis  of  reason- 
ably probative  data,  offer  reasonable 
promise  of  conferring  patient  benefit 
at  least  equal  and  possibly  superior  to 
that  obtainable  through  the  use  of 
established  techniques,  procedures  and 
agents  without  a correspondingly  great- 
er foreseeable  risk  to  the  patient,  is 
hereby  approved  as  forming  a proper 
and  indispensable  part  of  the  practice 
of  medicine.” 

The  American  College  of  Physicians, 
which  has  headquarters  in  Philadelphia,  Pa., 
represents  more  than  12,300  specialists  in 
internal  medicine  and  related  fields.  — The 
Wisconsin  Medical  Journal 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.) , ‘Mepro- 
span’-200  (meprobamate  200  mg.) , each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 


CMC.760 


WALLACE  LABORATORIES  m Cranbury,  N.  J. 


In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains; 

Vitamin  Bi  (Thiamine Mononitrate)  10  mg. 

Vitamin  82  (Riboflavin) 

10  mg 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  85  (Pyridoxine  HCI) 

2 mg. 

Vitamin  812  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  ‘‘re- 
minder” jars  of  30  and  100;  bottles  of  500. 

(^^^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Who  developed 
the  first  compound 
charcoal  filter? 


HERE’S  THE  ANSWER  IN  BLACK  AND  WHITE: 


f; 


/ 


The  first  cigarette  with  a mod- 
ern compound  charcoal  filter 
was  introduced  by  The  Ameri- 
can Tobacco  Company  in  1958. 
Its  name:  Dual  Filter  Tareyton. 

Behind  the  introduction  of 
this  first  compound  filter  lay 
years  of  research  and  experi- 
mentation by  American  Tobac- 
co scientists  to  produce  a filter 
that  would  improve  the  taste 
and  flavor  of  fine  tobacco.  This 
was  a large  order,  but  it  was 
filled  bythe  Dual  FilterTareyton 
compound  filter. 

With  an  outer  filter  of  white 
cellulose  acetate  and  an  inner 
filter  of  activated  charcoal,  this 


compound  filter  is  just  the 
right  complement  to  Dual  Filter 
Tareyton's  quality  tobaccos. 
Proof  of  its  success  may  be 
seen  in  the  exceptional  loyalty 
Dual  Filter  Tareyton  smokers 
have  for  their  brand. 

Developing  and  perfecting 
the  first  compound  charcoal  fil- 
ter took  many  years.  Maybe  this 
proves  something:  our  persist- 
ent dedication  to  maintaining— 
and  ever  improving— the  high 
quality  of  our  products. 

For  at  The  American  Tobacco 
Company,QUALlTY  OF  PRODUCT 
IS  ESSENTIAL  TO  CONTINUING 
SUCCESS. 
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I think  money  is  everything! 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltowff 

(meprobamate) 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 

In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 

pTOVOCUtlVC  pCllTLy  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

TCSlduCil  pettily  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 

when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

CL^^TCiVCltcd  pUlH,  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 
lAxisAL  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


severe  pain, 
emotionally 

In  such  cases,  Roi 


bam 


ROBAXISAL  B 


iin^ 


Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2770649 


ROBAXISAE-PH 

Each  green-and-white  laminated  lablet  contains: 

Robaxin  400  mg.  Phenacetin  (IVi  gr.) . 97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (114  gr.) 81  mg.  Phenobarbital  (Vs  gr.) . 8.1  mg. 

(Warning;  May  be  habit  forming) 


“PAIN  8c  SPASM” 

- a tw^o-headed  dragon! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  die  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Butazolidirf 


alka 


brand  of  phenylbutazone 
Tablets  of  100  mg. 

Rl  i/H  i r^®  capsule  contains; 

UU  Ld ZU N U I n phenylbutazone,  100 mg, 

dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 
homatropine 
methylbromide,  1.25  mg. 

Proved  by  over  a decade 
of  clinical  experience. 


It  works! 


Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


BU-2525 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal  ^ 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

•U.S.  Patent  Nos.  2,565,057-2,695,261 
Available;  In  15  Gm.  tubes. 


‘NEOSPORIN’brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients;  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  Vj  oz.  and  ’A  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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GYNE-CYTOLOGY  LABORATORY,  INC. 

M.  Wm.  Rubenstein,  M.D. 

(PAPANICOLAOU  METHOD) 

RAPID  SERVICE 

Mailing  Kits  on  Request 

Suite  422  — 636  Church  Street 
EVANSTON,  ILLINOIS  60201 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


2415  "O"  St..  Lincoln  1.  Nebroska 
AUTHORIZED  CONTRACT  AOENT 


A . 


Your  vision  is  flirty  - flirty! 


PESTICIDE? 
POISONING  ! 


PROTOPAM®  CHLORIDE 

(PRALIDOXIME  CHLORIDE)  injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOPAM  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  EMERGENCIES:  telephone  212  AL  4-1140. 

-^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.  Y.  10010 
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in  effective 

GERIATRIC 

antiarthritic 

with 

REASSURING 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention .. .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment  of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


Pabalate-SF 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  para-aminoben- 
zoate  0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


THE  CLINICAL  LABORATORY,  THE 
TECHNOLOGIST,  AND  THE 
PHYSICIAN 

Several  articles  have  appeared  in  the  lay 
press  during  recent  months  concerning  diag- 
nostic medical  laboratories  operated  by  non- 
physicians, so-called  “lay  laboratories arti- 
cles concerning  the  problem  of  the  untrained 
or  poorly  trained  medical  technician  and  the 
question  of  state  licensure  of  medical  tech- 
nologists. While  somewhat  unrelated  these 
problems  all  deal  in  some  way  with  one  of 
the  medical  specialties,  clinical  pathology, 
and  hence  they  are  of  concern  to  the  prac- 
ticing physician  in  Nebraska. 

“Lay  Laboratories” 

The  primary  responsibility  of  every  physi- 
cian in  his  practice  of  medicine,  regardless 
of  the  medical  specialty  represented,  is  the 
furnishing  of  the  best  possible  medical  serv- 
ice in  the  care  of  his  patient.  A basic  con- 
cept, which  some  physicians  tend  to  over- 
look at  times,  is  that  laboratory  medicine 
is  a part  of  the  practice  of  medicine.  This 
has  been  so  stated  by  the  House  of  Dele- 
gates of  our  own  Nebraska  State  Medical 
Association,  by  other  state  medical  societies, 
by  the  American  Medical  Association,  and 
by  several  states’  Attorney-Generals  and 
Courts  of  Law  throughout  the  United  States. 
Attempts  to  ethically  or  legally  separate  this 
branch  of  the  practice  of  medicine  have  been 
unsuccessful  and  should  continue  to  be  op- 
posed by  our  profession.  A split  of  this  seg- 
ment of  medical  practice  because  the  physi- 
cian does  not  personally  perform  each  lab- 
oratory procedure  would  open  the  door  in 
all  other  specialty  branches  to  the  non-med- 
ical practitioner. 

The  non-physician  scientist  whether  chem- 
ist, microbiologist,  or  medical  technologist, 
has  a very  important  role  in  the  modern 
day  practice  of  laboi’atory  medicine.  This 
is  recognized  by  the  medical  profession. 
Conflict  arises  only  when  this  non-physician 
scientist  attempts  to  operate  his  own  lab- 
oratory, advertises  his  services  to  patients, 
and  offers  “bargain  rates”  or  “kick-backs” 


to  increase  his  volume  of  work.  The  unwary 
physician  may  overlook  the  ethical  consid- 
erations and  foster  the  practice  of  medicine 
by  non-physicians  when  he  foi*wards  a blood 
or  urine  specimen  to  such  a laboratory  for 
consultation  simply  because  of  price  reduc- 
tion. Would  the  same  physician  request 
consultation  for  his  patient  with  a cardiac 
problem  from  an  individual  outside  of  the 
medical  profession  ? By  contributing  to  this 
type  of  laboratory  without  medical  supervi- 
sion this  physician  finds  himself  supporting 
the  very  type  of  commercial  venture  that 
has  led  to  the  article  titled,  “The  Danger 
in  Our  Medical  Labs”  and  similar  articles 
dealing  with  the  unscrupulous  exploitation 
of  physicians  and  patients  by  operators  of 
laboratories  of  this  nature. 

The  physician  who  directs  a laboratory 
is  bound  by  the  same  traditions,  voluntary 
controls  and  ethics  that  are  applicable  to  all 
physicians.  He  does  not  advertise  his  serv- 
ices and  does  not  seek  referals  from  other 
physicians  or  patients  on  the  basis  of  com- 
petitive fees.  Consequently,  his  only  re- 
course to  the  lay  laboratory  is  by  providing 
laboratory  service  on  such  a high  plane  of 
excellence  that  it  cannot  be  duplicated.  His 
use  of  a quality  control  program,  his  person- 
al availability  and  the  promptness  of  ob- 
taining test  results  together  with  the  med- 
ically oriented  laboratory  consultation  re- 
port are  all  features  that  should  help  make 
the  selection  of  the  physician-directed  lab- 
oratory a simple  task. 

Medical  Technology  Training 

The  right  hand  of  the  physician  in  the  per- 
formance of  and  the  development  of  good 
diagnostic  aids  in  medicine  is  the  medical 
technologist.  This  individual  and  the  pro- 
fession of  medical  technology  have  developed 
just  as  have  the  specialty  fields  in  medicine 
itself,  namely,  by  filling  a need  for  an  indi- 
vidual or  service  with  special,  limited  skills. 
These  people  will  tend  to  be  medically  ori- 
ented and  will  be  truly  an  allied  profession 
to  medicine  when  trained  by  physicians  and 
in  schools  approved  by  the  American  Medical 
Association  and  the  American  Society  of 
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Clinical  Pathologists.  Many  years  ago  the 
need  for  standardization  of  the  training  of 
the  medical  technologist  and  the  achievement 
of  high  levels  of  education  in  this  field  were 
recognized  by  the  American  Society  of  Clin- 
ical Pathologists  who  established  a Board 
of  Registry.  This  Board  has  offered  volun- 
tary standardization  and  leadership  in  medi- 
cal technology-education  and  certificates  by 
examination  the  well  educated  technologist 
who  can  then  be  a registered  medical  tech- 
nologist (MT-ASCP). 

Recruitment  of  individuals  to  this  pro- 
gram has  been  an  ever  increasing  accom- 
plishment and  the  number  and  size  of  schools 
of  medical  technology  has  gradually  been 
increasing.  Nevertheless,  we  know  that 
there  is  still  a need  for  more  medical  tech- 
nologists. This  need,  unfortunately,  has 
been  met  in  some  areas  by  the  development 
of  so-called  commercial  schools  of  Medical 
Technology"  where  short  courses  for  high 
school  gi’aduates  have  developed  and,  in  some 
instances,  where  individuals  without  any 
background  of  science  have  been  taught  to 
do  a limited  type  of  service  and  have  then 
been  called  “medical  technologists”  or  medi- 
cal technicians.”  This  has  led  to  confusion 
and,  in  some  instances,  contributes  to  poor 
quality  of  laboratory  service. 

Recognizing  the  need  for  more  techno- 
logical service,  the  Board  of  Registry  and 
the  American  Society  of  Clinical  Patholo- 
gists have  expanded  their  program  of  cer- 
tification to  include  individuals  whose  train- 
ing has  been  obtained  in  circumstances  other 
than  the  regular  prescribed  courses,  recent- 
ly have  developed  a laboratory  assistants 
program  for  those  individuals  who  have 
been  unable  to  obtain  a college  background. 
It  is  expected  that  this  expanded  program 
and  delineation  of  different  forms  of  lab- 
oratoiy  technology  training  with  the  care- 
ful outlining  of  skills  in  each  category  will 
lead  to  clarification  and  improved  service. 

Licensure  for  Medical  Technologists 

During  this  transition  period  there  has 
been  some  feeling  that  perhaps  this  prob- 
lem could  best  be  solved  by  state  licensure 
of  medical  technologists.  Such  attempts  in 
other  states  have  almost  invariably  resulted 


in  the  well  trained  medical  technologist  be- 
ing swallowed  up  in  the  complicated  m^ze 
of  political  classifications  and  separations 
and  in  the  elevation  of  those  individuals 
seeking  to  achieve  by  legislation  that  which 
they  cannot  achieve  by  education.  Because 
of  this,  licensure  for  medical  technologists, 
in  our  opinion,  would  actually  result  in  low- 
ering the  standards  of  training.  This  is 
partly  because  of  the  attachment  of  the  un- 
avoidable “grandfather  clause”  and  the  low- 
ering of  the  standards  of  the  initial  bill  be- 
low the  now  acceptable  limits  of  training. 
This  would  be  inevitable  because  of  the  less 
well  trained  technologists  at  the  present 
time  have  numerical  superiority  in  Nebraska, 
and  their  opinions  will  be  received  and  felt 
to  a greater  extent  by  the  legislature.  Even 
though  a good  bill  is  introduced,  experience 
shows  that  amendments  and  changes  may 
lead  to  a bill  that  is  ultimately  to  the  detri- 
ment of  the  well  trained  medical  technolo- 
gist. If  licensure  was  approved  throughout 
the  various  states,  medical  technologists 
would  find  themselves  severely  restricted  in 
their  movements  from  state  to  state  just  as 
physicians  are  at  the  present  time.  The 
licensing  of  physicians  took  place  long  be- 
fore there  was  any  concept  of  voluntary 
control,  standards  of  education,  and  train- 
ing. In  medical  technology  we  are  fortunate 
that  a voluntary  system  of  certification  and 
a national  organization  which  strives  to  im- 
( Continued  on  page  297) 


MEDICAL  HISTORY 

History  is  too  close  to  us  to  be  seen  and 
evaluated  while  it  is  being  made.  This 
applies  to  medical  history  in  general.  None 
of  us  presently  living  knows  much  about 
medical  history  as  made  at  the  turn  of  the 
century. 

With  this  in  mind,  it  seems  appropriate  to 
publish  the  picture  that  occupies  the  next 
page.  Here,  a scrap  of  that  history  becomes 
a part  of  our  own  publication  and  will  al- 
ways be  available  to  those  interested  in  the 
subject.  The  House  of  Yesterday  at  Hast- 
ings has  collected  and  displays  “19th  Cen- 
tury Medical  and  Dental  Instruments.” 
(Photo  by  Dick  Hufnagle,  Lincoln). 
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Comments  From  Your  President 


In  my  first  message  to  the  members  of 
the  Nebraska  State  Medical  Association,  I 
want  to  pay  tribute  to  your  immediate  past 
President,  Dr.  Sievers.  In  the  past  year  I 
have  spent  many  hours  at  various  committee 
meetings  with  Rudy  and  month  by  month 
my  admiration  for  him  has  increased.  He 
has  been  a superb  teacher  and  I can  assure 
you  that  any  degree  of  success  I may  attain 
during  this  year  will,  to  a great  extent,  be 
due  to  Dr.  Siever’s  unselfish  and  untiring 
help.  I never  cease  to  be  amazed  at  his 
knowledge  of  the  overall  problems  of  organ- 
ized medicine,  even  down  to  the  details  of 
each  state  committee.  His  integrity  and 
ethics  have  always  been  the  guidelines  of 
his  approach  to  any  problem.  The  leader- 
ship of  the  Nebraska  State  Medical  Asso- 
ciation has  been  in  good  hands  the  past  year. 

The  work  of  the  various  committees  of  the 
Nebraska  State  Medical  Association  will  re- 
main heavy  during  the  coming  year ; in 
fact  each  year  brings  additional  responsi- 
bilities and  problems  to  each  of  them.  Elec- 
tion year  and  the  legislative  year  of  the  Uni- 
cameral always  bring  problems.  It  is  an- 
ticipated that  the  committees  concerned 
with  these  activities  will  have  a heavy-work 
year.  The  Public  Relations  Committee  now 
has  funds  to  implement  its  decisions  and, 
while  the  ground  work  must  of  a necessity 
be  slow,  undoubtedly  the  work  of  this  veiy 
important  committee  will  begin  to  show  re- 
sults. The  Medical  Education  and  the  Health 
Education  Committees  will  undoubtedly  have 
considerably  more  work  to  do  as  the  year 
progresses.  The  activities  of  the  various 
committees  will  be  reported  to  you  on  this 
page  from  time  to  time. 

The  central  office  will  continue  to  be  at 
your  service  in  any  way  possible  and  sug- 
gestions are  always  welcome.  Plans  are  be- 
ing made  to  visit  county  societies  by  your 
president  and  central  office  staff ; and  dur- 
ing the  course  of  the  year,  it  is  hoped  that 
most  component  societies  will  be  visited.  It 
is  hoped  that  by  this  method  the  problems 
of  the  county  societies  can  be  brought  to  the 
attention  of  the  State  Association  and  there- 


by a satisfactory  solution  arrived  at.  Also 
the  various  services  of  the  State  Association 
can  be  reintroduced  to  the  members. 

Several  new  problems  will  be  considered 
during  the  coming  year.  We  can  hint  at 
some  at  this  time  and  be  more  specific  at 
a later  date.  One  is  enabling  legislation  to 
make  it  possible  to  take  positive  action  in 
dealing  with  some  of  our  ethical  and  pro- 
fessional problems.  It  is  also  time  to  con- 
sider the  feasibility  of  an  Association- 
owned  central  office.  As  previously  men- 
tioned, the  new  problems  of  the  Public  Re- 
lations Committee  will  require  considerable 
thought.  Consideration  will  be  given  to 
improving  the  relationship  of  the  Nebraska 
State  IMedical  Association  with  the  new  mem- 
bers through  some  type  of  literature  or  in- 
doctrination course. 

This  will  be  a busy  and  important  year 
but  with  the  aid  of  the  committees  and  the 
association  members  it  will  be  a good  and 
productive  year.  Your  president  is  acutely 
aware  of  the  honor  that  you  have  bestowed 
upon  him,  and  I can  assure  you  that  he  will 
humbly  endeavor  to  maintain  your  respect 
always. 

Richard  E.  Garlinghouse, 
President. 
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ARTICLES 


FETAL 

Heart  Rate  Patterns 

in  Normal  and  Abnormal  Labor*t 


Fetal  heart  rate  has  long  been 
used  as  an  important  criterion 
of  fetal  welfare  during  preg- 
nane}' and  labor.  The  currently  accepted 
upper  and  lower  limits  of  “normal”  fetal 
heart  rate  have  been  established  by  peri- 
odic auscultation,  and  various  degrees  of 
bradycardia  and  tachycardia  may  be  inter- 
preted as  signs  of  fetal  distress  within  the 
framework  of  certain  clinical  conditions. 
From  the  standpoint  of  the  clinical  investi- 
gator, ordinary  methods  of  auscultation  are 
insufficiently  accurate  to  allow  a thorough 
study  of  fetal  heart  rate  under  a variety  of 
clinical  conditions.  The  fetal  heart  sounds 
may  be  inaudible  during  uterine  contrac- 
tions. In  addition,  the  rates  calculated  by 
auscultation  represent  average  rates  over  a 
fixed  period  of  time  and  beat-to-beat  varia- 
tions cannot  be  assessed.  Therefore,  a 
thorough  study  of  rate  changes  of  the  hu- 
man fetal  heart  has  demanded  new  methods 
of  rate  determination  and  recording. 

MATERIAL  AND  METHODS 
The  instrumentation  used  for  investiga- 
tion of  human  fetal  cardiac  function  at  In- 
diana University  Medical  Center  has  been 
described  elsewhere.®  In  essence,  the  unit 
consists  of  circuits  for  filtering  and  am- 
plifying the  fetal  electrocardiogi'aphic  R 
Avave  and  a rate  computer  circuit.  The  unit 
generates  a voltage  output  proportional  to 
rate  by  calculating  the  reciprocal  of  the  in- 
terval between  successive  fetal  R waves 
(figure  1).  The  fetal  heart  rate  is  recorded 
as  a continuous  tracing  on  a standard  re- 
corder. 

Although  fetal  R waves  may  be  recorded 
in  most  patients  in  the  last  trimester  of 
pregnancy  by  employing  external  electrodes 
on  the  maternal  abdomen,  such  tracings  con- 
tain part  of  the  maternal  electrocardiograph- 
ic complex  as  well  (figure  2).  The  maternal 
R waves  are  almost  invariably  of  greater 
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voltage  than  the  fetal  counterpart,  there- 
fore, the  fetal  complex  cannot  be  used  as  a 
threshold  triggering  signal  without  employ- 
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(Fetal  R Wave) 

i 
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t 
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RATE 

and 

CIRCUIT 
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Figui-e  1.  Block  diagram  of  fetal  heart  monitor. 


3 Seconds 
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Figure  2.  Fetal  electrocardiogram  employing  maternal 
abdominal  leads.  Small  upright  fetal  R waves  are  visible 
between  larger  mateimal  complexes.  Fetal  heart  rate  is 
120  beats /min. 

ment  of  elaborate  devices  to  cancel  the  ma- 
ternal complex.  However,  Avith  an  electrode 
attached  directly  to  the  fetus,  the  fetal  elec- 
trocardiogram may  be  recorded  as  an  iso- 
lated phenomenon  and  is  then  a suitable  in- 
put signal  for  the  fetal  cardiotachometer 

* Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society,  December  6-7,  1963,  at  Las  Vegas. 

tFrom  the  Departments  of  Obstetrics  and  Gynecology,  In- 
diana University  Medical  Center  and  Marion  County  General 
Hospital.  Indianapolis,  Indiana.  Supported  in  part  by  a grant 
from  the  Marion  County  Heart  Association  and  facilities 
provided  by  Cardiovascular  Clinical  Research  Center,  Grant 
H-6308  from  the  National  Heart  Institute,  USPHS. 
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(figure  3).  The  electrode  in  current  use 
consists  of  a 14  mm  nickel  wound  clip  which 
is  clamped  to  the  presenting  part  of  the 
fetus  after  spontaneous  or  artificial  rupture 
of  the  membranes. 


i 295 

Fig^ure  3.  Fetal  electrocardiogram  from  a direct  lead 
on  the  fetal  scalp.  No  maternal  electrocardiographic  com- 
plex is  seen.  Fetal  heart  rate  is  120  beats/min. 


For  more  precise  determination  of  rela- 
tionship of  fetal  heart  rate  to  uterine  con- 
tractions, the  method  of  Alvarez  and  Cal- 
deyro-Barcia  has  been  used  to  record  simul- 
taneous intrauterine  pressure  in  many  pa- 
tients.^ 


RESULTS 

Employment  of  the  above  technique  of 
fetal  heart  rate  recording  in  a variety  of 
clinical  conditions  during  the  past  three 
years  has  resulted  in  many  interesting  ob- 
servations. Rather  than  a summary  of  our 
total  experiences,  the  material  that  follows 
will  illustrate  individual  obseiwations. 

In  the  usual  labor,  there  is  very  little 
variation  in  fetal  heart  rate.  Under  normal 
circumstances,  it  is  unusual  to  see  marked 
alterations  in  fetal  heart  rate  during  the 
first  stage  of  labor.  Occasionally,  transient 


episodes  of  slowing  of  fetal  heart  rate  are 
associated  ^\ith  uterine  contractions  when 
the  cervix  is  partially  dilated  and  engage- 
ment has  occurred.  This  is  thought  to  result 
from  an  increased  fetal  intracranial  pres- 
sure, initiating  an  increased  fetal  vagal  out- 
put with  resultant  temporary  cardiac  slow- 
ing. McLain’s  studies  have  suggested  that 
the  fetal  vagus  assumes  a more  active  role 
as  pregnancy  advances  by  demonstration  of 
increasing  gastrointestinal  motility  with  ad- 
vancing gestational  age.^  In  addition,  fetal 
cardiac  slowing  has  been  demonstrated  after 
application  of  direct  pressure  to  the  fetal 
skull.  Figure  4 illustrates  the  type  of  fetal 
cardiac  slowing  which  might  result  from 
direct  pressure  on  the  fetal  head.  These 
episodes  are  characterized  by  a slight  drop 
in  rate  confined  to  the  period  of  contraction. 
As  labor  advances,  the  fetal  head  is  subject 
to  increasing  pressure  and  more  pronounced 
fetal  cardiac  slowing  may  occur.  Compres- 
sion of  the  fetal  head  in  the  common  outlet 
forceps  maneuver  often  results  in  marked 
fetal  bradycardia  throughout  the  period  of 
compression. 

In  approximately  one  delivery  in  five,  the 
umbilical  cord  is  found  to  be  looped  around 
some  portion  of  the  fetus,  often  the  neck. 
In  these  labors,  marked  variation  in  fetal 
heart  rate  may  be  noted  at  any  stage  of 
labor.  The  pattern  typically  found  accom- 
panying this  condition  is  one  of  a rapid 
fall  in  heart  rate  at  or  shortly  after  the  on- 
set of  a uterine  contraction  with  rapid  re- 


Figrure  4.  Dark  horizontal  lines  represent  periods  of  uterine  contraction.  Mild  transient  braycardia  is 
noted  with  three  contractions. 
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covery  to  the  preconti-action  rate  by  the  time 
intrauterine  pressure  returns  to  noiTnal.  It 
is  thought  that  mild  stretching  of  the  cord 
or  light  compression  of  a degree  insufficient 
to  markedly  obstruct  flow  of  oxygenated 
blood  to  the  fetus  initiates  the  afferent  por- 
tion of  a reflex  arc.  The  vagus  nerve  again 
forms  the  efferent  output  with  resultant 
temporary  slowing  of  the  fetal  heart  rate. 
Fetal  heart  slowing  of  this  pattern  may 
often  be  abolished  by  maternal  administra- 
tion of  atropine  with  subsequent  passage  of 
the  drug  into  the  fetal  blood  stream.  Aboli- 
tion or  suppression  of  fetal  vagal  activity 
occurs  and  the  transient  periods  of  brady- 
cardia associated  with  uterine  contractions 
are  attenuated  or  eliminated.  It  seems  un- 
likely that  a disturbance  of  fetal  oxygena- 
tion plays  a role  in  the  transient  brady- 


relative  hypoxia  may  result  in  fetal  cardiac 
arrest.2 

Utilizing  a similar  method  of  continuous 
monitoring  of  fetal  heart  rate,  Hon  has  de- 
scribed a maneuver  intended  to  temporarily 
compress  an  abnormally  located  umbilical 
cord. 3 This  consists  of  applying  firm  fun- 
dal  pressure  with  one  hand  while  the  other 
moves  the  presenting  part  toward  all  por- 
tions of  the  pelvic  brim  by  pressure  through 
the  lower  abdominal  and  uterine  wall.  Fig- 
ures 6 and  7 illustrate  the  effect  of  brief  and 
prolonged  abdominal  pressure  on  fetal  heart 
rate.  Care  must  be  taken  not  to  compress 
the  fetal  head  between  the  fingers  and 
thumb  of  the  examining  hand,  since  direct 
compression  of  the  fetal  skull  may  cause 
bradycardia  in  itself. 
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Figure  5.  Continuous  recording  of  fetal  heart  rate  and  intrauterine  pres- 
sure in  the  first  stage  of  labor.  Although  prominent  episodes  of  fetal  brady- 
cardia coincide  with  uterine  contractions,  fetal  heart  rate  has  returned  to 
precontraction  values  at  the  termination  of  contractions.  Fifty  minutes 
after  this  recording  segment,  a 2830  gm  female  infant,  Apgar  10,  was  spon- 
taneously delivered.  A loop  of  umbilical  cord  loosely  encircled  the  infant’s  neck. 


cardia  in  these  instances.  Figure  5 repre- 
sents a characteristic  tracing  of  fetal  heart 
rate  and  intrauterine  pressure  in  a labor  in 
which  the  only  detectable  abnormality  was 
a loop  of  cord  loosely  encircling  the  fetal 
neck  at  the  time  of  delivery.  Although  ob- 
servations of  this  phenomenon  in  several 
labors  which  resulted  in  apparently  normal 
infants  suggest  this  pattern  to  be  innocu- 
ous, a single  observation  previously  report- 
ed raises  the  possibility  that  repeated  stimu- 
lation of  the  fetal  vagus  nerve  coupled  with 


More  severe  degrees  of  cord  compression 
may  result  in  a different  pattern  of  change 
in  fetal  heart  rate.  Bradycardia  may  again 
be  noted  with  a distinct  relationship  to  uter- 
ine contractions.  However,  the  onset  of 
bradycardia  may  be  delayed  rather  than  co- 
incident with  the  onset  of  uterine  contrac- 
tions and  recovery  to  the  precontraction  rate 
is  often  delayed  beyond  return  of  intra- 
uterine pressure  to  interval  level.  It  seems 
likely  that  in  such  circumstances,  a decreased 
flow  of  oxygenated  blood  to  the  fetus  is  re- 
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Abdominal  Palpation 


Fi^re  6.  Fetal  bradycardia  resulting  from  abdominal  palpation  to  deter- 
mine fetal  position  and  presentation. 
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Figure  7.  Same  patient  as  figure  6.  Prolonged  episode  of  fetal  bradycardia  during  amniocentesis.  Five 
hours  after  this  recording  segment,  a 3030  gm  male  delivered  spontaneously.  The  Apgar  score  was  10  and  one 
loop  of  cord  tightly  encircled  the  infant’s  neck. 


sponsible  for  the  depression  of  fetal  heart 
rate.  Figure  8 illustrates  the  pattern  of 
bradycardia  obtained  when  severe  cord  com- 
pression is  present. 

In  addition  to  cord  complications,  abnorm- 
alities of  uterine  contraction  patterns  may 
also  be  responsible  for  changes  in  fetal 
heart  rate.  IMarked  changes  in  placental 
hemodynamics  occur  with  the  rise  in  intra- 
uterine pressure  accompanying  a normal 


uterine  contraction.  When  contractions  oc- 
cur abnormally  frequently,  disturbances  in 
the  rate  of  flow  of  oxygenated  blood  through 
the  intervillous  space  may  result.  Such  ab- 
normal contraction  pattern  may  occur  spon- 
taneous! jq  (figure  9),  or  may  be  induced  by 
injudicious  use  of  oxytocic  agents. 

To  better  understand  abnormal  fetal  car- 
diac rate  patterns,  a wider  understanding 
of  naturally  occurring  phenomenon  is  neces- 


Figure  8.  Horizontal  dark  lines  indicate  periods  of  uterine  contraction. 
Flexed  breech  presentation  with  umbilical  cord  palpated  next  to  fetal  buttocks. 
Note  delay  in  return  of  fetal  heart  rate  to  precontraction  levels.  Nine  hours 
after  this  recording  segment  a 2740  gm  female  delivered  with  manual  assist- 
ance. Apgar  score  was  8. 
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TIME 


# 268 

Figure  9.  Intrauterine  pressure  record  indicates  hypertonic  incoordinate 
myometrial  activity.  Marked  oscillations  in  fetal  heart  rate  are  noted. 


Figure  10.  During  periods  of  patient  sleep,  the  deep  maternal  respirations  are  reflected 
by  small  fluctuations  in  intrauterine  pressure  and  marked  rapid  changes  in  fetal  heart  rate. 
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sary.  Figure  10  illustrates  fetal  cardiac  re- 
sponse to  changes  in  maternal  respiration 
pattern.  The  marked  irregularity  of  the 
fetal  heart  rate  as  determined  by  external 
electrocardiography  or  auscultation  rnight 
be  erroneously  interpreted  as  a fetal  ab- 
normality without  this  demonstration  that 
it  may  accompany  maternal  respiratoiy 
changes  in  normal  pregnancy. 

SUMMARY 

The  degree  to  which  fetal  heart  rate  pat- 
terns may  aid  in  predicting  fetal  outcome 
has  not  yet  been  determined.  It  is  not  only 
necessary  to  examine  a large  number  of  pat- 
terns in  all  labor  stages  in  light  of  the  neo- 
natal course  of  the  infant,  but  gro\rth,  de- 


velopmental, and  behavioral  patterns  of  the 
infant  and  child  will  also  be  determinants  in 
the  success  or  failure  of  this  modality  in  de- 
creasing pregnancy  wastage. 
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“To  the  extent  that  we  are  successful  in  defending  those  prin- 
ciples which  we  know  to  be  sound,  right,  and  just  for  medicine 
— to  that  same  degree  we  will  as  citizens  contribute  to  the  preserva- 
tion of  freedom  throughout  the  entire  pattern  of  American  life. 
Determined  in  our  course,  with  God’s  help,  we  shall  succeed.”  (From 
inaugural  address,  Edward  R.  Annis,  President  of  AMA,  June,  1963). 
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Diuretic  Therapy 

OF  CONGESTIVE  HEART  FAILURE 

Using  Polythiazide* 


The  search  for  an  ideal  oral 
diuretic  agent  continues  with- 
out abate.  As  set  forth  by  R. 
I.  S.  Baylissd  the  ideal  diuretic  should  be 
orally  effective,  potent,  induce  a diuresis  of 
water,  sodium  and  chloride  without  causing 
electrolyte  imbalance,  be  rapidly  active  and 
devoid  of  toxic  effects.  Numerous  new  oral 
diuretic  agents^-®  have  been  studied  over  the 
past  few  years.  None  has  been  reported  to 
have  higher  potency  or  more  prolonged  ac- 
tion than  polythiazide.  This  paper  sum- 
marizes the  results  of  the  administration  of 
polythiazidet  (Renese®**)  to  53  patients  in 
congestive  heart  failure.  Figure  1 shows 
the  structural  formula  of  polythiazide.* 


RICHARD  W.  BOOTH,  MD,  FACC,  FACPf 
Omaha,  Nebraska 


duration  and  a second  group  of  43  patients 
who  were  treated  in  the  outpatient  depart- 
ment receiving  the  drug  for  maintenance 
therapy  for  as  long  as  seven  months.  The 
10  inpatients  consisted  of  three  individuals 
with  rheumatic  heart  disease,  three  with 
cor  pulmonale,  two  with  hypertensive  car- 
diovascular disease  and  two  with  heart  dis- 
ease of  unknown  etiology,  all  of  whom  were 
in  moderately  severe  to  severe  congestive 
failure  on  admission.  These  patients  were 


METHODS  AND  MATERIALS 

The  patients  to  be  reported  are  divided 
into  two  groups.  Ten  of  the  individuals 
were  inpatients  who  were  studied  inten- 
sively with  control  periods  and  periods  of 
drug  administration  of  five  or  six  days’ 

tSnppIied  by  Charles  Pfizer  & Co.,  Inc.,  as  P-2525  (2-methyl-3, 
4-dihydro  3-  (2',  2’,  2’  — trifIuoroethyIthiomethyl)-6-chloro-7- 
sulfamyl-l,  2,  4-benzothiadiazine). 

‘♦Renese  is  the  registered  trademark  of  the  Charles  Pfizer 
& Co.,  Inc.,  for  their  brand  of  polythiazide. 


treated  with  polythiazide  in  the  dosage  of 
either  2 or  4 mg  per  day  for  periods  rang- 
ing from  five  to  nine  days  with  the  control 
periods  usually  preceding  drug  administra- 
tion for  two  or  three  days  or  in  some  cases 

♦From  the  Departments  of  Medicine,  Ohio  State  University 
Hospital,  Columbus,  Ohio,  and  Creighton  University,  Omahi 
Nebraska. 

fBooth,  Richard  W.,  formerly  Assistant  Professor  of  Medi- 
cine, Ohio  State  University,  Columbus,  Ohio.  Presently  Asso- 
ciate Professor  of  Internal  Medicine  and  Director  of  the  Cardiac 
La^ratory,  Creighton  University  School  of  Medicine,  Omaha, 
Nebraska. 
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in  which  the  individual  was  critically  ill,  the 
control  periods  were  obtained  for  three  or 
four  days  following  cessation  of  drug  ther- 
apy. The  patients  w ere  weighed  daily, 
urinary  outputs  were  calculated  and  daily 
blood  urea  nitrogens  and  urinary  potassium 
and  sodium  were  obtained  together  with 
serum  electrolytes  during  both  the  control 
and  diuretic  periods.  In  addition,  routine 
hemograms,  urinalyses,  uric  acid  determina- 
tions, liver  function  studies,  platelet  counts 
and  serum  transaminases  were  obtained  be- 
fore and  after  therapy. 

The  outpatient  group  consisted  of  43  pa- 
tients, nine  with  rheumatic  heart  disease, 
three  with  cor  pulmonale,  11  with  hyper- 
tensive cardiovascular  disease,  14  with  ar- 
teriosclerotic heart  disease,  one  congenital 
and  five  individuals  with  heart  disease  of 
undetermined  etiology.  These  individuals 


received  either  2 or  4 mg  of  polythiazide,  de- 
pending upon  the  severity  of  failure,  for 
periods  ranging  from  four  weeks  to  as  long 
as  seven  months.  These  patients  were  seen 
as  often  as  necessary  for  the  control  of  fail- 
ure, but  on  the  average  of  once  a month. 
Serum  electrolytes  were  drawn  at  each  clinic 
visit  and  uric  acid  determinations  were  done 
before  the  institution  of  therapy  and  at  the 
end  of  the  therapeutic  period.  Blood  urea 
nitrogens  were  determined  as  well  as  routine 
hemograms  and  urinalyses.  All  of  the  pa- 
tients in  the  outpatient  series  had  been  on 
diuretic  therapy,  usually  chlorothiazide,  but 
in  some  instances,  mercuhydrin.  All  were 
on  low  salt  diets  as  well  as  maintenance  digi- 
talis therapy. 

In  both  groups,  supplemental  potassium 
therapy  was  not  used  unless  overt  potassium 
depletion  occurred. 
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Figure  2.  — -A  typical  diuretic  response  obtained  on  an  in-patient. 
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Figure  3.  — A typical  diuretic  response  obtained  on  an  in-patient. 


RESULTS 

Inpatient  group:  A satisfactory  diuresis 
was  obtained  in  nine  out  of  the  10  inpatients. 
The  diuresis  was  characterized  as  excellent 
in  one  patient,  good  in  six,  fair  in  two  and 
poor  in  one.  By  good  response  it  is  meant 
that  the  individual  had  a definite  diuresis 
and  lost  all  the  signs  of  congestive  failure. 
A fair  response  was  one  in  which  a satis- 
factory diuresis  was  obtained  but  the  pa- 
tient was  left  with  some  of  the  symptoms  or 
signs  of  congestive  failure.  A poor  response 
indicated  that  no  improvement  or  actual  de- 
terioration was  seen.  The  one  poor  response 
later  lost  21  pounds  with  mercurial  therapy. 

During  the  diuretic  period,  the  patients 


lost  an  average  of  11 1/2  pounds  with  a range 
of  five  to  31  pounds  with  no  one  gaining 
weight  during  the  therapeutic  period.  Fig- 
ures 2 and  3 show  a typical  diuretic  response 
obtained  in  the  inpatients.  Table  1 shows 
the  diuretic  response  to  an  initial  dose  of 
polythiazide  both  as  to  urine  volume  (range 
1030  to  7260  ml),  urine  potassium  (range 
42  to  110  mEq)  excretion  in  mEq  per  24 
hours,  and  urine  sodium  excretion  (range  49 
to  335  mEq)  in  mEq  per  24  hours.  The  av- 
erage control  is  compared  to  the  maximal 
excretion  of  potassium  and  sodium  in  the 
drug  administration  period.  In  all  of  the 
individuals  studied,  the  diuresis  was  a 
prompt  one  and  the  highest  levels  of  sodium 
and  potassium  recorded  in  the  urine  were 
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Table  1 


a\t:rage  diuretic  response  to  polythiazide 

OF  IN-PATIENT  GROUP 


Urine  Urine  Urine 

Volume  Potassium  Sodium 


in  mL/24 
hrs 

in  mEq/24 
hrs 

in  mEq/24 
hrs 

Na/K 

Ratio 

Average  Control 

(per  24  hours) 

940 

44 

22.7 

— 

Average  maximal  24-hour 
excretion  during  drug 
period 

-__2,391 

79.6 

169 

4.2/1 

usually  -within  24  to  48  hours.  The  lowest 
increase  in  urinary  output  obtained  in  any 
one  patient  was  approximately  300  cc  in- 
crease in  a patient  who  finally  sustained  a 
nine  pound  weight  loss  and  was  character- 
ized as  having  a good  result.  The  serum  so- 
dium and  potassium  remained  essentially 
unchanged  in  all  of  the  inpatients  during 
both  control  and  drug  periods.  There  was 
depression  of  the  chloride  in  one  patient  to 
78  mEq  liter,  but  this  followed  a very 
marked  diuresis  of  31  pounds.  This  was 
corrected  successfully  with  ammonium  chlo- 
ride. There  was  a rise  in  the  blood  urea 
nitrogen  in  two  individuals  from  12  to  30 
mg  per  100  cc  in  one  case,  and  14  to  53 
mg  in  another  case,  both  returning  to  nor- 
mal levels  following  cessation  of  therapy. 
Following  the  diuretic  period  the  latter  pa- 
tient was  restarted  on  the  drug  without  an- 
other rise  in  blood  urea  nitrogen.  The  uric 
acid  rose  in  six  of  the  10  inpatients  and  one 
individual  developed  digitalis  intoxication 
without  obvious  plasma  hypokalemia. 

Outpatient  group:  The  43  outpatients 

studied  were  characterized  as  having  a good, 
fair,  or  poor  response,  depending  upon 
whether  the  regimen  utilizing  polythiazide 
was  superior  to,  equal  to,  or  poorer  than  the 
previously  utilized  regimen  or  that  regimen 
used  subsequent  to  the  administration  of 
polythiazide.  Seventeen  cases  fell  in  the 
good  categoiy,  21  in  the  fair,  three  in  the 
poor  and  there  were  two  individuals  who 
had  not  been  in  congestive  failure.  The 
group  characterized  as  good  lost  an  average 
of  7.6  pounds  over  the  period  of  weeks  to 
months  in  which  they  were  studied.  The 
fair  group  stayed  essentially  stable  with  a 
net  loss  of  1.1  pounds  and  the  poor  group 


actually  gained  6.7  pounds.  In  the  poor 
group,  one  individual  was  studied  for  five 
months  and  had  a poor  diuretic  response  to 
polythiazide  and  to  other  regimens  utilized. 
One  individual  studied  for  four  weeks  was  a 
definite  failure  on  polythiazide  and  had  a 
satisfactory  response  using  other  diuretics. 
The  third  poor  response  was  an  individual 
with  cor  pulmonale  who  was  studied  for  two 
months  and  proved  refractory  not  only  to 
polythiazide,  but  to  all  other  therapeutic 
regimens. 

The  uric  acid  rose  in  14  of  the  38  patients 
in  whom  uric  acid  determinations  were  done 
before  and  after  therapy.  In  no  individual 
was  there  the  development  of  gout-symptoms 
although  one  patient  had  had  symptoms  of 
gout  on  previous  chlorothiazide  therapy.  An 
upward  trend  of  the  blood  urea  nitrogen  was 
noted  in  eight  patients  but  in  none  was  it 
sufficient  to  cause  discontinuation  of  ther- 
apy. In  four  individuals  there  was  a depres- 
sion in  the  chloride  at  one  time  during  ther- 
apy which  was  easily  handled  with  ammon- 
ium chloride.  Four  individuals  had  depres- 
sion in  potassium  and  one  developed  digi- 
talis intoxication  concomitantly.  All  of  the 
hypokalemias  were  handled  with  the  addition 
of  oral  potassium. 

As  additional  side  effects,  nausea  was 
noted  in  three  patients,  pruritus  in  one  and 
dizziness  in  two.  One  of  the  individuals 
with  dizziness  was  found  to  have  ortho- 
static hypotension  as  well  as  a sensitive 
carotid  sinus  which  perhaps  was  triggered 
in  part  by  a successful  diuresis  with  poly- 
thiazide. One  individual  had  an  accentua- 
tion of  glycosuria  during  therapy. 
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DISCUSSION 

Polythiazide  has  been  demonstrated  to  be 
an  extremely  potent  oral  diuretic  substance. 
On  the  basis  of  milligram  for  milligram 
comparison  with  chlorothiazide,  polythia- 
zide has  been  found  to  be  roughly  500  times 
as  potent.  According  to  Ford,®  4 mg  of 
polythiazide  is  equal  in  naturetic  potency 
to  more  than  2 ml  of  meralluride  which  in 
turn  is  equal  to  roughly  2000  mg  of  chloro- 
thiazide. 

The  duration  of  action  following  admin- 
istration of  polythiazide  according  to  Ford® 
is  at  least  36  hours. 

A very  favorable  sodium  to  potassium  in- 
crease in  excretion  in  a ratio  of  4.2  to  1 
was  noted  in  our  studies. 

Polythiazide  seemed  to  retain  its  diuretic 
potency  even  after  months  of  continuous  use. 
Toxic  reactions  were  infrequent  and  not 
severe. 

It  is  our  feeling  on  the  basis  of  these 
studies  that  polythiazide  is  a potent  oral 
diuretic  with  low  toxicity  and  prolonged  ac- 
tion and  is,  hence,  one  of  the  most  effective 
oral  diuretics  currently  available. 

SUMMARY 

Polythiazide  was  studied  in  10  inpatients 
and  43  outpatients  for  as  long  as  seven 
months.  Nine  of  the  10  inpatients  obtained 
a satisfactory  diuresis  with  satisfactory  so- 
dium excretion  and  no  instance  of  marked 
potassium  depletion.  In  the  43  outpatients 
there  were  only  three  definite  failures,  two 


of  which  were  individuals  with  refractory 
heart  failure. 

Seventeen  patients  actually  did  better  on 
polythiazide  than  on  previous  regimens  util- 
izing chlorothiazide  or  mercuhydrin,  or  both. 
The  instances  of  toxicity  in  the  outpatient 
group  were  of  low  magnitude  and  rarely  of 
degree  sufficient  to  cause  discontinuation  of 
therapy.  Hypokalemia  was  found  in  only 
four  individuals  and  was  handled  success- 
fully with  potassium  therapy. 
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Bronchography 

AS  A PRE-BRONCHOSCOPY  PROCEDURE* 


This  report  is  based  on  an 
analysis  of  a clinical  study  per- 
formed during  a two  year  period 
on  the  Creighton  Surgical  Teaching  Seiwices 
at  the  Creighton  Memorial  St.  Joseph’s  Hos- 
pital and  the  Douglas  County  Hospital.  The 
investigation  was  prompted  by  our  general 
dissatisfaction  with  bronchogi’aphic  demon- 
strations attempted  by  translaryngeal  cath- 
eterization techniques.  It  received  added 
impetus  in  our  frequent  inability  to  do  fruit- 
ful bronchoscopy,  particularly  in  terms  of 
reaching  a specific  diagnosis.  Lastly,  we 
were  anxious  to  challenge  the  habit  pattern 
of  the  bronchoscopy-bronchography-thora- 
cotomy triad  so  commonly  employed. 

Although  we  were  primarily  interested  in 
improving  our  bronchograms  and  the  pro- 
ductiveness of  our  bronchoscopy,  additional 
questions  were  raised.  For  instance,  would 
pre-bronchoscopy  bronchogram  make  endo- 
scopy unnecessary  at  times?  A corollaiy  to 
this  thought  is  that  by  our  technique  and  in 
our  hands  bronchography  is  less  of  a diag- 
nostic procedure  for  all  concerned  than  bron- 
choscopy. Lastly,  are  the  almost  “routine” 
use  of  fluoroscopy  and  elaborate  positioning 
efforts  necessary  to  obtain  excellent  broncho- 
gi-ams  ? 

HISTORICAL  DATA 

Bronchography  with  contrast  materials 
was  first  performed  by  Chevalier  Jackson* 
in  1907,  when  he  insufflated  a bismuth  com- 
pound through  a bronchoscope.  In  the  ensu- 
ing 20  years,  a large  number  of  articles  ap- 
peared in  the  literature  describing  a multi- 
tude of  radio-opaque  materials  and  a gi*eat 
number  of  variations  in  the  technique  of  ad- 
ministration of  anesthesia  and  dye.  These 
are  well  summarized  in  recent  publica- 
tions.i’  2. 4. 6, 11. 14-17  Only  a few  of  these  tech- 
niques have  survived  the  test  of  time.  Di- 
onosil,  since  its  introduction  by  Don*  in  1952, 
has  gained  widespread  acceptance  in  this 
country.  At  the  moment,  most  of  the  con- 
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troversj’  with  regard  to  radio-opaque  agents 
seems  to  be  whether  one  should  use  oily  or 
aqueous  dionosil."-  ® Prior  to  this  time, 
iodized  poppy  seed  oil  (Lipiodol)  had  become 
the  most  popular  agent  after  its  introduction 
in  1922.12 

The  transceiwical  method  of  bronchog- 
raphy was  introduced  in  1922.^2  This  has 
been  used  more  in  the  European  clinics  than 
in  the  United  States.^®  It  has  been  most 
popular  with  surgeons,  radiologists  and 
chest  physicians.  A recent  limited  survey 
seems  to  indicate  that  the  use  of  a nasal 
catheter  is  the  most  commonly  employed 
method  of  instilling  radio-opaque  material 
for  the  study  of  the  tracheobronchial  tree.i* 

MATERIALS  AND  METHODS 

The  patient  material  studied  was  taken 
from  the  Creighton  Surgical  Teaching  Serv- 
ices at  the  Creighton  Memorial  St.  Joseph 
Hospital  and  Douglas  County  Hospital.  It 
represents  the  last  50  consecutive  individuals 
considered  candidates  for  diagnostic  bron- 
choscopy. Uncooperative  adults  and  chil- 
dren in  whom  general  anesthesia  was  to  be 
employed  for  bronchoscopy  were  eliminated 
from  the  study.  Patients  admitted  for  tu- 
berculosis surgery,  who  had  had  recent 
bronchoscopy  and  bronchography  in  their 
work-up,  were  also  excluded.  Further,  there 
was  some  selection  of  patients  in  that  all  of 
them  were  under  the  direct  care  of  our  sur- 
gical residency  staff.  All  patients  during 
this  period  of  time  suspected  of  having  for- 
eign body  problems  were  referred  to  the 
otolaryngology'  service.  The  study  extends 
over  the  past  two  years. 

♦From  the  Departments  of  Surgerj-  and  Radiology.  The 
Creighton  University  School  of  Medicine.  Omaha.  Nebraska. 
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The  bronchograms  were  performed  by 
the  transcervical  route.  There  were  only 
minor  variations  from  the  protocol  as  seemed 
indicated  by  the  medical  judgment  of  our 
resident  staff.  All  of  the  bronchograms 
were  performed  by  the  surgery  and  radi- 
ology residents  after  careful  indoctrination 
by  our  teaching  staff.  The  patients  were 
premedicated  in  the  same  manner  that  we 
use  for  bronchoscopy.  Except  for  emer- 
gency bronchography,  they  were  in  a fasting 
state.  A barbiturate  was  administered  two 
hours  prior  to  the  procedure.  One  hour  be- 
fore arriving  in  the  radiology  department, 
an  appropriate  injection  of  a narcotic  and  a 
drying  agent  was  given.  The  middle-aged, 
average-sized,  adult  male  received  100  mg 
of  pentobarbitol  (orally),  12  mg  of  morphine 
sulfate  and  0.3  mg  of  atropine  (parenteral- 
ly).  Drug  dosages  were  adjusted  for  size, 
personality  make-up  and  age.  In  patients 
with  productive  cough,  postural  drainage 
was  used  prior  to  bronchography. 

The  anesthetic  and  the  radio-opaque  ma- 
terial were  administered  with  the  patient  in 
the  sitting  position.  In  the  patient  unable 
to  sit.  X-ray  table  was  inclined  to  45°  with 
the  patient  supine.  The  anterior  cervical 
skin  was  prepared  in  the  usual  way  with  an 
antiseptic  agent.  A small  cutaneous  wheel 
with  1 per  cent  lidocaine  (Xylocaine)  was 
raised  over  the  cricothyroid  membrane  or 
the  second  tracheal  ring.  Subsequently  a 
No.  20  needle  was  used  to  perform  either  a 
laryngeal  or  tracheal  puncture.  The  pa- 
tient was  then  asked  to  inspire  deeply  and 
during  this  act  five  to  eight  cc  of  1 per  cent 
lidocaine  was  quickly  instilled  and  the  needle 
was  withdrawn.  All  laryngeal  or  tracheal 
punctures  were  repeatedly  verified  by  aspir- 
ating air.  About  half  of  the  punctures  were 
performed  in  the  trachea  and  half  through 
the  cricothyroid  membrane  to  afford  us  a 
comparison.  After  a three  minute  delay,  a 
second  puncture  was  performed  using  a short 
No.  18  needle  and  an  additional  two  to  four 
cc  of  1 per  cent  lidocaine  was  dripped  into 
the  lumen  of  the  trachea  to  assure  that  the 
surface  anesthesia  was  effective  in  the  re- 
gion of  the  Carina  and  the  mainstem  bronchi. 
If  a unilateral  bronchogram  was  desired,  the 
patient  was  then  positioned  and  10-15  cc  of 


warmed  aqueous  dionosil  was  injected.  This 
instillation  was  performed  with  the  patient 
breathing  gently  and  done  slowly  over  a 
period  of  about  three  to  six  minutes.  If  bi- 
lateral bronchography  was  desired,  a total  of 
15-25  cc  of  dye  was  used  and  the  patient  was 
kept  in  the  erect  position  or  leaned  slightly 
to  the  left.  Although  an  upper  limit  of  30 
cc  of  dye  was  decreed  at  the  onset  of  this 
study,  never  more  than  25  cc  was  actually 
used.  Subsequently,  the  needle  was  with- 
drawn and  the  usual  X-ray  exposures  were 
obtained.  The  patient  was  then  instructed 
2iot  to  eat  or  drink  for  2 hours.  The  only 
other  positioning  maneuvers  performed  were 
done  early  in  the  study  and  eventually  found 
unnecessary.  Fluoroscopy  to  check  the 
filling  was  used  in  about  one  half  of  the 
cases. 

The  subsequent  bronchoscopy  was  per- 
formed no  sooner  than  24  hours  after  bron- 
chography. These  were  all  performed  by 
surgical  residents  under  the  direct  supervi- 
sion of  the  surgical  staff. 

RESULTS 

The  X-ray  films  and  the  reports  of  flu- 
oroscopy have  been  reviewed  by  our  Depart- 
ment of  Radiology.  The  original  impression 
of  the  roentgenologist  as  read  from  the  plain 
chest  films  prior  to  bronchography  is  re- 
ported in  table  1.  In  those  patients  listed 

Table  1 

X-RAY  DIAGNOSIS  ON  PLAIN  CHEST 


FILMS 

1.  Pulmonary  infiltrate,  persistent 23 

2.  Increased  bronchovascular  markings 10 

3.  Mediastinal  mass 3 

4.  Lung  abscess  2 

5.  Pleural  effusion 2 

6.  Mediastinal  emphysema  and  rib 

fractures  1 

7.  Pneumonectomy,  postoperative  state 

(to  evaluate  stump)  1 

8.  Carcinoma  of  esophagus  (upper  G.I. 

series  plus  PA  of  chest)  (rule  out 
tracheal  involvement)  1 


as  “increased  bronchovascular  markings” 
and  “pleural  effusion,”  there  was  other  clin- 
ical evidence  which  demanded  additional 
investigation.  As  previously  mentioned,  this 
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group  of  patients  was  pre-selected  for  bron- 
chography by  virtue  of  the  fact  that  they 
were  all  considered  candidates  for  diagnostic 
bronchoscopy.  Subsequently,  the  broncho- 
grams  were  reviewed  as  to  technical  quality 
using  the  following  criteria.  Those  thought 
to  be  excellent  were  ones  in  which  there  was 
complete  filling  of  the  desired  segments,  good 
contrast  and  little  or  no  alveolar  filling. 
Films  labeled  adequate  were  satisfactory 
enough  that  no  consideration  was  given  to 
repeating  them.  Most  films  in  this  cate- 
goiy  had  less  than  ideal  contrast  or  a little 
more  alveolar  filling  than  one  likes  to  see. 
A few  of  these  films  demonstrated  slight  mo- 
tion indicative  of  poor  patient  cooperation 
(table  2).  After  the  films  had  been  graded, 
a review  of  the  effect  of  fluoroscopy  was 
made.  It  was  found  that  fluoroscopy  had 
been  used  in  21  patients,  whereas  29  were 
not  fluoroscoped.  There  was  no  detectable 
difference  in  the  quality  of  the  broncho- 
grams  when  they  were  surveyed  with  this 
in  mind.  Lastly,  the  radiologj^  department 
listed  five  visible  complications  of  the  trans- 
cervical  bronchograms  (table  3).  In  addi- 
tion to  this,  pyrexia  followed  bronchography 
in  10  per  cent  (5  cases)  of  the  patients. 
This  was  low-grade,  short  in  duration  and 
always  associated  with  cough  and  alveolar 
filling. 


Table  2 

EVALUATION  OF  TECHNICAL  QUALITY 
OF  THE  BRONCHOGRAMS 


a.  Excellent  30 

b.  Adequate  11 


c.  Unsatisfactory  

Table  3 

COMPLICATIONS  OF  BRONCHOGRAPHY 


(50  CASES) 

1.  Subcutaneous  emphysema 2 

2.  Extravasated  dye  in  the  neck  region 3 

3.  Hematoma  2 

4.  Cellulitis  0 


The  hospital  stay  of  these  patients  was 
then  reviewed  by  the  surgical  staff.  We 
were  first  interested  in  the  procedures  felt 
necessary  in  addition  to  bronchography  to 
establish  the  diagnosis  (table  4).  It  is  in- 


teresting that  bronchography  alone  sufficed 
in  almost  half  the  series  where  the  patients 
would  have  previously  been  subjected  to 
bronchoscopy  as  a prelude  to  this  maneuver. 
This  was  despite  the  fact  that  we  were  most 
cautious  to  not  overlook  a needed  broncho- 
scopy during  this  study.  At  the  conclusion 
of  our  two  year  experience  we  have  expand- 
ed the  indications  for  a transcervical  bron- 
chography to  include  older  children.  Recent- 
ly, three  children  in  the  age  9-11  bracket 
have  been  examined  by  this  technique  with 
good  results  and  no  difficulty.  In  this  age 
group,  where  we  were  able  to  rule  out  the 
presence  of  bronchiectasis,  one  avoids  the 
necessary  general  anesthetic  for  broncho- 
scopy. This  was  true  in  all  of  these  pedi- 
atric cases  who  proved  to  have  sinobron- 
chitis. 


Table  4 

METHODS  USED  TO  ESTABLISH 


A DIAGNOSIS 

1.  Bronchography  alone  24 

2.  Bronchography  and  surgery 2 

3.  Bronchography  and  bronchoscopy 10 

4.  Bronchography,  bronchoscopy, 

and  surgery  7 


With  regard  to  the  question  of  whether 
bronchography  prior  to  bronchoscopy  made 
the  second  procedure  more  productive,  a dif- 
ficult problem  arose.  In  assessing  these  pa- 
tients, we  found  no  objective  yardsticks  with 
which  to  measure.  However,  it  was  the 
opinion  of  the  endoscopist  that  in  15  of  the 
21  bronchoscopies  the  preceding  broncho- 
gram  made  this  maneuver  more  fruitful.  In 
six  of  these  a specific  diagnosis  differing 
from  the  working  diagnosis  prior  to  bron- 
choscopy was  made.  In  the  remaining  15 
the  prebronchoscopic  diagnosis  was  either 
confirmed  or  remained  unchanged. 

ILLUSTRATIVE  CASES 

There  follow  some  examples  of  clinical 
cases  encountered  in  our  re-evaluation  of 
the  bronchoscopy  - bronchography  - thoracot- 
omy triad.  Figure  1 represents  the  AP 
chest  film  of  a 70-year-old  man.  There  is 
a paracardiac  density  on  the  right  with  what 
appears  to  be  an  air  bronchogram  traversing 


272 


Nebraska  S.  M.  J. 


it.  To  substantiate  this  “open  - bronchus’’ 
sign,®  bronchography  was  performed  (fig- 
ure 2)  and  all  segmented  bronchi  are  seen 
to  fill  nicely  in  the  area  of  the  density.  Sub- 
sequent to  this  study,  bronchoscopy  was 
ruled  unnecessary.  At  thoracotomy,  the 
right  middle  lobe  was  removed  and  the  path- 
ologic diagnosis  was  lipoid  granuloma.  This 
bronchographic  study  not  only  obviated  the 
need  for  bronchoscopy,  but  also  made  us  feel 
much  more  comfortable  about  doing  a right 
middle  lobectomy  where  bronchial  cancer 
might  be  present.  As  a matter  of  fact,  many 
roentgenologists  recommend  following  these 
people  with  serial  broncography  when  the 
“open-bronchus”  sign  is  demonstrated.  One 
must  remember,  however,  that  lymphomas 
and  occasional  carcinomas  may  present  with 
an  open  and  unobstructed  segmental  bron- 
chus. 


Figure  1 


Figure  3 is  the  bronchogram  of  a 69-year- 
old  man  who  was  in  an  automobile  accident 
and  suffered  multiple  injuries  and  fractures. 
A previous  chest  film  in  this  patient  had  re- 
vealed mediastinal  emphysema.  An  emer- 
gency bronchogram  was  subsequently  ob- 
tained by  the  transcervical  method  and  no 
fracture  of  major  bronchi  was  encountered. 
Therefore,  the  need  for  bronchoscopy  or 
thoracotomy,  or  both,  was  obviated  in  this 
patient. 

Figure  4 is  a PA  chest  film  of  a 46-year- 
old  woman  with  a large  cavity  in  her  left 


Figure  2 


lung  field.  Bronchography  (figure  5)  in  this 
patient  revealed  not  only  partial  filling  of 
the  large  cavity  with  a demonstration  of  its 
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bronchial  connection,  but  also  a separate  and 
previously  unrecognized  cavity  in  the  an- 
terior segment  of  the  upper  lobe.  It  seems 
obvious  that  bronchoscopy  for  purposes  of 
specific  bacteriologic  studies  and  visualiza- 
tion of  the  bronchi  leading  to  these  areas 
can  subsequently  be  a more  productive  pro- 
cedure. 


Figure  4 


Figure  6 is  the  bronchogram  of  the  78- 
year-old  white  man  with  a large  upper-lobe 
lesion.  The  diagnosis  of  bronchogenic  car- 
cinoma was  made  following  bronchoscopy 
and  the  study  of  a biopsy  and  sputum  speci- 
mens. Subsequently,  the  patient  had  a re- 
section of  the  upper  lobe.  It  is  our  feeling 
that  our  preoperative  bronchoscopy  for  di- 
agnosis and  evaluation  of  the  status  of  the 
Carina,  mainstem  bronchus,  and  lower  lobe 
bronchus  on  the  left  was  more  fruitful  be- 
cause of  the  study  of  these  bronchograms. 


Figure  5 


SUMMARY 

In  50  consecutive  cases  of  patients  with 
chest  problems  in  which  diagnostic  broncho- 
scopy was  indicated,  transcervical  bronchog- 


raphy has  been  performed  as  a preliminary 
study.  As  a result  of  this  bronchography, 
the  need  for  bronchoscopy  was  obviated  in 
a Aiajority  of  the  patients.  Further,  in 
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those  patients  subjected  to  bronschoscopy, 
the  previous  bronchograms  made  this  study 
more  fruitful  in  our  hands.  Lastly,  a sim- 
plified technique  of  bronchogi’aphy  is  de- 
scribed which  has  proven  eminently  satis- 
factoiy  in  our  hands. 
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“The  psychoanalyst  interprets  everything  in  terms  of  sex.  A 
woman  who  suffered  from  dizziness  when  looking  down  from  great 
heights  was  told  that  this  was  a repressed  wish  to  fall  from  the 
high  places  of  her  maidenly  virtue  (note  date)  . . .”  (Cowles,  Ed- 
ward S.,  MD:  Religion  and  Medicine  in  the  Church,  page  51,  The 
Macmillan  Company,  New  York,  1925). 
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PRESENT  DAY 

T ympanoplasty* 


INTRODUCTION 

IN  the  period  of  more  than 
a decade  after  the  introduc- 
tion of  tympanoplasty-methods, 
outstanding  progress  has  been  made  in  cer- 
tain phases  of  the  technique.  It  has  been 
demonstrated  definitely  that  it  is  possible 
to  eradicate  chronic  mastoid  disease  and 
restore  an  intact  tympanic  membrane  in  the 
majority  of  cases.  In  other  aspects  of  the 
method  only  limited  progress  has  been 
made,  however,  while  positive  results  have 
not  been  recorded  in  reference  to  one  of 
the  basic  problems  of  tympanoplasty,  that 
of  eustachian  tube  dysfunction.  Some  of 
the  shortcomings  of  previous  reconstructive 
efforts  have  been  overcome  but  others  are 
only  now  being  recognized. 

Repair  of  the  tympanic  perforation 

i\Iuch  progress  has  been  made  in  recent 
years  in  this  phase  of  tymplanoplasty.  To- 
day, the  surgical  repair  of  tympanic  per- 
forations is  a commonplace.  Skin  from  the 
external  auditory  canal,  fascia,  and  vein 
are  most  often  used  as  grafting  materials. 
In  repair  of  the  large  or  total  perforation, 
a combination  of  these  materials,  either  vein 
and  canal  skin,  or  fascia  combined  with  the 
canal  skin,  has  proved  to  be  highly  success- 
ful. In  fact,  the  actual  repair  of  the  per- 
forated ear  drum  is  no  longer  a problem  in 
tympanoplasty. 

Problems  with  the  ossicular  chain 

When  the  ossicular  chain  is  mobile  and 
intact,  near  normal  hearing-levels  are  rou- 
tinely achieved  by  repair  of  tympanic  per- 
forations. While  much  progress  has  been 
made  in  the  use  of  prosthetic  materials  for 
repair  of  the  disrupted  ossicular  chain,  def- 
inite problems  still  exist  under  certain  cir- 
cumstances. 

The  main  defects  encountered  in  discon- 
tinuity of  the  ossicular  chain  are  loss  of  the 
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incudostapedial  joint  (a  common  finding), 
absence  of  the  crura  of  the  stapes  caused  by 
erosion,  loss  of  the  incus,  and  loss  of  the 
malleus.  Some  of  these  defects  can  be  suc- 
cessfully repaired  but  not  all  of  them. 

Repositioning  of  the  incus  is  a successful 
means  for  restoration  of  the  ossicular  chain 
when  an  incudostapedial  joint  defect  exists. 
The  incus  can  be  repositioned  between  the 
long  arm  of  the  malleus  and  the  head  of  the 
stapes  in  order  to  reconstruct  a functional 
chain.  Good  hearing  is  consistently  achieved 
by  this  method. 

When  the  crura  of  the  stapes  have  been 
distorted  or  destroyed  by  disease  and  the 
malleus  remains,  a prosthesis  between  the 
malleus  and  mobile  footplate  has  proved  to 
be  highly  useful  in  consistent  restoration  of 
hearing. 

When  the  malleus  has  been  destroyed  by 
disease  or  removed  because  of  it,  a definite 
problem  exists  in  so  far  as  concerns  pro- 
curement of  good  hearing.  If  the  stapes 
is  intact  and  mobile,  the  type  III  tympano- 
plasty of  Zollner  and  Wullstein  sometimes 
gives  good  results,  although  not  always.  The 
use  of  a plastic  tube,  polyethylene  or  teflon, 
with  an  expanded  end,  between  the  head  of 
the  stapes  and  the  tympanic  membrane  can 
afford  excellent  hearing  results,  but  is  not 
always  efficacious. 

When  the  malleus  and  crura  of  the  stapes 
are  missing,  a similar  prosthesis  may  be 
interposed  between  the  tympanic  mem- 
brane or  graft  and  the  footplate  of  the 
stapes.  Again,  the  hearing  results  are  not 
consistent,  because  of  a common  problem 
associated  with  the  use  of  such  a prosthesis 
— the  final  level  of  the  tympanic  membrane 
after  healing  has  occurred.  This  level  is 
critical  in  the  maintenance  of  optimal  con- 
tacts among  the  prosthesis,  the  tympanic 
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membrane,  and  the  head  or  footplate  of  the 
stapes.  Besides,  the  tubular  prostheses  are 
crude  substitutes  for  the  ideal  prosthesis 
needed  for  permanent  attachment  of  the  ir- 
regular head  and  neck  of  the  stapes  footplate 
to  the  tympanic  membrane.  Thus,  when  the 
malleus  is  lost,  a definite  problem  exists  for 
the  consistent  restoration  of  hearing.  Prog- 
ress has  been  slow,  and  further  study  is  def- 
initely needed. 

Maintenance  of  a functional  middle 
ear  air  space 

The  basic  factors  that  limit  further  prog- 
ress in  tympanoplasty  are  directly  related 
to  the  restoration  or  preservation  of  a func- 
tional lining  membrane  and  adequate  ventila- 
tion of  the  middle  ear  space.  In  regard  to 
the  mucous  membrane  of  the  middle  ear, 
chronic  infection  may  cause  changes  which 
markedly  alter  its  function,  or  invasion  of 
squamous  epithelium  into  the  middle  ear  may 
necessitate  removal  of  the  mucous  mem- 
brane. The  use  of  paraffin  in  the  middle 
ear  after  subtotal  removal  of  mucous  mem- 
brane has  been  successful.  Functional  mu- 
cous membrane  will  grow  from  the  eusta- 
chian  tube  and  round  window  areas  around 
such  a stent  and  afford  a useful  middle  ear 
space  if  the  eustachian  tube  is  functional. 
A functional  closed  middle  ear  space  is  not 
feasible,  however,  with  a nonfunctional 
tube,  and  surgical  correction  of  such  a de- 
ficiency is  rarely  successful.  Thus,  the 
main  obstacle  to  progress  in  restoration  of 
function  in  chronic  suppurative  ear  disease 
may  be  the  difficulty  in  maintenance  of 
eustachian-tube  function.  When  we  con- 
sider that  recurrent  and  chronic  dysfunc- 
tion of  the  eustachian  tube  may  be  the  ma- 
jor factor  in  development  of  chronic  ear  dis- 
ease, the  problem  of  the  tube  as  related  to 
progress  in  techniques  of  tympanoplasty  is 
brought  into  proper  focus. 

Preoperative  diagnosis  before  repair 
of  tympanic  perforation 

Thorough  and  systematic  preoperative 
study  of  the  candidate  for  tympanoplasty  is 
one  aspect  important  to  the  success  or  fail- 
ure of  the  tympanoplasty-procedure.  The 
assessment  of  the  patient  and  evaluation  of 


the  physical  findings  are  definite  factors  in 
the  ultimate  success  or  failure  of  the  proce- 
dure. As  a result  of  this  thorough  exam- 
ination, which  includes  microscopic  examin- 
ation and  palpation  of  the  middle  ear  struc- 
tures, it  is  possible  to  determine  whether 
such  pathological  changes  as  invasion  of 
squamous  epithelium  into  the  middle  ear, 
fixation  of  ossicles  by  tympanosclerosis  or 
other  processes,  loss  of  functional  membrane 
in  the  middle  ear  from  fibrosis,  obvious 
eustachian  tube  dysfunction,  and  cholestea- 
toma exist.  Any  of  these  findings  may  se- 
riously affect  the  outcome  of  the  procedure. 
In  addition,  adequate  hearing  studies  before 
operation  are  mandatory  before  a decision 
is  made  to  select  or  reject  the  patient  as  a 
candidate  for  tympanoplasty. 

Summary 

Outstanding  progress  has  been  made  in 
various  phases  of  tympanoplasty-techniques. 
Especially  noteworthy  are  tympanic  graft- 
ing, repair  of  some  of  the  defects  of  the  os- 
sicular chain,  and  methods  to  aid  in  the  re- 
generation of  a functional  membrane  lining 
in  the  middle  ear.  Prosthetic  methods  in 
patients  with  certain  other  ossicular  defects 
leave  much  to  be  desired.  Dysfunction  of  the 
eustachian  tube  is  the  great  obstacle  in  the 
path  of  progress  in  tympanoplasty.  The  im- 
portance of  a thorough  preoperative  study 
to  determine  a patient’s  suitability  needs  fur- 
ther emphasis. 
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SPECIAL  ARTICLE  : 


Timed-Release  Tablets 

DEMONSTRATION  OF  MECHANISM 
IN  HUMAN  SUBJECTS 


The  sustained-release  praperties 
of  phenylpropanolamine  contained 
in  a series  of  timed-release  tablets 
were  evaluated  by  conducting  urin- 
ai'y  excretion  studies.  The  mean 
rate  of  excretion  after  a unit  dose 
of  unprocessed  drug  followed  by  a 
second  similar  dose  after  four  hours 
was  used  as  a basis  of  comparison 
for  six  different  timed-release  dos- 
age forms.  Excretion  of  phenyl- 
propanolamine was  similar  in  all 
cases. 

TRIAMIXIC*  is  an  orally  active 
nasal  decongestant  consisting  of 
two  antihistamines  and  a sjTn- 
pathomimetic  amine.  It  has  long  been  used 
in  the  symptomatic  treatment  of  nasal  con- 
gestion which  may  occur  as  a result  of  aller- 
gic or  infectious  disease  of  the  upper  res- 
piratory sj^stem.i-®  The  Triaminic  formula 
is  the  basis  for  a series  of  preparations 
which  contain,  in  addition,  analgesics,  anti- 
pyretics, or  antitussive  agents,  for  sympto- 
matic relief  of  pain,  fever,  and  cough,  asso- 
ciated with  upper  respiratory  congestion. 

Liquid  dosage  forms  of  Triaminic  are  de- 
signed for  prompt  absorption  and  an  un- 
modified duration  of  effect.  Certain  of  the 
tablets  of  this  nasal  decongestant  are  repeat- 
action  and  contain  two  single  doses,  the  first 
of  which  is  released  promptly  after  ingestion 
of  the  tablet  and  the  second,  approximately 
four  hours  later. 

Each  batch  of  timed-release  tablets  must 
meet  rigid  specifications  of  periodic  disin- 
tegi'ation,  in  vitro,  of  the  medication.  If 
tablets  which  meet  such  specifications  can 
also  be  shown,  in  human  subjects,  to  release 
medication  according  to  the  desired  schedule, 

•Triaminic  is  the  trademark  of  Dorsey  Laboratories  for  a 
combination  of  pyrilamine  maleate.  pheniramine  maleate.  and 
phenylpropanolamine  hydrochloride  in  a ratio  of  1 :1 :2,  respec- 
tively. the  quantities  depending  upon  the  dosage  form. 
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then  the  laboratory  specifications  serve  as  a 
valid  basis  for  quality  control  of  future 
batches. 

The  objective  of  the  present  study  was  to 
determine  whether  medication  from  repeat- 
action  tablets  of  Triaminic,  which  had 
passed  laboratory  specifications  for  disin- 
tegration in  the  test  tube,  was  released  in  a 
manner  similar  to  its  release  from  two 
single  doses  of  Triaminic  formulation  ad- 
ministered in  modified  form  four  hours 
apart.  The  procedure  which  we  used  to  de- 
termine the  release  rates  of  medication  was 
assay  of  the  urinary  excretion  of  phenyl- 
propanolamine. 

MATERIAL  AND  METHOD 

Ten  subjects,  ranging  in  age  from  18  to 
36  years,  participated  in  each  of  a series  of 
eight  determinations.  All  subjects  were  in 
good  health  and  engaged  in  their  normal 
activities  as  students,  housewives,  and  office 
and  laboratory  personnel. 

On  March  16,  1963,  and  every  second  Sat- 
urday until  the  series  of  tests  was  completed, 
one  of  six  different  types  of  Triaminic-con- 
taining,  repeat-action  tablets  or  a control 
medication  ( unprocessed  phenylpropanola- 
mine in  gelatin  capsules)  was  studied.  In 
the  case  of  the  two  positive  controls.  Series 
Xo.  1 and  Series  Xo.  5,  a single  capsule  was 
taken  at  the  beginning  of  the  test  period 
and  repeated  after  four  hours.  All  other 
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medication  was  administered  as  a single 
dose  at  the  beginning  of  the  test  period. 
Certain  tablets,  designed  for  adult  use,  con- 
tain a full  adult  dose  in  the  outer  portion  and 
another  single  dose  in  the  core  designed  for 
release  four  hours  later.  With  these  prep- 
arations, the  dose  was  one  tablet.  When  the 
“Juvelets”  or  “Tussagesic  Tablets”  were 
tested,  the  single  dose  was  two  tablets,  since 
only  one-half  the  usual  adult  dose  is  con- 
tained in  each  portion  of  these  tablets. 

Each  of  the  10  subjects  was  instructed  to 
collect  all  urine  voided  in  the  36-hour  period 
during  which  each  of  the  test  medications 
was  taken  and  to  deliver  it  to  the  labora- 
tory the  morning  after  the  collection  was 
completed.  Wide  mouth  glass  bottles  with 
plastic  screw  caps  were  provided  for  this 
purpose,  along  with  a typed  schedule  of  spe- 
cific times  for  collection  of  specimens.  Each 
bottle  contained  approximately  one  gm  so- 
dium fluoride  as  a preservative. 

The  spectrophotometric  method  of  assay 
for  phenylpropanolamine  of  Heimlich,  Mac- 
Donnell,  Flanagan  and  O’Brien'^  was  used. 

PRODUCTS  TESTED 

The  six  types  of  repeat-action  tablets  test- 
ed and  the  formula  for  each  are  listed  be- 
low : 


MSC-Triaminic  Timed-Release  Tablets* 

Triaminic*  100  mg 

Methscopolamine  nitrate 4 mg 

Triaminic-HC  (Timed-Release)* 

Triaminic*  100  mg 

Hydrocortisone 10  mg 

Triaminic  Juvelets  (Timed-Release)* 

Triaminic*  50  mg 

Triaminic  Tablets  (Timed-Release)* 

Phenylpropanolamine  hydrochloride  _ 50  mg 

Pheniramine  maleate 25  mg 

Pyrilamine  maleate  25  mg 

Tussagesic  Tablets  (Timed-Release)* 

Triaminic*  50  mg 

Dextromethorphan  hydrochloride 30  mg 

Terpin  hydrate  180  mg 

Acetaminophen  325  mg 

Tussaminic  Tablets  (Timed-Release)* 

Triaminic*  100  mg 

Dextromethorphan  hydrobromide 30  mg 

Terpin  hydrate  300  mg 


♦Trademarks  of  Dorsey  Laboratories,  Lincoln,  Nebraska 

Urinary  excretion  of  phenylpropanolamine 
in  this  group  of  10  subjects  following  ad- 
ministration four  hours  apart  of  two  single 
doses  of  unprocessed  or  unmodified  phenyl- 
propanolamine was  similar  in  both  control 
periods.  The  excretion  pattern  following 
single  doses  of  each  of  six  types  of  timed- 
release  drugs  paralleled  those  of  the  two 
positive  control  series.  In  Table  One,  the 
mean  excretion  levels  are  given,  in  milli- 
grams, both  for  the  positive  control  series 
and  for  the  timed-release  drugs  listed  in  al- 


Table  1 

EXCRETION  OF  PHENYLPROPANOLAMINE(Milligrams) : 
MEAN  OF  TEN  SUBJECTS 


—1Y2  to  0 Hr.  0-2  Hr.  2-4  Hr.  4-6  Hr.  6-8  Hr.  8-12  Hr.  12-24  Hr.  24-36  Hr.  Total 


Positive  Control  (two 
doses  of  phenylpropanola- 


mine  hydrochloride) 

0.23 

4.28 

5.01 

6.12 

7.02 

8.08 

7.94 

1.06 

39.51 

Second  Positive  Control 

0.18 

5.37 

5.33 

6.96 

6.55 

8.85 

6.89 

2.06 

42.01 

MSC  Triaminic 
(single  dose)  

0.01 

5.48 

5.35 

6.72 

7.66 

10.16 

5.77 

0.76 

41.90 

Triaminic-HC 

(single  dose)  

0.09 

4.43 

5.48 

6.65 

6.08 

7.41 

7.42 

2.97 

40.44 

Triaminic  Juvelets 
(single  dose)  

0.03 

3.51 

6.27 

4.94 

5.10 

7.85 

7.91 

2.21 

37.79 

Triaminic  Tablets 
(single  dose) 

0.09 

4.64 

6.93 

5.66 

4.86 

7.91 

8.77 

1.74 

40.51 

Tussagesic  Tablets 
(single  dose)  

0.11 

3.35 

6.46 

6.28 

6.30 

7.10 

7.35 

1.73 

38.57 

Tussaminic  Tablets 
(single  dose) 

0.11 

5.45 

7.06 

7.70 

6.40 

6.48 

8.35 

2.02 

43.46 
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Figure  1 
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Figure  3 
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Figure  4 
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phabetical  order.  The  similarity  of  excre- 
tion patterns  can  be  seen  more  readily  in 
Figs.  1 to  6.  In  each  of  these  figures  the 
mean  excretion  for  one  of  the  timed-release 
tablets  is  plotted  against  the  two  positive 
control  excretion  patterns.  The  urinary  ex- 
cretion data  confirm  the  validity  of  excre- 
tion of  phenylpropanolamine  as  an  index  to 
absorption  of  medication  from  the  two  por- 
tions of  the  timed-release  tablet.  These 
studies  also  confirm  the  belief  that  medica- 
tion is  released  from  each  of  the  six  types 
of  timed-release  tablets  in  a manner  similar 
to  that  in  which  it  would  be  released  if  sin- 
gle doses  of  the  unprocessed  medication  were 
given  four  hours  apart. 

CONCLUSIONS 

Medication  is  released  in  human  beings 
from  six  types  of  timed-release  tablets 
(MSC-Triaminic,  Triaminic-HC,  Triaminic 
Juvelets,  Triaminic  Tablets,  Tussagesic  Tab- 
lets, and  Tussaminic  Tablets)  as  if  a single 
dose  of  unprocessed  medication  were  ingest- 
ed and  the  dose  repeated  four  hours  later. 
The  literature  has  been  cited  indicating  that 
Triaminic,  an  orally  administered  combina- 


tion of  two  antihistaminic  agents  and  one 
sympathomimetic  amine,  commonly  relieves 
symptoms  of  nasal  congestion.  The  studies 
here  reported  confirm  that  the  timed-release 
dosage  forms  of  Triaminic  and  related  prod- 
ucts release  medication  promptly  and  again 
after  approximately  four  hours. 
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“Quackery  is  as  old  as  time.  It  is  said  the  first  recorded 
prescription  for  a hair  grower  was  that  made  up  for  the  Egyptian 
Queen  Ses,  mother  of  King  Teta,  in  3400  BC.  It  consisted  of  a mix- 
ture of  dog  toes,  date  refuse,  and  asses’  hoofs.  Mixtures  of  1963 
that  claim  to  grow  hair  are  no  more  effective  than  that  concocted 
for  Queen  Ses.”  (AMA  release). 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

^lay  2 — Kearney,  Good  Samaritan  Hos- 
pital 

IMay  16  — Falls  City,  Elks  Club 
June  6 — Norfolk,  Norfolk  State  Hos- 
pital 

June  20  — Grand  Island,  St.  Francis  Hos- 
pital 

THE  THOMPSON,  BRUMM  & KNEPPER 
CLINIC  of  St.  Joseph,  Missouri  announce 
the  fifteenth  annual  Dr.  F.  G.  Thompson, 
Sr.,  Lectureship,  to  be  given  at  8 o’clock 
on  M'ednesday  evening.  May  6th  at  the 
Clinic  Building,  9th  and  Edmond  Sts.  Dr. 
James  C.  White  of  Boston  will  speak  on 
the  following  subject;  Somatic  and  Vis- 
ceral Pain  in  the  Trunk  and  Extremities: 
Evaluation  of  Neurosurgical  Methods  for 
Its  Relief.  The  profession  is  invited  I 

MID-CENTRAL  STATES  ORTHOPAEDIC 
SOCIETY  Meeting  — May  7 to  9,  1964, 
at  Continental  Denver,  Denver,  Colorado. 

AEROSPACE  MEDICAL  ASSOCIATION 
— 35th  Annual  Scientific  Meeting;  May 
11-14,  1964;  Americana  Hotel,  Bal  Har- 
bour, Florida. 

NINTH  ANNUAL  TRAUMA  DAY  — Ne- 
braska Center  for  Continuing  Education, 
33rd  and  Holdrege,  Lincoln,  IMay  11  and 
12,  1964;  conducted  by  University  of  Ne- 
braska College  of  Medicine  in  cooperation 
with  Nebraska  Division,  American  Cancer 
Society,  Nebraska  Committee  on  Trauma, 
American  College  of  Surgeons,  and  Medi- 
cal Education  for  National  Defense,  Offutt 
Air  Force  Base. 

SPRING  SCIENTIFIC  SESSION,  The  Ne- 
braska Heart  Association  — Pawnee  Ho- 
tel, North  Platte;  Saturday,  May  16,  1964, 
8:00  a.m. 

SYMPOSIUM  ON  CLINICAL  ASPECTS 
OF  ACUTE  LEUKEMIA  Meeting  — May 
22,  1964,  at  the  New  York  Hilton  Hotel, 
New  York  City. 


4TH  ANNUAL  POSTGRADUATE  SEM- 
INAR of  Childrens  Hospital,  Omaha,  on 
Infection  and  Immunologj’,  will  be  held  on  ; 
Friday,  May  22,  1964.  Further  infonna- 
tion  may  be  obtained  by  writing  Carol  R. 
Angle,  MD,  Childrens  Hospital,  Omaha, 
Nebraska  68105. 

AMERICAN  PHYSICAL  THERAPY  AS-  ' 
SOCIATION  — 41st  Annual  Conference, 
Denver,  July  5 through  10,  1964,  Denver- 
Hilton  Hotel. 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  — 
Annual  Meeting,  August  24-27,  1964,  Stat- 
ler-Hilton  Hotel,  Boston. 

ANNUAL  WEST-NORTHCENTRAL  CON- 
FERENCE ON  DISEASES  COMMON  TO 
MAN  AND  ANIMALS  — September  11 
and  12;  on  campus  of  University  of  Ne- 
braska College  of  Medicine. 


SPEAKER’S  BUREAU  WORKSHOP 

The  AMA  National  Speaker’s  Bureau 
Workshop  was  held  at  the  Sheraton  Hotel  in 
Chicago  on  April  4th  and  5th  of  this  year. 
Approximately  75  doctors  representing  all 
areas  of  the  United  States  were  in  attend- 
ance. The  progi’am  was  designed  to  increase 
and  broaden  the  Speaker’s  Bureau  personnel 
and  material,  and  also  to  offer  instruction 
in  speaking  technique. 

During  the  first  day  a series  of  lectures 
were  given  by  officials  of  the  American  Medi- 
cal Association  including  President  Edward 
R.  Annis.  Considerable  attention  was  given 
to  the  current  political  problems  which  the 
medical  profession  faces  on  a national  basis. 
Dr.  Blasingame  gave  a very  excellent  discus- 
sion on  the  service  which  the  AIMA  rendei*s 
to  the  public.  After  listening  to  his  discus- 
sion one  certainly  had  a renewed  respect  for 
the  profound  effort  the  association  is  mak- 
ing, particularly  in  an  effort  in  the  area  of 
public  education.  A considerable  amount  of 
stress  Avas  placed  upon  the  obligation  of  all 
physicians  to  engage  in  political  activity  and 
to  lend  their  influence,  cooperation  and  ef- 
fort toward  maintaining  the  free  enterprise 
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system  in  America  keeping  the  government 
from  acquiring  an  increased  control  of  medi- 
cal practice. 

The  second  day  of  the  meeting  consisted 
entirely  in  lectures  and  exercises  designed 
to  improve  public  speaking.  The  Speaker’s 
Service  of  Smith  Kline  and  French  Labora- 
tories provided  the  speech  instructors.  They 
were  excellent  and  very  informative.  Every- 
one present  was  required  to  speak  on  at  least 
two  occasions,  and  then  listen  to  the  com- 
ments and  criticisms  of  his  associates.  These 
exercises  were  very  beneficial. 

This  Speaker’s  Bureau  may  be  an  annual 
affair.  I would  strongly  urge  more  doctors 
in  the  State  to  avail  themselves  of  this  in- 
struction in  the  future.  At  the  present  meet- 
ing only  two  Nebraska  representatives  were 
present.  One  was  Dr.  F.  M.  Nebe  of  Lin- 
coln, and  the  other  one  was  Dr.  Max  Raines 
of  North  Platte.  This  AM  A effort  is  just  one 
additional  means  by  which  modern  medicine 
can  tell  its  story  to  the  public.  I am  sure 
everyone  agrees  that  an  increased  effort  in 
this  regard  should  be  made. 

— Max  M.  Raines,  MD 


Medicare  in  Operation 

Filing  Medicare  Claims — 

In  order  to  process  Medicare  claims  for 
payment,  it  is  extremely  important  that  the 
claim  be  entirely  completed.  Items  1 through 
13  by  the  patient  or  sponsor,  and  14  through 
30  by  the  physician.  This  should  be  done 
at  the  earliest  possible  time,  after  acceptance 
of  the  patient. 

When  an  uncompleted  claim  is  submitted, 
it  has  to  be  returned  to  the  physician,  for  it 
is  his  responsibility  to  see  that  it  has  all  the 
required  information.  This  causes  a delay 
in  the  processing  of  the  claim,  also  the  spon- 
sor may  be  transferred  to  another  duty  sta- 
tion, and  it  may  be  three  to  four  weeks  be- 
fore he  can  be  located.  There  is  also  the 
possibility  that  the  family  may  be  trans- 
ferred overseas.  In  this  case  the  claim  has 
to  be  forwarded  to  Medicare  headquarters, 
this  may  take  another  four  to  five  weeks. 


before  payment  can  be  made.  In  other 
words,  the  physician  may  wait  up  to  six 
months  before  he  obtains  any  payment  for 
the  care  he  has  rendered. 

We  are,  therefore,  asking  that  all  physi- 
cians see  that  the  information  required  from 
the  patient,  be  obtained  at  the  beginning  of 
the  patient’s  care,  and  that  the  physician 
submit  this  claim  as  soon  as  possible  after  his 
services  are  ended.  Medicare  cannot  pay  any 
other  doctor  involved  in  a case,  without  first 
having  the  “attending  physician’s’’  claim. 
Therefore,  it  is  absolutely  necessary  to  have 
this  claim  submitted  promptly,  fully  com- 
pleted, so  that  payment  can  be  allowed. 


THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  has 
recommended  to  Congress  that  moderniza- 
tion of  existing  hospital  facilities,  especially 
in  urban  centers,  be  emphasized  in  the  Hill- 
Burton  hospital  construction  program. 

An  AMA  spokesman  told  the  House  Com- 
merce Committee  that  a 1956  study  indicated 
that  about  one-half  of  the  nation’s  hospitals 
needed  about  $1  billion  worth  of  moderniza- 
tion. 

The  committee  was  considering  a five- 
year  extension  of  the  Hill-Burton  program. 
The  AMA  supported  the  legislation  but  rec- 
ommended changes  in  some  of  its  provisions. 

The  AMA  concurred  with  the  provision 
that  would  combine  the  various  types  of 
chronic  disease  hospitals  and  nursing  homes 
into  one  category  called  “long-term  care  fa- 
cilities.’’ 

The  AMA  also  supported  the  principle  of 
federal  guarantee  of  mortgages  financing 
the  cost  of  construction  or  modernization  of 
a private  nonprofit  hospital  or  other  speci- 
fied medical  facility,  or  proprietary  nursing 
home. 

“The  use  of  the  guaranteed  mortgage 
mechanism  offers  an  incentive  to  local  non- 
profit organizations  to  construct  and  im- 
prove needed  medical  facilities,”  the  AMA 
said. 

The  AMA  opposed  a provision  that  would 
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transfer  to  the  Department  of  Health,  Edu- 
cation and  Welfare  the  Federal  Housing  Ad- 
ministration program  of  insured  loans  for 
construction  of  proprietary  nursing  homes. 

The  AMA  also  testified  that  “diagnostic 
and  treatment  centers”  should  be  deleted 
as  facilities  eligible  to  participate  in  the  Hill- 
Burton  program. 

“There  is  little  evidence  of  demand  for 
these  facilities  since  their  inclusion  in  1954,” 
the  AMA  said.  “Moreover,  the  definition 
of  the  term  ‘diagnostic  or  treatment  center’ 
is  vague  and  confusing.” 

The  AMA  urged  that  the  traditional  local 
determination  of  need  and  local  administra- 
tion of  the  Hill-Burton  program  be  con- 
tinued. 

“The  success  enjoyed  by  the  program  testi- 
fies to  the  effectiveness  of  this  approach,” 
the  AMA  said.  “The  Association  further 
urges  that  area-wide  planning  for  hospitals 
and  related  health  facilities  remain  on  a 
voluntary  basis  ...  It  is  our  belief  that 
the  success  of  each  project  would  be  en- 
hanced if  the  efforts  of  the  local  agency 
and  the  local  medical  society  could  be  joined 
when  planning  the  location  or  improvement 
of  facilities.” 

The  Administration  asked  Congress  to  au- 
thorize a five-year,  $260  million  plan  of  fed- 
edal  aid  designed  to  increase  the  number  of 
nurses  in  the  United  States. 

The  plan  called  for  federal  grants  and 
loans  for  construction  of  nursing  schools 
and  training  of  nurses. 

The  American  Medical  Association  ap- 
proved in  principle  the  construction  provi- 
sion but  opposed  loans  and  scholarships  for 
nursing  students. 

Under  the  Administration  plan,  a total 
of  $110  million  would  be  spent  over  a four- 
year  period  on  grants  to  construct  new 
schools  of  nursing  and  to  replace  and  ex- 
pand existing  schools.  Another  major  fea- 
ture of  the  bill  encompassing  the  plan  calls 
for  spending  $85  million  over  five  years 
on  loans  to  nursing  students.  A “forgive- 


ness feature”  would  apply  to  60  per  cent  of 
the  loan. 

To  improve  nurse  training  and  service, 
project  grants  totaling  $58.8  million  would 
be  allocated  over  five  years  to  public  and 
non-profit  agencies. 

Other  funds  would  be  spent  on  planning 
grants  to  help  states  develop  nursing  pro- 
grams and  a limited  undergraduate  scholar- 
ship program. 

Boisfeuillet  Jones,  Special  Assistant  to  the 
Secretary  of  Health,  Education  and  Wel- 
fare, told  a House  Commerce  Subcommittee 
that  it  was  the  hope  of  the  Aministration 
that  through  passage  of  the  bill  the  total 
number  of  nurses  in  the  country  — present- 
ly estimated  at  550,000  — would  increase  to 
680,000  by  1970. 

The  National  Cancer  Institute  has  sent 
Congress  an  encouraging  report  on  its  battle 
against  leukemia.  It  asked  for  funds  for 
“an  all-out  effort  toward  the  goal  of  a cure.” 

In  testimony  made  public  by  a House  Ap- 
propriations Subcommittee,  Institute  Direc- 
tor Kenneth  M.  Endicott  said  there  had  been 
a great  increase  in  the  number  of  children 
in  which  it  was  possible  to  arrest  the  dis- 
ease, at  least  temporarily. 

He  told  the  Subcommittee  that  improved 
treatments  had  increased  the  remission  rate 
for  children  with  acute  leukemia  to  about 
90  per  cent  and  had  “dramatically  increased 
the  periods  of  their  remissions  and  conse- 
quently their  life  expectancy. 

Dr.  Endicott  said  the  Institute,  an  arm  of 
the  Government’s  National  Institutes  of 
Health,  had  more  than  60  children  in  its 
study  groups  who  had  survived  more  than 
five  years  after  being  treated  with  drugs. 

“Nine  children  out  of  ten  who  come  into 
the  Institute  hospital,  who  are  usually  des- 
perately ill,  go  into  remission,  and  to  all 
intents  and  purposes,  regain  their  health,  go 
back  home,  go  back  to  school  and  so  on,  at 
least  for  a time,”  he  said. 

Subcommittee  members  also  asked  Endi- 
cott about  possible  cancer-causing  elements 
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in  such  foods  as  charcoal  broiled  steaks  and 
potatoes  cooked  in  ashes. 

He  said  several  laboratories  had  found 
cancer-causing  agents  when  fats  were  heat- 
ed to  high  temperatures  and  incompletely 
burned.  Asked  if  people  should  stop  eating 
such  food,  he  said,  “some  might  draw  that 
conclusion.  I am  not  prepared  to  go  that  far 
yet.” 

Food  and  Drug  Commissioner  George  P. 
Larrick  hailed  a federal  court  decision 
against  promotional  claims  for  vitamins  and 
other  food  supplements  as  a landmark  in 
the  history  of  efforts  against  nutritional  mis- 
information. 

The  Federal  District  Court  ruled  false 
many  widely  used  promotional  claims  for 
vitamins  and  other  food  supplements  after 
a lengthy  hearing  on  the  seizure  of  a quan- 
tity of  vitamin  and  mineral  capsules  dis- 
tributed by  the  Vitasafe  Corporation,  Divi- 
sion of  Consolidated  Sun  Ray,  Inc.,  at  Mid- 
dlesex, N.J.,  in  October,  1960.  The  seized 
products  were  labeled  in  part  “Vitasafe 
Formula  M,”  Vitasafe  Fonnula  W,”  “Vita- 
safe CF,”  and  “Vitasafe  Queen  Formula 
with  Royal  Jelly  Supplement  for  Women.” 

Judge  Arthur  J.  Lane,  in  his  opinion, 
noted  that  labeling  of  the  seized  products 
represented  that  Vitasafe  capsules  were 
adequate  and  effective  for  the  treatment  or 
prevention  of  some  38  conditions,  including 
“depression,  tension,  weakness,  neiwous  dis- 
orders, lethargy,  lack  of  energy,  lassitude, 
impotence,  aches  and  pains,  aging,  impaired 
digestion,  loss  of  appetite,  lesions  and  scali- 
ness, night  blindness,  photophobia,  fatigue 
and  headaches.” 

“This  representation  is  false  and  mislead- 
ing,” Lane  said.  “The  evidence  produced 
at  trial  conclusively  proves  that  the  above 
designated  symptoms  or  conditions  are 
caused  by  and  associated  with  a great  num- 
ber of  serious  pathological  diseases.  Fur- 
ther, although  some  of  these  symptoms  may 
be  associated  with  vitamin  and  mineral  de- 
ficiencies, the  likelihood  of  their  being 
caused  by  or  associated  with  vitamin  or 
mineral  deficiencies  in  the  U.S.  today  is  very 
small. 


Doctors  and  Medicine  in  the  News 

We  See  by  the  Papers — 

The  North  Oviaha  Sun  (Mar  5)  publishes 
an  interview  with  Dr.  Arthur  J.  Offerman 
concerned  chiefly  with  the  history  of  Blue 
Shield  in  Nebraska.  Dr.  Offerman  speaks 
of  the  origin  and  growth  of  the  Nebraska 
Surgical  Plan  which  became  Nebraska  Blue 
Shield.  Incidentally,  he  is  the  only  living 
survivor  of  the  nine  men  who  undertook 
this  problem,  and  he  has  been  the  president 
of  the  Nebraska  Blue  Shield  ever  since  its 
origin  — 20  years;  this  is  longer  than  any 
other  man  has  been  president  of  a Plan 
in  the  nation.  He  estimated  that  the  number 
of  citizens  who  were  covered  by  Blue  Shield 
in  1947  was  1.5  million,  whereas  now  146 
million  enjoy  its  benefits.  The  Plan  grew 
from  a “surgical”  plan  to  medical  and  sur- 
gical contract.  The  coverage  has  increased 
as  the  plan  grew.  The  physicians  of  Ne- 
braska have  supported  the  Plan  consistently. 
It  is  the  Doctors’  Plan.  Dr.  Offennan,  a 
teacher  at  Creighton  recognizes  the  increas- 
ing tendency  to  specialization  but  believes 
there  will  always  be  a place  for  the  general 
practitioner,  a spot  he  has  filled  all  45  years 
of  his  practice. 

The  Norfolk  Daily  Netvs  tells  the  story 
of  Dr.  E.  G.  Ewing  (Mar  20)  who  had  to 
give  up  the  practice  of  medicine  because  of 
illness,  in  1949.  He  turned  to  the  lapidary 
hobby  and  eventually  to  the  finer  art  of 
faceting  stones  by  “the  jamb-peg  hand 
method.”  His  work  with  stones  leads  him 
into  interesting  lanes  such  as  making  handles 
for  knives,  mostly  of  jade. 

The  Omaha  Morning  World  Herald  (Mar 
7)  relates  the  formation  of  a four-state  re- 
gional organization  for  research  on  cystic 
fibrosis.  The  region  includes  Nebraska, 
Iowa,  the  Dakotas  and  Minnesota.  Dr.  Gor- 
don E.  Gibbs,  Director  of  the  Omaha  Cystic 
Fibrosis  Research  and  Care  Center  at  the 
University  of  Nebraska  College  of  Medicine 
was  a principal  speaker  to  the  40  delegates 
that  met  to  form  this  new  organization. 

The  Omaha  World  Herald  (Mar  4)  gives 
a quick  rundown  on  the  life  of  Dr.  Morris 
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Margolin  and  reports  honors  he  received, 
recently,  when  the  first  of  a series  of  Morris 
Margolin  Lectures  was  given  by  Dr.  Grant 
Gwinup,  assistant  professor  of  medicine  at 
Ohio  State  University,  a series  established 
by  the  Nebraska  Diabetes  Association.  The 
same  evening  he  was  honored  by  a dinner 
given  by  the  Association,  at  the  Blackstone 
Hotel.  In  spite  of  total  blindness.  Dr.  Mar- 
golin lectures  at  the  University  and  carries 
on  a private  practice.  He  is,  also,  executive 
director  of  the  Association  and  the  liaison 
man  between  the  Nebraska  chapter  and  the 
national  organization. 

The  Omaha  World  Herald  (Mar  20) 
notes  that  Dr.  Kenneth  Rose  of  the  Univer- 
sity of  Nebraska  described  the  response  of 
the  human  heart  to  running,  at  the  annual 
meeting  of  the  American  College  of  Sports 
Medicine,  meeting  in  Hollywood,  California. 
Dr.  Rose  has  been  recording  the  cardiac  re- 
sponses to  strain  by  way  of  radiotelmetry, 
each  runner  wearing  in  his  belt  a radio  trans- 
mitter. 

Dr.  Foote  of  Hastings  Joins 
Project  HOPE  in  Ecuador — 

Dr.  C.  M.  Foote  of  Hastings  (Nebraska) 
has  been  appointed  to  the  third  rotation 
team  of  the  teaching-training  hospital  ship 
S.S.  HOPE  and  left  for  Guayaquil,  Ecuador, 
on  March  28  to  join  the  staff  there.  Dr. 
William  B.  Walsh,  president  of  Project 
HOPE,  announced  recently  in  Washington, 
D.C. 

For  Dr.  Foote,  it  will  be  his  second  tour 
aboard  the  floating  medical  center.  He  was 
a member  of  the  ship’s  medical  staff  in 
October  and  November  of  1962  when  the 
HOPE  visited  Trujillo  in  northwestern  Peru. 

Dr.  Foote  will  spend  approximately  two 
months  in  Ecuador  as  a member  of  the  third 
team  comprised  of  30  physicians  and  den- 
tists. Rotators  serve  for  periods  of  two 
months  without  pay  and  augment  the  ship’s 
permanent  medical  staff  of  more  than  80 
physicians,  nurses  and  paramedical  person- 
nel. The  permanent  staff  is  attached  to  the 
ship  for  the  duration  of  a voyage. 

The  HOPE  arrived  in  Guayaquil  Decem- 


ber 2 and  will  remain  there  until  mid-Sep- 
tember when  it  will  leave  for  the  Republic 
of  Guinea. 

Dr.  Foote,  whose  specialty  is  Ophthal- 
mologjq  was  born  in  Hastings,  graduated 
from  high  school  there  in  1928,  and  later 
attended  Hastings  College  before  eventually 
earning  his  uhdergraduate  degree  at  Stan- 
ford University.  He  studied  medicine  at 
Northwestern  University  Medical  School  in 
Chicago  and  was  awarded  an  M.D.  degi’ee  in 
1936.  He  interned  at  St.  Luke’s  Hospital  in 
Chicago  and  took  his  residency  at  Massa- 
chusetts Eye  & Ear  Hospital  before  estab- 
lishing his  practice  in  Hastings. 

Dr.  Foote  is  a member  of  the  American 
Medical  Association,  the  Nebraska  State 
Medical  Association  and  the  Adams  County 
Medical  Society. 


Announcements 

Civil  Service  Opens  Enrollment  for 
Health  Benefits — 

The  Civil  Service  Commission  said  recent- 
ly it  has  opened  enrollment  in  the  Federal 
Employees  Health  Benefits  program  to 
eligible  employees  not  now  enrolled.  In  ad- 
dition, employees  enrolled  for  self-only  will 
be  able  to  change  to  self-and-family  but 
only  in  the  same  plan  and  same  option.  The 
limited  enrollment  and  change  of  enrollment 
will  be  permitted  through  June  30,  1964. 

The  Commission  said  it  was  taking  this 
action  to  assure  that  all  eligible  employees 
have  an  opportunity  to  take  advantage  of 
the  liberalizing  amendments  to  the  Health 
Benefits  Act  which  President  Johnson  re- 
cently signed  into  law. 

Spring  Session  of  Nebraska  Heart  Association — 

The  Spring  Scientific  Session  of  the  Ne- 
braska Heart  Association  will  be  held  on 
Saturday,  May  16,  1964  at  the  Pawnee  Hotel, 
North  Platte,  Nebraska. 

Atherosclerosis  will  be  the  topic,  and  the 
principal  participants  will  include  Alan  R. 
Moritz,  MD,  Director  of  the  Institute  of 
Pathology  at  Western  Reserve  University, 
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Jeramiah  Stamler,  MD,  of  the  Chicago  Board 
of  Health  and  Chairman  of  the  American 
Heart  Association  Council  on  Arterioscle- 
rosis, and  Richard  Jones,  MD,  Associate  Pro- 
fessor of  Medicine,  University  of  Chicago. 

Spring  Clinical  Conference  Scheduled 
At  Medical  Center  May  20-21 — 

“Clinical  Advances  in  Medicine  and  Pedi- 
atrics” is  the  theme  of  the  annual  Spring 
Clinical  Conference  to  be  held  at  Univer- 
sity of  Missouri  Medical  Center  May  20-21. 
A special  feature  of  this  year’s  program  will 
be  case  presentations  and  round  table  dis- 
cussions for  small  groups.  These  informal 
sessions  will  follow  the  afternoon  programs 
and  will  provide  for  discussions  of  particu- 
lar cases  with  members  of  the  University 
faculty  and  visiting  speakers. 

Inquiries  regarding  the  program  or  res- 
ervations for  the  conference  should  be  di- 
rected to: 

Gail  Bank,  Executive  Director  of  Post- 
graduate Medical  Education,  M176,  Uni- 
versity of  Missouri  Medical  Center,  Colum- 
bia. 

What  Is  the  AMWA?  — 

The  American  Medical  Writers’  Associa- 
tion — a professional  society  of  people  en- 
gaged or  interested  in  various  aspects  of 
medical  communication  — will  hold  its  21st 
Annual  Meeting,  September  24-27,  1964, 
Philadelphia,  the  cradle  of  American  medical 
education  and  a leading  center  of  medical 
publishing. 

The  AMWA’s  objectives  are  to  improve 
the  quality  and  efficacy  of  communications 
within  the  medical  world,  to  provide  a forum 
and  publication  medium  for  the  interchange 
of  views  among  its  members,  and  to  improve 
the  status  and  recognition  of  the  medical 
communicator. 

The  Association  holds  annual  meetings  at 
which  outstanding  exponents  of  various  as- 
pects of  medical  communication  submit 
their  opinions  and  experiences  to  their  col- 
leagues. The  AMWA  also  publishes  a 
monthly  Bulletin,  reporting  developments  in 
this  field,  news  of  the  Association’s  six  local 


chapters  and  its  1800  members,  together 
with  original  articles,  book  reviews  and  oth- 
er items  of  interest. 

Other  AMWA  functions  include  the  main- 
tenance of  a medical  manuscript  service,  a 
roster  of  qualified  lecturers  on  medical 
communication,  the  presentation  of  fellow- 
ships and  awards  for  “distinguished  service 
in  medical  communication”  to  outstanding  in- 
dividuals and  medical  publications,  and  the 
provision  of  scholarship  assistance  to  stu- 
dents of  medical  journalism. 

Membership  is  available  to  any  person  “ac- 
tively engaged  or  interested  in  any  aspect 
of  communication  in  the  medical  and  allied 
professions”  . . . Dues  are  $15  per  year  and 
the  national  office  of  the  AMWA  is  located 
at  2000  P Street,  N.W.,  Washington,  D.C. 
20036. 

Doctor  Seeks  Re-election  to 
Board  of  Regents — 

Doctor  B.  N.  Greenberg  of  York  is  seeking 
reelection  to  the  Board  of  Regents  of  the 
University.  The  doctor  has  been  a member 
of  the  board  for  a number  of  years,  and 
served  as  president  in  1957  and  1963. 


News  and  Views 

Conference  on  Juvenile  Delinquency 
Held  in  April — 

Clergymen  throughout  the  state  met  in 
Omaha  April  13-14  for  a conference  on 
juvenile  delinquency. 

The  meeting  at  Indian  Hills  Inn  was 
sponsored  by  the  Girls  Training  School  in 
Geneva,  the  Boys  Training  School,  Kearney, 
the  Omaha-Douglas  County  Youth  Center 
and  the  Community  Services  Division,  Ne- 
braska Psychiatric  Institute.  The  confer- 
ence was  open  to  clergymen  of  all  denomina- 
tions. 

Speakers  at  the  April  13  session  included 
Philip  Vogt,  associate  professor  of  sociology 
at  the  University  of  Omaha;  James  A.  Doyle, 
dean  of  Creighton  Law  School ; and  Don 
Warner,  assistant  superintendent  of  schools 
in  Omaha. 
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The  Rev.  Frank  S.  Moyer  of  the  Nebraska 
Psychiatric  Institute  was  program  co-or- 
dinator. Committee  members  are  William 
Ettinger  and  the  Rev.  Paul  Sawtell  of  the 
Boys  Training  School;  Donald  Best  and  the 
Rev.  Alden  Sears  of  the  Girls  Training 
School ; Peter  Knolla  and  the  Rev.  Vern  Al- 
brecht of  the  Omaha-Douglas  County  Youth 
Center;  and  the  Rev.  Howard  Franzen,  Ne- 
braska Lutheran  Social  Service,  Hastings. 

A New  Urinary  Antiseptic  .‘said  to  Control 
Previously  Resistant  Bacteria — 

Wlnthrop  Laboratories  is  now  marketing 
NegGram  (nalidixic  acid)  which  is  said  to 
be  a new  systemic  antibacterial  agent  effec- 
tive when  taken  orally.  It  is  primarily  ac- 
tive against  gram-negative  bacteria.  It  is 
said  to  be  effective  against  some  of  the  or- 
ganisms formerly  most  difficult  to  elim- 
inate. 

Sales  and  Earnings  Reach  New  High  in  1963 — 

According  to  their  annual  report,  Smith 
Kline  and  French  Laboratories  increased 
their  net  earnings  during  1963.  They  also 
increased  their  investment  in  research  to 
$18,158,000  during  that  year.  Last  year 
they  brought  out  the  smallest  num.ber  of 
new  single  chemical  entities  since  1948,  due, 
they  believe  to  the  growing  number  of  gov- 
ernment investigations  diverting  scientific 
personnel  from  research  to  paper  work. 

ACS  Donates  Books  to  New  Medical  .Schools — 

The  American  College  of  Surgeons  has 
presented  seven  new  medical  schools  in  the 
United  States  with  a gift  of  12,345  volumes 
of  scientific  journals  and  752  textbooks. 

“Allocation  to  these  new  medical  schools 
was  made  because  the  College’s  board  of 
regents  felt  that  medical  students  at  these 
new  schools  could  profit  most  from  this 
generous  donation,”  said  Dr.  John  Paul 
North,  Chicago,  director  of  the  ACS.  “These 
materials  will  form  a valuable  nucleus  for 
their  own  new  libraries.” 

The  board  of  regents  voted  to  dispose  of 
these  materials  when  the  College’s  library 
was  recently  changed  to  an  historical  col- 


lection, with  particular  emphasis  upon  Amer- 
ican surgery.  Dr.  North  said. 

Medical  school  recipients,  and  the  total 
number  of  volumes  they  received  are:  Uni- 
versity of  Arizona,  Tucson,  1,192;  Brown 
University,  Providence,  2,432;  Albert  Ein- 
stein College  of  Medicine,  New  York,  319; 
University  of  Kentucky,  Lexington,  2,881 ; 
University  of  New  Mexico,  Albuquerque, 
2,556;  Seton  Hall  College  of  Medicine  and 
Dentistry,  Jersey  City,  589;  and  West  Vir- 
ginia University,  Morgantown,  3,127. 

The  gifts  have  been  enthusiastically  re- 
ceived, according  to  Dr.  North,  fulfilling  the 
regents’  understanding  “that  new  schools 
need  help  more  than  many  of  the  more  ven- 
erable medical  schools  in  building  quality 
medical  libraries  to  help  new  programs  of 
medical  education.” 

Donations  to  the  medical  schools  fall  into 
three  categories:  233  sets  of  bound  vol- 
umes of  medical  journals  in  English,  French 
and  German;  225  sets  of  medical  journals 
in  other  foreign  languages;  86  sets  of  mis- 
cellaneous medical  serials  such  as  trans- 
actions, congresses,  proceedings  and  collect- 
ed works  from  departments  and  clinics. 

Allocation  to  each  school  was  made  by 
lot,  after  the  schools  had  indicated  their 
preferences.  Librarians  came  to  Chicago 
and  made  their  selections. 

The  American  College  of  Surgeons  library, 
housed  in  the  new  headquartei-s  building  at 
55  East  Erie  Street,  Chicago,  currently  has 
more  than  2,300  rare  historical  volumes,  one 
of  the  finest  collections  anjAvhere  of  books 
and  items  marking  eras  in  the  history  of 
surgery,  said  Dr.  North. 

He  said  the  libraiy  now  includes  collec- 
tors’ items  such  as  classical  medical  and 
surgical  treatises  and  early  illustrated  ana- 
tomical texts.  Books  printed  as  early  as 
1508,  showing  unsual  woodcut  illustrations 
and  pictorial  initials  and  decorative  borders 
early  printers  used  to  make  books  interesting 
and  attractive  to  readers  are  in  this  library, 
many  of  them  among  the  Dr.  H.  Winnett 
Orr  Historical  Collection. 

Exhibits  of  early  medical  works  and  his- 
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tory  are  open  to  the  public  Monday  through 
Friday,  8:30  a.m.  to  4:45  p.m.  Exhibits 
scheduled  through  1964  are: 

March  2-April  13 : Doctors  Harvey  Cush- 
ing and  Benjamin  Rush 

April  14-May  25 : Early  Chicago  Medicine 

May  26- July  6:  The  Brothers:  Charles 
and  William  Mayo;  John  and  William 
Hunter 

July  7-August  17 : Lord  Lister 

August  18-September  28 : Pioneers  in  Sur- 
gical Procedures  in  the  Middle  West 

September  29-November  9:  Anesthesia 

and  Instruments 

November  10-December  21 : Role  of  the 
A.C.S.  in  Two  World  Wars 

December  22  into  1965 : History  of  the 

Royal  Colleges 


$4  Billion  Spent  Under  Hill-Burton 
Program  in  15  Years — 

Between  1948,  when  the  first  state  plans 
under  the  Hill-Burton  Program  were  sub- 
mitted, and  1963,  the  total  volume  of  con- 
struction under  the  progi-am  was  $4.0  bil- 
lion, an  average  of  $270  million  annually. 
Health  Information  Foundation  reported  re- 
cently. This  $4  billion  was  31  per  cent  of 
the  nation’s  total  spending  for  hospital  con- 
struction during  the  fifteen  years. 

In  its  bi-monthly  statistical  bulletin.  Prog- 
ress in  Health  Services,  the  foundation  re- 
ported on  the  Hospital  Survey  and  Construc- 
tion Act,  the  Hill-Burton  Program. 

In  1962,  $511  million  was  spent  under 
the  program,  the  bulletin  said.  Of  this  total, 
the  sponsor’s  (non-federal)  share  was  $327 
million,  or  64  per  cent,  and  the  federal 
share  $184  million,  or  36  per  cent. 

As  of  November  30,  1963,  a total  of  6,975 
projects  had  been  approved  for  federal  aid 
under  the  Hill-Burton  Program,  the  Foun- 
dation stated.  Of  this  total,  5,648,  or  81  per 
cent  were  completed.  The  remaining  1,327, 
or  19  per  cent,  were  under  construction  or 
in  the  planning  stage. 

The  6,975  approved  projects  will  provide 


296,735  in-patient  beds,  the  bulletin  said. 
In  addition,  they  will  provide  1,968  health 
facilities,  such  as  laboratories,  diagnostic 
centers,  and  rehabilitation  centers.  By  De- 
cember 31,  1962,  202,888  beds  were  actually 
completed.  This  was  12  per  cent  of  the  na- 
tion’s total  in-patient  beds  at  that  time. 

The  Foundation  pointed  out  that  other  im- 
portant accomplishments  of  the  program  have 
been  (1)  systematic  statewide  planning  for 
hospital  facilities,  (2)  development  of  stand- 
ards of  need,  (3)  better  distribution  of  fa- 
cilities, and  (4)  improvement  of  hospital  de- 
sign and  operation. 

“The  Act  has  been  more  effective  in  pro- 
viding general  hospital  beds  than  beds  for 
long-teiTn  illness,”  said  George  Bugbee,  foun- 
dation director.  “The  statistics  on  estimat- 
ed bed  deficit,”  continued  Mr.  Bugbee, 
“clearly  demonstrate  the  need  for  continu- 
ation of  the  Hill-Burton  Program,  not  only 
for  chronic  and  long-term  care  facilities,  but 
also  for  general  hospital  beds.  (From  Health 
Information  Foundation) 

One  New  Ob,  Gyn  Fellow  From  Lincoln — 

Dr.  Keith  F.  Deubler  of  Lincoln  is  one 
of  649  new  fellows  to  be  inducted  into  the 
American  College  of  Obstetricians  and 
Gynecologists  during  their  Twelfth  Annual 
Meeting  to  be  held  in  Bal  Harbour,  Florida, 
at  the  Hotel  Americana,  May  17-22,  1964. 

The  Hospital  and  the  Physician — 

It  is  essential  to  the  life  of  voluntary 
health  affairs  that  the  medical  profession 
have  responsibility  and  effective  influence 
in  the  planning  of  health  care.  It  is  dis- 
quieting to  hear  that  the  medical  profession 
is  losing  its  influence.  This  is  a strange 
event  at  a time  when  the  physician  is  cap- 
able of  doing  more  for  those  in  his  care 
than  at  any  time  in  history.  An  article  in 
T't'ustee,  reprinted  from  Hospitals,  indicates 
that  the  role  of  the  physician  in  the  hos- 
pital was  deserving  of  thought  and  action  to 
avoid  the  loss  by  the  public  which  will  result 
from  a medical  profession  of  low  prestige 
and  influence. 

Physicians  are  said  to  fear  the  hospital’s 
role  in  what  is  referred  to  as  the  corporate 
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practice  in  medicine.  Some  believe  that  this 
fear  is  more  real  than  the  fear  of  encroach- 
ment by  government.  The  concern  of  the 
physician  is  with  the  possibility  that  the  hos- 
pital will  control  his  actions  and  interfere 
in  the  care  of  his  patients  and  that  the  hos- 
pital may  influence  the  economics  of  these 
practices.  These  fears  may  have  some  basis, 
for  the  nonprofit  voluntary  hospital  will  be 
forced  to  move  in  the  direction  the  public 
demands  because  they  are  public  entities. 
Mounting  pressures  will  bring  changes. 

Although  within  the  hospital  there  is  cer- 
tain to  be  change,  and  there  will  no  doubt 
be  control,  there  need  not  be  interference 
with  the  physician’s  activities.  The  hos- 
pital has  been  the  primary  ingredient  in  ad- 
vancing the  economic  status  of  the  physician. 
This  is  especially  true  for  the  medical  spe- 
cialists. The  rules  and  standards  of  medical 
practice  developed  in  hospitals  have  worked 
to  the  advantage  of  the  physician.  Hos- 
pitals have  also  aided  the  development  of  vol- 
untary health  insurance  contributing  to  the 
economic  well-being  of  the  physician  and 
thus  have  been  effective  and  willing  collab- 
orators of  the  physician. 

One  of  the  primary  reasons  that  the  physi- 
cian fears  the  hospital  is  a lack  of  communi- 
cation and  a lack  of  thoughtful  exploration 
of  the  situation  between  hospital  authorities 
and  their  medical  staffs.  Hospitals  should 
initiate  such  action.  The  action  cannot  be 
well  initiated  on  a national  level  for  there 
would  be  too  much  pressure  to  maintain  the 
status  quo.  The  understanding  must  occur 
within  the  individual  hospital.  It  must  be 
developed  between  the  hospital’s  board  and 
its  medical  staff. 

A new  force  in  health  affairs  is  urgently 
needed.  The  nucleus  of  such  a force  must 
be  the  physician.  The  hospital  and  medical 
staffs  must  really  join  forces  to  provide  for 
the  communities  medical  needs  regardless  of 
the  manner  in  which  health  services  may 
develop  as  a result  of  the  various  social  pres- 
sures which  influence  them. 

The  Burning  Issue — 

Stating  that  the  Surgeon  General’s  report 
on  smoking  is  confirmed  to  the  public 


might  have  been  general  knowledge  for  a 
long  time,  an  editorial  in  the  Wisconsin  Med- 
ical Journal,  asks  what  action  the  federal 
government  may  take  against  a health  haz- 
ard. 

A ban  on  the  sale  of  cigarettes  cannot  be 
legislated  as  indicated  by  the  previous  sad 
experiences  of  attempts  to  legislate  against 
alcoholic  beverages.  The  editorial  is  no 
more  enthusiastic  about  the  printing  of  a 
message  of  warning  on  each  package.  Such 
a warning  by  the  cigarette  manufacturer 
would  only  underline  the  hazard  the  smoker 
has  chosen  to  ignore  by  the  purchase  of  the 
cigarettes. 

A positive  measure  to  be  taken  by  the 
government  is  an  educational  one.  It  is  be- 
lieved unlikely  that  the  warnings  issued  by 
the  government  would  be  other  than  ineffec- 
tive against  the  counter  education  of  ad- 
vertisers who  are  expert  in  promotion. 

Within  legal  limits,  the  advertising  of 
tobacco  companies  could  be  subjected  to  the 
same  limitations  which  are  imposed  upon 
the  advertising  industry.  Suppression  of 
advertising  copy  to  the  effect  that  smoking 
is  not  a mark  of  glamour  or  of  virility 
should  help  make  cigarette  smoking  attrac- 
tive only  to  confirmed  smokers.  Whatever 
measures  the  government  may  take,  the  ac- 
tion of  our  media  of  communication  with 
regard  to  tobacco  advertising  will  indicate 
their  sense  of  responsibility  toward  the 
health  and  welfare  of  the  public.  Time  will 
tell  if  they  are  willing  to  sacrifice  a part 
of  their  income  for  the  sake  of  the  public 
good  either  on  a voluntary  basis  or  as  the 
result  of  a legal  decision. 


News  From  Our  Medical  Schools 

The  John  A.  Hartford  Foundation  of  New 
York,  N.Y.,  has  awarded  the  Creighton 
University  School  of  Medicine  a three-year 
grant  of  $188,796,  it  was  announced  by 
Ralph  W.  Burger,  President  of  the  Founda- 
tion, and  Dr.  Richard  L.  Egan,  Dean  of  the 
Creighton  School  of  Medicine. 

With  this  grant  support.  Dr.  Fletcher  A. 
Miller,  Chairman  of  the  Department  of  Sur- 
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gei'y,  will  study  the  basic  mechanism  under- 
lying acid  peptic  diseases  of  the  stomach. 
These  include  esophagitis,  which  is  inflama- 
tion  of  the  esophagus,  duodenal  ulcer  and 
gastric  ulcer. 

Dr.  Miller  has  developed  a method  for 
continuous  measurement  of  acid  in  the  duo- 
denum, stomach  and  esophagus.  In  this 
way  he  will  evaluate  the  basic  mechanisms 
of  gastric  secretion  in  experimental  animals. 
He  will  also  investigate  current  methods  of 
treating  acid  peptic  patients  by  diet,  gastric 
freezing  and  gastric  surgery. 

Dr.  Miller  estimates  that  12  million  people 
now  alive  have  or  will  have  a duodenal 
ulcer.  This  disease  kills  approximately 
6,000  persons  a year,  he  said. 

Cost-wise,  the  total  loss  of  personal  in- 
come based  on  the  1956  economy  is  about 
$100  million  per  year.  Dr.  Miller  continued. 
Loss  of  income  from  total  disability  and 
premature  death  and  cost  of  medical  care 
for  the  totally  disabled  is  estimated  at  $478 
million  per  year. 

Division  of  the  Hartford  grant  to  Creigh- 
ton will  be  $73,369  the  first  year;  $57,890 
the  second  year;  and  $57,537  the  third  year. 


Letters  to  the  Editor 

Omaha,  Nebraska 
April  8,  1964 

George  W.  Covey,  MD 
2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Doctor  Covey: 

I have  never  written  a letter  to  an  editor 
before  and  hated  to  spoil  my  record  or  I 
should  have  written  to  you  long  ago.  I am 
prompted  now  because  of  Doctor  Spethman’s 
letter.  I don’t  know  Doctor  Spethman  but 
do  certainly  share  his  dislike  of  the  car- 
toons which  have  appeared  in  the  Journal.  I 
don’t  object  to  cartoons,  and  I’m  sure  Doctor 
Spethman  does  not  either,  but  frankly  I’ve 
never  seen  any  quite  as  bad  as  the  ones 
that  you  have  printed. 

I like  to  think  that  I have  as  good  a sense 


of  humor  as  the  next  person,  and  certainly 
I enjoy  any  joke  or  cartoon,  even  if  they 
are,  or  particularly  if  they  are  “spicy”  to 
use  your  term.  However,  I don’t  think  vul- 
garity has  any  place  in  a medical  journal. 
To  me  the  cartoons  lack  even  the  saving 
grace  of  humor.  My  opinion  is  shared  by 
many  doctors  that  I have  talked  with,  and 
neither  they  nor  I could  see  any  point  to 
these  cartoons. 

In  the  last  issue  were  cartoons,  which  al- 
though not  the  greatest,  at  least  were  much 
superior  to  those  previously  printed.  I 
don’t  envy  you  in  your  job  and  know  that 
there  are  many  problems  connected  with 
the  publication  of  a journal,  but  maybe  you 
need  a new  cartoonist  or  get  the  present  one 
off  the  scantily  dressed  girl  kick  and  the 
childish  captions. 

Yours  for  better  humor. 

Very  sincerely, 
Richard  D.  Smith,  MD 

April  12,  1964 

Richard  D.  Smith,  MD 
111  Doctors  Building 
Omaha  32 

The  girl  with  the  hypertrophied  bosom 
seems  to  have  stirred  up  somewhat  of  a 
storm.  Since  there  are  those  who  liked 
these  cartoons  showing  her,  there  can  be  but 
one  answer,  one  can’t  please  everybody. 

I have  wondered  how  you,  the  “many 
doctors”  you  have  talked  to  about  this,  and 
Dr.  Spethman  manage  the  TV  and  many 
of  our  popular  magazines.  There  one  may 
see  more  of  the  female  form  and  just  as 
scant  clothing  as  shown  in  these  cartoons, 
and  I will  bet  the  wives  and  children  see 
them. 

Be  that  as  it  may,  the  only  solution  is  to 
stop  using  cartoons.  About  every  two  weeks 
the  AMA  has  a page  entitled  “Smile  a while.” 
This  has  one  “milk-toast”  cartoon  and  a 
good  deal  of  printed  matter  that  one  should 
not  waste  his  time  reading.  It  is  noninform- 
ative,  and  certainly  not  enough  to  make  one 
smile. 
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Unless  those  who  enjoy  the  cartoons  come 
through  with  votes  against  it,  I shall  dis- 
continue cartoons  when  those  of  real  gentle 
character  that  are  on  hand  are  used  up.  It 
is  possible  the  printer  has  some  of  the  “scan- 
tily dressed  girl”  on  hand  and  ready  to  print, 
so  possibly  another  one  or  two  of  these  may 
show  up  in  the  future. 

Yours  truly, 

George  W.  Covey,  MD 

Human  Interest  Tales 

Doctor  K.  C.  Bagby  has  moved  to  Blair 
where  he  will  join  the  Blair  Clinic  in  June. 

Doctor  Robert  Murphy,  Omaha,  spoke  at 
an  Expectant  Mothers  Institute  held  in  Ne- 
ligh  in  March. 

Doctor  A.  B.  Albee,  Oshkosh,  has  opened 
a new  clinic  and  will  be  joined  by  Doctor 
Harold  Rounsborg  in  July. 

Doctor  H.  W.  McFadden,  Omaha,  has 
been  selected  as  chairman  for  Nebraska  by 
the  World  Medical  Association. 

Doctor  Robert  H.  Messer,  Omaha,  spoke 
at  a meeting  of  the  Adams  County  Medical 
Society  at  Hastings  in  February. 

Doctor  Edward  Fleming  has  joined  the 
Creighton  University  School  of  Medicine  as 
a Clinical  Instructor  in  Surgery. 

Doctor  Harold  E.  Gentry,  Gering,  was 
guest  speaker  at  an  assembly  program  of 
the  Scottsbluff  College  in  March. 

Doctor  Warren  H.  Pearse,  Omaha,  ad- 
dressed the  Buffalo  County  Medical  Society 
at  a February  meeting  in  Kearney. 

Doctor  Paul  Bancroft,  Lincoln,  spoke  at  a 
meeting  of  the  Linden  Parent-Teacher  As- 
sociation in  Fremont  during  March. 

Doctor  Theodore  R.  Pfundt,  Omaha,  at- 
tended an  American  Medical  Association 
meeting  on  Mental  Retardation,  in  April. 

Doctor  Donald  J.  Bucholz,  Omaha,  dis- 
cussed the  King-Anderson  Bill  at  a meeting 
of  the  Rotary  Club  of  Omaha  held  in  March. 


Doctor  Harold  S.  Morgan,  Lincoln,  has 
been  appointed  to  a Maternity  and  Newborn 
Advisory  group  to  the  U.S.  Children’s  Bu- 
reau. 

Doctor  C.  A.  Rydberg,  Litchfield,  was  hon- 
ored recently  on  his  88th  birthday  and  for 
having  served  Litchfield  for  the  past  60 
years. 

Doctor  R.  C.  Rosenlof,  Kearney,  was  the 
featured  speaker  of  the  Four  County  Medi- 
cal Society  meeting  held  at  St.  Paul  in  Feb- 
ruary. 

Doctor  Fay  Smith  was  elected  President 
of  the  Chase  County  Physicians  and  Den- 
tists Association  at  the  annual  meeting  held 
in  February. 

Doctor  Loyd  Wagner,  Hastings,  represent- 
ed the  Allied  Professions  Committee  of  the 
Association  at  the  Congress  on  Medicine  and 
Pharmacy,  in  Chicago. 

The  Omaha  Medical  Profession  was  salut- 
ed at  a Chamber  of  Commerce  Public  Af- 
fairs Luncheon  in  March.  Doctor  Glen  Ley- 
master  was  the  guest  speaker. 

Doctor  William  F.  Nye,  Lincoln,  has  been 
appointed  the  first  Registered  Sanitarian 
in  Nebraska,  following  formal  certification 
by  the  newly  created  State  Sanitation  Board. 

Doctor  F.  H.  Hathaway,  Lincoln,  presi- 
dent-elect of  the  Lancaster  County  Medical 
Society,  spoke  at  dedication  ceremonies  for 
the  newly  completed  Lincoln  Air  Force  Base 
Dispensary. 

Mr.  William  McAuliffe,  Director  of  the 
Department  of  Medical  Ethics  of  the  Ameri- 
can Medical  Association,  addressed  a joint 
meeting  of  the  Lincoln  Bar  Association  and 
the  Lancaster  County  Medical  Society  in 
March. 


Deaths 

ANDREWS  — Clayton  F.  Andrews,  MD, 
of  Lincoln,  died  March  27,  1964,  at  the  age 
of  73.  He  graduated  from  the  Univer- 
sity of  Pennsylvania  School  of  Medicine  in 
1916,  studied  surgery  at  the  Mayo  Clinic 
and  began  his  practice  in  Lincoln  in  1923. 
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He  had  served  as  President  of  the  Nebras- 
ka State  Medical  Association. 

FREYMAN  — John  J.  Freyman,  MD,  of 
Omaha,  died  March  30,  1964,  at  the  age 
of  74.  A 1917-graduate  of  the  Creighton 
University  School  of  Medicine,  Dr.  Frey- 
man was  a Clinical  Professor  Emeritus  at 
Creighton.  He  served  in  both  World  Wars 
attaining,  in  1943,  the  rank  of  Captain  in 
the  Navy. 

COE  — B.  C.  Coe,  MD,  of  Wakefield,  died 
March  25,  1964,  at  the  age  of  82.  Dr.  Coe 
graduated  in  1912  from  the  Creighton  Uni- 
versity School  of  Medicine  and  practiced  in 
Plainview  until  moving,  in  1915,  to  Wake- 
field. He  retired  in  1950. 

STEINBERG  — A.  A.  Steinberg,  MD,  of 
Omaha,  died  March  22,  1964,  at  the  age  of 
65.  He  was  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  and  was 
a member  of  the  faculty. 

ARRASMITH  — W.  J.  Arrasmith,  MD, 
of  Grand  Island,  died  February  19,  1964. 
He  was  75  years  of  age.  A 1913-graduate 
of  the  Creighton  University  School  of  Medi- 
cine, he  practiced  in  Palmer  until  serving 
a fellowship  at  the  Mayo  Clinic.  Prior  to 
his  retirement  in  1956,  he  had  practiced  34 
years  in  Grand  Island. 


Know  Your 
Blue  Shield  Plan 

Non-Group  vs.  Group  Enrollment — 

The  growth  of  Blue  Cross  - Blue  Shield 
over  the  past  quarter  of  a century  has  been 
fantastic  and  far  greater  than  ever  anticipat- 
ed in  their  beginnings.  This  growth  — as 
with  all  prepaid  health  care  coverage  — has 
occurred  mainly  in  group  business.  It  is 
natural  and  to  be  expected  because  group 
business,  its  sales,  collections  and  type  of 
risk  blend  in  more  easily  with  the  cardinal 
rules  of  insurance. 

For  the  past  fifteen  years  Nebraska  Blue 
Cross-Blue  Shield  has  conducted  Non-Group 
Enrollment  Campaigns.  Various  approaches 
have  been  used  such  as:  allowing  prospects 
to  enroll  once  every  six  months;  conducting 
intensive  enrollment  campaigns  for  a speci- 
fied period  of  two  weeks  or  a month  in  the 
fall  or  spring,  both  on  a statewide  and  com- 
munity basis;  newspaper,  radio  and  TV  ad- 
vertising; open  enrollment  twelve  months  a 
year  with  folders  and  literature  being  dis- 
tributed to  doctors  and  hospitals’  offices; 
even  actual  promotion  by  the  doctors  and 
hospitals  themselves. 


JOHNSON  — Earle  G.  Johnson,  MD,  of 
Grand  Island,  died  March  12  at  the  age  of 
76.  A 1913-graduate  of  Rush  Medical  Col- 
lege, he  had  practiced  in  Grand  Island  since 
1914.  He  had  seiwed  as  Regent  of  the  Uni- 
versity of  Nebraska  and  as  President  of  the 
Nebraska  State  Medical  Association. 

JONES  — Tyre  K.  Jones,  MD,  died  Feb- 
ruary 23,  1964,  at  Marshall,  Michigan,  at 
the  age  of  90.  He  practiced  in  Ainsworth 
from  1905  until  1923  when  he  moved  to 
Lincoln.  He  was  on  the  staff  of  the  Lin- 
coln State  Hospital  for  36  years  until  his 
retirement  in  1959. 

EWING  — Ben  F.  Ewing,  MD,  died  March 
13,  1964,  in  Omaha.  He  was  66  years  old. 
He  was  a 1923-graduate  of  the  Creighton 
University  School  of  Medicine  and  had  prac- 
ticed in  Omaha  since  1924. 


In  order  to  hold  down  overhead  and  allo- 
cate every  dollar  of  income  possible  to  pay- 
ing for  benefits,  it  is  necessary  that  our 
full  time  sales  force  devote  most  of  its  time 
to  securing  and  servicing  group  business. 
This  has  become  a much  more  complex  prob- 
lem down  through  the  years  since  govern- 
ment, management,  unions,  and  associations 
now  negotiate  over  long  periods  of  time  for 
practically  all  letting  of  bids  and  business 
to  health  insurance  carriers. 

To  keep  in  active  competition  with  the 
239  other  health  insurers  in  Nebraska,  and 
to  better  inform  our  prospective  non-group 
members  as  to  their  actual  coverages,  Ne- 
braska Blue  Cross-Blue  Shield  has  estab- 
lished a non-gi’oup  agent  program.  These 
agents  will  be  employed  on  a part  time 
basis  in  their  own  communities.  Currently 
we  have  hired  about  20  of  these  non-group 
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representatives  and  eventually  hope  to  ex- 
pand the  program  to  50  or  more. 

Acquisition  costs  for  non-group  business 
are  high  for  many  reasons;  the  time  spent 
with  the  prospective  members  and  their 
families  — most  of  the  time  in  their  homes, 
the  miles  traveled  between  calls;  lack  of 
payroll  deduction  and  the  normal  sales  re- 
sistance of  the  individual  as  against  the  mass 
attitude  of  joining  in  the  group  where  every- 
one else  does. 

Utilization  costs  for  non-gi’oup  business 
are  also  higher  because:  there  is  no  spread 
of  the  risk  as  there  is  in  a group  where  the 
healthy  help  insure  the  unhealthy ; prospects 
such  as  farmers,  ranchers  and  the  self-em- 
ployed are  not  covered  by  Workmen’s  Com- 
pensation ; safety  programs  and  periodic 
physical  exams  that  are  required  by  many 
employers  where  there  is  group  coverage  do 
not  exist;  billings  and  collections  cost  more 
when  you  have  to  bill  and  collect  from  each 
individual  instead  of  billing  one  employer 
for  all  his  employees. 

Non-Group  Membership  is  underwritten 
by  a health  questionnaire.  This  question- 
naire is  necessary  to  establish  the  insur- 
ability of  the  prospect.  Although  the  Blues 
are  non-profit  service  organizations  rather 
than  commercial  in  nature,  they  still  have  to 
be  realistic  and  balance  the  books  each 
month  or  they  are  out  of  business.  It  is  no 
problem  to  sell  fire  insurance  after  the 
house  is  on  fire.  The  same  is  true  of  health 
coverages.  The  Blues  underwrite  at  the  time 
of  enrollment  and  exclude  non-insurable  con- 
ditions on  the  application  rather  than  create 
bad  public  relations  for  physicians,  hospitals 
and  themselves  by  refusing  benefits  or  can- 
celling memberships  after  the  claim  is  filed. 
Misunderstanding  can  best  be  reduced  when 
you  try  to  inform  and  explain  to  prospects 
what  is  and  what  is  not  covered,  and  why, 
at  the  time  of  enrollment. 

Nebraska  Physicians  play  a most  im- 
portant part  in  helping  their  own  organiza- 
tion — Nebraska  Blue  Shield,  and  its  com- 
panion plan  Nebraska  Blue  Cross  — properly 
underwrite,  and  stay  in  business  as  their 
front  line  troops  in  combatting  any  form  of 
compulsory  medicine. 


Here’s  how  you  can  help.  When  you  re- 
ceive an  underwriting  inquiry  from  Blue 
Cross-Blue  Shield  remember:  They  are  try- 
ing to  provide  coverage  sponsored  by  you  for 
your  patients;  prompt  reply  is  necessary 
to  maintain  good  public  relations  for  both 
yourself  and  -Blue  Cross-Blue  Shield;  the 
questionnaire  is  as  short  and  concise  as  pos- 
sible — - only  pertinent  information  is  asked 
for  — but  in  all  fairness  to  your  other  pa- 
tients and  yourself  who  may  also  be  mem- 
bers, please  provide  further  information  if 
you  think  it  will  aid  proper  underwriting; 
what  you  choose  to  do  and  not  do  and  how 
you  choose  to  do  it  will  have  considerable 
effect  on  the  outcome  of  what  Blue  Cross 
and  Blue  Shield  can  do  for  you. 


Books 

John  A.  Aita,  MD,  PhD:  Neurologic  Manifestations 
of  General  Diseases.  Charles  C.  Thomas,  Spring- 
field,  1964.  Priced  at  $24.50. 

From  1957  to  1963,  Dr.  Aita,  Associate  Professor 
of  Neurology  and  Psychiatry,  University  of  Ne- 
braska College  of  Medicine,  published  parts  of  this 
book  in  Nebraska  Med  J,  under  the  heading  of 
“Special  Contributions.”  These  articles  covered 
much  of  the  text  of  his  new  book,  but,  of  course, 
have  been  re-edited  and  re-arranged.  This  is  the 
only  book  of  its  kind.  It  covers  symptoms  and 
signs  and,  to  some  extent,  pathologic  findings  of 
diseases  not  in  the  field  of  neurology  and  psychi- 
atry — symptoms  and  findings  that  often  prove 
confusing  to  the  generalist,  internist,  or  other 
specialist. 

Collection  of  this  material  required  painstaking 
work  extending  over  a period  of  more  than  six 
years,  digging  out  neurologic  manifestations  long 
lost  in  the  twilgiht  zone  between  specialties.  As 
organized,  this  book  is  devised  to  supplement 
standard  neurologic  texts.  The  weight  of  evidence 
presented  is  in  the  field  of  clinical  diagnosis,  con- 
sequently therapy  and  pathologic  findings  receive 
scant  attention. 

This  is  a book  that  should  be  in  the  hands  of, 
or  available  to  every  generalist,  internist  and  neuro- 
psychiatrist; in  fact,  it  could  well  be  useful  to 
any  physician.  Its  extensive  bibliography  on  each 
and  every  subject  adds  materially  to  its  value  in 
every  case,  permitting  the  reader  to  search  further 
in  the  areas  that  are  still  controversial. 


NOTICE  TO  ALL  CONTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing issue  of  the  JOURNAL  is  the  10th  of  the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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THE  CLINICAL  LABORATORY,  THE 
TECHNOLOGIST,  AND  THE 
PHYSICIAN 

(Continued  from  page  256) 

prove  the  quality  education  in  medical 
technology  has  long  been  in  existence.  There- 
fore, this  organization  should  be  the  hub 
of  educational  activity  rather  than  for  each 
state  to  try  to  set  up  its  own  system  of  con- 
trols. The  field  of  medical  technology  can 
learn  much  from  the  field  of  medicine  in  this 
phase  of  development  since  now  the  trend 
in  medicine  is  to  try  to  undo  the  maze  of 
complicated,  conflicting,  and  restrictive  li- 
censure laws  and  to  get  a uniform  method 
of  licensure  throughout  the  United  States. 
There  is  no  need  for  medical  technology  to 
get  itself  into  this  problem  in  the  first  place 
and  then  go  through  the  agonizing  years 
of  trying  to  extricate  itself. 

The  physician’s  answer,  then,  to  the  prob- 
lems recently  posed  in  lay  press  in  regard 
to  these  subjects  should  be  based  on  a con- 
structive understanding  of  the  problems  at 
hand  and  a firmly  stated  unswerving  goal : 


(1)  The  development  and  maintenance  of 
the  best  possible  care  of  the  sick  patient. 

(2)  The  understanding  that  clinical  path- 
ology is  one  of  the  specialty  branches  in  the 
field  of  medicine  and  that  any  compromising 
of  its  position  will  ultimately  weaken  the 
position  of  medicine  to  develop  the  type  of 
care  for  its  patients  that  meets  this  high 
standard. 

(3)  That  the  work  of  those  people  in  the 
allied  profession  of  medical  technology 
should  be  developed  and  expanded  under  ex- 
isting voluntary  controls  by  an  existing 
national  program  of  education  and  certifica- 
tion. It  should  not  be  by  fragmentation  of 
authority  or  by  political  vagaries  such  as 
could  well  develop  with  each  of  the  50  states 
having  its  own  licensure  laws. 

— Frank  H.  Tanner 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column.  * 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Mai-vin  Traeger,  President 
Fairbuiy,  Nebraska 
National  Foundation,  Inc. 

Clinton,Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

E.  M.  Walsh,  M.D.,  Governor  of  Nebr.  Chap. 
5002  Dodge 
Omaha,  Nebraska 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  85th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Ardith  VonHousen,  President 
315  North  72nd,  Omaha 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers, M.D.,  Director 

State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Hamey,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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PRO-BANTHINE 

BP.M.  OP  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-Banthme  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-Banthine  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-Banthine  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-Banthine  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-Banthine  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

G.  D.  SEARLE  & CO. 

CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


.L:.:  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Current  Comment 

Purpura  for  Acute  Leukemia — 

Of  the  estimated  17,000  new  cases  of  leu- 
kemia that  will  be  diagnosed  this  year,  a 
little  more  than  2,000  will  occur  in  children 
below  the  age  of  15.  Half  of  them  will  sur- 
vive more  than  a year  from  the  time  their 
disease  is  discovered;  just  15  years  ago,  the 
median  survival  was  only  two  or  three 
months.  The  improvement  is  due  largely  to 
the  introduction  of  drugs  that  temporarily 
suppress  the  disease. 

One  of  the  major  problems  in  caring  for 
acute  leukemia  patients  is  that  they  are  un- 
usually prone  to  infection  and  hemorrhage, 
either  of  which  may  bring  on  a serious  crisis 
and  cause  death  before  drugs  have  had  time 
to  take  effect.  A deficiency  of  platelets  is 
one  of  the  most  common  causes  of  hemor- 
rhage in  leukemia  patients. 

That  transfusions  of  fresh  platelets  are 
effective  in  preventing  and  controlling  hem- 
orrhage has  been  known  for  more  than  50 
(Continued  on  page  29-A) 


Just  don’t  wear  it  out  while  I’m  on  call! 
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Purpura  for  Acute  Leukemia — 

(Continued  from  page  28-A) 

years,  but  the  lack  of  methods  of  preserving 
them  necessitates  their  use  within  four  to 
six  hours  after  they  are  obtained  from  a 
donor.  In  addition,  it  has  been  difficult  to 
obtain  enough  platelets  to  prevent  hemor- 
rhage. As  a result,  platelet  replacement  is 
not  in  the  category  of  routine  procedure,  as 
are  transfusions  of  whole  blood  and  plasma. 

However,  techniques  and  simple  apparatus 
have  been  developed  that  permit  the  return 
of  red  cells  to  donors  after  removal  of  the 
platelets,  which  allows  donors  to  give  plate- 
lets far  more  often  than  they  can  donate 
whole  blood.  In  addition,  it  has  been  found 
that  pooled  platelets  from  numerous  donors 
produced  the  desired  results  without  provok- 
ing side  reactions. 


Circle  of  Willis  in  Cerebral  Vascular  Dis- 
orders — B.  J.  Alpers  and  R.  G.  Berry, 
Arch  Neurol  8:398  (April)  1963. 

A comparative  study  of  the  circle  of 
Willis  in  194  cases  of  softening,  127  cases 
of  cerebral  hemorrhage,  and  91  cases  of 
cerebral  aneurysm  revealed  a high  incidence 
of  anomalies  in  cerebral  softening  and  aneu- 
rysm, involving  the  posterior  communicating 
arteries,  the  embryonic  derivation  of  the  pos- 
terior cerebral  artery,  and  absent  arteries. 


How  long  have  you  been  suffei'ing  from  this 
complex  ? 


In  long-term 
treatment 
of  your  patients 
with  coronary 
insufficiency. 


MORE  HELP  FOR  ^ 
THE  STRICKEH  HEART  € 


■ PETN  (pentaerythritol  tetranitrate)  to  in-  * 
crease  oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 


Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE^ 

meprobamate  200  mg. -I- pentaerythritol  tetranitrate  10  mg. 


y'^/^WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESKAT  If  OI«'^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied;  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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How  can  JOHNSON'S  Baby  Lotion  help 
the  doctor,  the  mother  and  the  baby? 


The  doctor  knows  the  young  mother  wants 
to  do  everything  in  her  power  to  keep  her 
baby  clean  and  happy  and  in  good  health. 

And  more  and  more  evidence  points  to  the 
fact  that  the  physical  expression  of  her  love 
for  her  baby  is  not  only  a delight  to  the 
mother  and  pleasant  for  her  child,  but  an 
essential  element  in  the  development  of  a mature, 
self-reliant  adult.*  A father  as  well  as  a physician, 
he  knows  that  Johnson's  Baby  Lotion  not  only  makes 
changing  diapers  easier  and  more  pleasant  for  all 
concerned,  but  that  the  antibacterial  effect  of  its 


hexachlorophene  content  (0.5%)  persists  for 
days,  to  protect  the  baby's  delicate  skin  from 
rashes  and  infections.  With  Johnson's  Baby 
Lotion  normal  skin  functions  are  unaltered 
because  the  protective  film  is  aqueous  rather 
than  occlusively  oily.  These  are  some  of  the 
reasons  so  many  physicians  recommend 
Johnson's  Baby  Lotion  for  routine  use  to  protect  deli- 
cate skin.  May  we  send  you  samples  of  this  superior 
antibacterial  emollient  in  the  convenient  new  plastic 
bottle? 

*Donnelly,  J,:  A.M.A.  Arch.  Environmental  Health  6:697,  June,  1963 


New  Brunswick,  N.  J. 
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Following  traumatic  injury, 
patient  comfort  can  be  increased 

i\  and  recovery  time  shortened  by 

I*  -• ^ A A 


the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


Also  available  with  Vx  gr.  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg, 
acetophenetidin  1 60  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  LABORATORIEs/Cra«fcMry,N.y. 


Side  effects:  Although  there  has  been  no  evidence  of  tolerance, 
withdrawal  symptoms  or  excessive  self-medication.  ‘Soma’ 
Compound  and  ‘Soma’  Compound  with  Codeine,  like  other 
central  nervous  system  depressants,  should  be  used  with  cau- 
tion in  addiction-prone  individuals.  While  codeine  addicti(^n  is 
relatively  rare  and  easily  broken,  the  same  precautions  must  be 
observed  as  for  any  other  opium  alkaloid.  Nausea,  vorniting, 
constipation  and  mjosis  are  possible  codeine  side  effects. Should 
symptoms  of  hypersensitivity  occur,  discontinue  mediqation. 


Contraindications:  None  reported. 

Complete  product  information  available  in  the  product  package, 
find  to  physicians  upon  request. 

;DosagO:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
order  form  required)  is  available  in  white,  lozenge-shaped  tab- 


TIJBERCULIN,T1I\IETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
hasnever 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  iti 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7999-4 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


33-A 


An  open  letter  on  a new  concept 
in  cigarette  filtration  from  the  makers 
of  newlAmCcigeurettes 


DEAR  DOC  FOR:  In  the  recent  report 
of  the  Surgeon  General’s  Advisory  Com- 
mittee on  Smoking  and  Health,  attention 
teas  drawn  to  the  inhibitory  effect  of  cig- 
arette smoke  on  respiratory  cilia.  On  page 
34,  the  Report  stales:  “Components  of  the 
gas  phase  of  cigarette  smoke  have  been 
shown  to  produce  various  undesirable 
effects  on  test  animals  or  organs.  One  of 
these  effects  is  suppression  of  ciliary  trans- 
port activity,  an  important  cleaning  func- 
tion in  the  trachea  and  bronchi  (Chapter 
6,  p.  61  and  Chapter  10,  pp.  267-270).’’ 
The  Report  also  notes  that  there  is  a 
cigarette  filter  containing  special  charcoal 
granules  which  reduces  certain  gases 
which  inhibit  the  activity  of  mammalian 
respiratory  cilia.  On  page  61  of  the  Report 
it  states:  “Activated  carbons  differ  mark- 
edly in  their  adsorption  characteristics. 
Carbon  filters  previously  employed  in 


cigarettes  do  not  have  the  specific  power 
to  scrub  the  gas  phase.  It  has  been  re- 
ported that  a filter  containing  special  car- 
bon granules  removes  gaseous  constitu- 
ents which  depress  ciliary  activity  (28).’’ 
The  reference  cited  is  “New  England 
Journal  of  Medicine’’  (Kensler,  C.  J.  and 
Battista,  S.  R,  269:  1161-1166,  November 
28,  1963). 

In  1 954,  Liggett  & Myers  Tobacco  Com- 
pany began  a broadly  based  program  of 
biological  research  on  tobacco  smoke 
which  has  been  conducted  in  the  Life 
Sciences  Division  of  Arthur  D.  Little,  Inc., 
Cambridge,  Mass.  In  recent  years,  this  re- 
search has  centered  on  the  gas  phase  of 
cigarette  smoke,  and  the  development  of  a 
specially  treated  charcoal-granule  filter. 
This  filter  materially  reduces  the  gases  in 
cigarette  smoke  which  contribute  to  the 
inhibition  of  the  activity  of  mammalian 
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respiratory  cilia  in  in  vitro  experiments, 
(see  chart.) 

Dr.  Kensler  points  out  in  his  paper  re- 
ferred to  above:  “Although  it  is  recog- 
nized that  these  in  vitro  findings  may  not 
be  directly  extrapolated  to  the  effects  of 
cigarette  smoke  on  human  pulmonary  tis- 
sue the  use  of  the  charcoal-granule  filter 
will  obviously  reduce  the  level  of  exposure 
of  the  non-ciliated  as  well  as  ciliated  bron- 
chial and  alveolar  cells  to  potentially 
harmful  smoke  components.” 

The  specially  treated  charcoal-granule 
filter  discussed  in  the  Kensler  and  Battista 
paper  was  the  prototype  of  the  one  which 
is  now  available  to  the  public  on  Lark 
cigarettes.  Since  some  of  your  patients  may 
have  heard  of  this  filter  through  the  lay 
press,  and  may  inquire  about  its  basis  in 
science,  we  believe  you  may  wish  to  have 
the  information  at  hand. 


inhibitory  Effect  of  Cigarette  Smoke 
on  Mammalian  Ciliary  Activity 
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(Data  trom  figure  6.  page  1165.  “New  England  journal  of  Medicine,”  November  28,  1963) 


Chart  shows  inhibition  of  the  mammalian  ciliary  activity 
by  the  irritating  gases  in  cigarette  smoke: 


1.  The  screened  lines  represent  conventional  filter  and  non-filter  cig- 
arettes and  show  how  they  produced  50%  ciliary  inhibition  after  5 to  6 
puffs  and  100%  inhibition  after  7 to  8 puffs. 

2.  On  the  other  hand,  the  filter  with  activated  charcoal  granules,  repre- 
sented by  the  solid  black  line,  produced  no  significant  inhibition  (less  than 
10%)  when  the  whole  cigarette  (8  puffs)  was  smoked. 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


PHYSICIANS'  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nuising  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

BUILDING  FOR  PROFESSIONAL  MEN— Avail- 
able, May  15th.  Splendid  location,  private  parking. 
Location,  1912  South  48th  Street,  Omaha,  Nebr. 
Phone  551-2168. 

LOCUM  TENNENS  — General  Pi’actitioner  want- 
ed for  2 or  3 months,  mid  June  to  September. 
Nebraska  license  required.  Possible  permanent  as- 
sociation. Write  The  Pender  Clinic,  Pender,  Nebr. 

PEDIATRICIAN — To  join  active  group  in  Oma- 
ha, Nebraska.  Medical  School  affiliation  available. 
Starting  salaiy  $20,000.00.  Box  39,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 

INTERNIST  — To  join  active  group  in  Omaha, 
Nebraska.  Medical  School  affiliation  available. 
Starting  salaiy  $18,000.00.  Box  40,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  Insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  Slate  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

GENERAL  PRACTITIONER  — To  join  group  in 
Omaha,  Nebraska.  Medical  School  affiliation  avail- 
able. Starting  salary  $18,000.00.  Box  41,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 

PHYSICIAN’S  OFFICE  — Partially  equipped, 
available  in  Superior,  Nebraska.  Community  has  ex- 
cellent 35  bed  hospital  and  is  excellent  location  for 
a physician.  Contact  A.  I.  Webman,  M.D.,  3210 
South  28th,  Lincoln,  Nebraska. 

GENERAL  PRACTITIONER  — Wanted  to  asso- 
ciate with  established  man  in  General  Practice  in 
Suburban  Omaha.  Excellent  opportunity.  For  fur- 
ther details  write  Box  38,  Nebraska  State  Medical 
Journal,  1315  Shaiq)  Building,  Lincoln,  Nebraska. 

GENERAL  PRACTITIONER  — We  have  an  open- 
ing for  a young,  healthy,  enthusiastic  G.P.  who 
wants  a good  permanent  location.  Clinic  facilities 
and  equipment  the  best.  Salaiy  first  year  then 
any  deal  that  you  want  to  make  will  be  open. 
Frank  W.  Wanek,  M.D.,  Goi’don,  Nebraska. 

CLINIC-PHYSICIANS-OPPORTUNITY  — Mod- 
ern Medical  building  in  fast  growing  community. 
2,400  squai'e  feet,  on  one  level,  air  conditioned,  with 
off-street  parking;  only  10  minutes  from  Portland 
hospitals.  Available  immediately.  Charles  R Mote, 
Owner,  12200  S.W.  Main,  Tigard,  Oregon. 

NEWLY  COMPLETED  CLINIC  BUILDING  in 
Northeast  Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Liberal  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

MAYO  FOUNDATION  FELLOWSHIPS  in  anes- 
thesiology at  the  Mayo  Clinic  are  available  quar- 
terly, beginning  July,  October,  January  and  April. 
Two  and  three  year  programs  are  fully  approved 
by  the  Residency  Review  Committee  of  the  A.M.A. 
and  the  American  Board  of  Anesthesiology.  Sti- 
pends increase  annually  to  $4200  third  year.  Cur- 
riculum allows  study  towards  a graduate  degree 
from  the  University  of  Minnesota.  Address  in- 
quiries to:  Mayo  Foundation,  200  First  Street 
S.W.,  Rochester,  Minnesota. 
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San  Francisco— the  Perfect  Opportunity  to  Mix  Postgraduate  Study  With  Pleasure! 

Start  the  summer  at  the  world’s  greatest  medical  meeting  in  America’s  most  p 
picturesque  city.  Now  after  six  years  the  AMA  returns  with  the  outstanding 
scientific  program  of  1964.  In  just  five  compact  days,  you  can  make  a compre- 
hensive review  of  the  most  recent  medical  progress  in  general  practice  and 
all  the  specialties. 

• 60  original  papers  on  organ  transplants  and  hyperbaric  oxygen 

• 6 general  scientific  meetings:  diagnosis  of  acute  liver  disease,  autoimmune 
mechanisms  & disease,  cardiovascular  opacification,  tumors  of  the  endo- 
crine function,  hyperbaric  oxygen  phenomena,  and  computers  in  medicine 

• 22  medical  specialty  programs 

• 750  scientific  and  industrial  exhibits 

• Special  program  on  heart  disease  by  the  AMA,  American  College  of  Cardi- 
ology, and  the  American  Heart  Association 

• Lectures,  Panel  Discussions,  Motion  Picture  Premieres,  Color  Television 
All  This,  and  San  Francisco,  too— and  Don’t  Forget  to  Bring  the  Family! 

<3  O See  JAMA  May  9 (or  complete  scientific  program  — Forms  for  advance  registration  and  hotel  accommodations 


JUNE 

21-25 

1964 
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Splint  & Brace 
SHOP... 


JACK 

O.  CASEY.  Owner 

(Certified  Orlhotist) 

Ik 

Braces,  Belts 

and 

Artificial  Limbs 

We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln.  Nebr. 
Phone  HE  2-1644 


REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints— 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huie  Publithing  Co. 
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Quality  Printing  at  the  Right  Price 
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pollens  in  the  grass. ..alas 

FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPJOm-Antihistarninicaction 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg  . 39864 


Announcing  A New  Series  of  Monographs  . . . 

Major  Problems  in  Clinical  Surgery 


J.  Englebert  Dunphy,  Consulting  Editor 

Each  volume  in  this  series  will  exhaustively  illuminate 
a significant  problem  met  in  surgical  practice.  Offering 
a consistently  post-graduate  level  of  presentation,  the 
books  will  give  comprehensive  accounts  of  all  aspects 
of  their  subject,  to  aid  you  in  accomplishing  the  most 
successful  surgical  management  possible  today.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologic  physiology,  diagnosis  and  differen- 
tial diagnosis.  Operative  techniques  will  be  clearly 
described  and  illustrated.  Operative  and  postoperative 
complications  will  be  considered.  Several  volumes  will 
yjpear  each  year,  containing  150-300  illustrated  pages. 
Fiiture  monographs  will  cover;  Polyps  of  the  Gastro- 
intestinal Tract;  Trauma  to  the  Liver;  Surgical  Problems 
of  the  Pancreas;  Peripheral  Arterial  Disease.  By  becom- 
ing a charter  subscriber  to  the  entire  series,  starting 
with  the  first  volume,  you  are  offered  free  examination 
of  every  book,  with  absolutely  no  obligation  to  buy 
even  one  volume.  Merely  check  the  appropriate  block 
on  the  coupon. 


The  First  Volume  in  the  Series — Now  Ready 

The  Liver  and  Portal  Hypertension 

by  Charles  G.  Child,  3rd,  M.D. 

In  this  new  monograph.  Dr.  Child  and  12  collaborators 
resent  a complete  picture  of  the  nature  of  portal 
ypertension  and  its  surgical  management.  You  will 
find  discussions  of  such  vital  surgical  considerations  as: 
the  effectiveness  of  portacaval  and  splenorenal  shunts;  se- 
lection of  patients  for  operation;  arguments  for  and  against 
''prophylactic''’  shunt  procedures  in  the  patient  with 
esophageal  varices;  relative  advantages  of  end-to-side  and 
side-to-side  shunting.  Management  of  the  patient  with 
active  bleeding  esophageal  varices  is  helpfully  discussed. 
In  addition.  Dr.  Child  and  his  eminent  collaborators 
evaluate  current  concepts  of  pathologic  physiology  of 
portal  hypertension;  they  detail  the  essentials  of 
medical  and  supportive  management. 

By  Charles  G.  Child,  3rd,  M.D.,  Professor  and  Chairman,  Depart* 
inent  of  Surgery,  University  of  Michigan  Medical  School.  With  12 
Collaborators  from  the  Departments  of  Medicine  and  of  Surgery  of 
the  ITniversity  of  Michigan  and  the  Department  of  Surgery  of  New 
York  University.  About  224  pages,  x illustrated.  About 

$7.50.  New— Just  Ready! 


New!  — Beard  and  Wood-MASSAGE  teThXues'^ 


Here  is  an  authoritative  manual  to  help  you  become 
more  skillful  in  utilizing  the  beneficial  effects  of 
massage — help  in  developing  or  regaining  elasticity  of 
tissues;  stimulating  blood  supply;  decreasing  pain  and 
discomfort;  providing  psychological  stimulation  to  use 
disabled  parts.  The  book  is  the  final  product  of  methods 
evolved  from  35  years  of  experience  with  massage  at 
Northwestern  University  Medical  School.  The  well- 
known  authors  give  you  concise,  well-illustrated  and 
clearly  defined  instructions  on  massage  movements,  on 
the  components  of  massage — on  equipment,  position  of 
patient,  routine  of  treatment — on  step-by-step  techniques 
of  general  and  local  massage — on  effects  of  massage  on 
muscle  tissue,  blood,  skin,  bone,  metabolism,  abdominal 
viscera,  etc.  They  give  advice  on  where  and  when 


massage  can  be  used  effectively — before  and  after 
surgery — for  the  prevention  of  decubital  ulcer  and 
muscle  atrophy  in  the  bedridden  patient.  You’ll  find 
help  on  kneading,  petrissage,  stroking  and  effleurage, 
percussion,  pressure,  rate  and  rhythm,  duration,  fre- 
quency. Advice  on  tables,  mattresses,  linen  and  pilloWs 
is  also  included.  For  practical  help  in  utilizing  and 
developing  skill  in  massage,  add  this  new  manual  to 
your  library. 

By  Gertrude  Beard,  R.N.,  R.P.T.,  Formerly  Associate  in  Physical 
Medicine  and  Technical  Director,  Course  in  Physical  Therapy, 
Northwestern  University  Medical  School;  and  Elizabeth  C.  Wood, 
A.M.,  R.P.4\,  Associate  Professor  of  Physical  Medicine  and  Educa- 
tional Administrator,  Programs  in  Physical  Therapy,  Northwestern 
University  Medical  School.  About  176  pages,  1^"  x with 

about  250  illu.strations.  About  $6.00.  Neiv—Just  Ready! 


New!  — 1963-64  MAYO  CLINIC  VOLUMES 


You’ll  find  here  the  new  treatments,  surgical  techniques, 
and  diagnostic  methods  developed  at  the  Mayo  Clinic 
this  past  year.  The  Clinic’s  investigations  covered 
virtually  the  entire  body,  including  many  specialty 
areas  of  practice:  Alimentary  Tract — Genitourinary 
Tract — Ductless  Glands — Blood  and  Circulatory  Organs 
— Head,  Trunk  and  Extremities — Dermatology — Thorax 
— Brain,  Spinal  Cord  and  Nerves — Radiology — Anes- 
thesia, Gas  and  Intravenous  Therapy.  For  easier  refer- 
ence the  articles  (approximately  230)  are  organized 
into  two  separate  volumes  — one  on  Medicine  and 
one  on  Surgery.  Among  the  articles  in  the  Medicine 
volume  you’ll  find  discussions  on:  Pain  Patterns  of 
Gastric  Disorders — A Simplified  Menstrual  Record — 
Reevaluation  of  Therapy  of  Acute  Myocardial  Infarction 


— Unusual  Systemic  Manifestations  Associated  with 
Carcinoma.  Articles  in  the  Surgery  volume  include 
discussions  of:  Considerations  Relevant  to  Gastric  Freez- 
ing— Transrectal  Needle  Biopsy  as  an  Office  Procedure — 
Conservative  Surgical  Management  of  Endometriosis — 
Pitfalls  in  Vein  Surgery — An  instrument  for  Colorectal 
Anastomosis  JVithout  Sutures — etc.  The  books  are 
available  either  separately,  or  as  a slip-cased  set.  Why 
not  put  this  practical,  up-to-date  advice  from  the 
Mayo  Clinic  to  work  in  your  practice? 

Volume  55.  By  the  Staff  of  the  Mayo  Clinic,,  Rochester^  Minnesota,  and 
the  Mayo  Foundation,  University  of  Minnesota.  Volume  on  Medicine, 
about  544  pages,  6"  x 9^".  illustrated.  About  $13.50.  Volume  on 
Surgery,  about  560  pages,  6"  x 9^^',  illustrated.  About  $13.50. 
Slip-cased  Set  about  $25.00. 

Neiv—Just  Ready! 


W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.  5,  Pa.  sjG6-6t 

Please  send  and  bill  me:  □ Easy  Pay  Plan  ($5  per  mo.) 

Q Child — Liver  & Portal  Hypertension . . . About  $7.50  □ 1963-64  Mayo  Clinic  Volumes  . . . Set,  About  $25.00 

□ Beard  & Wood — Massage About  $6.00  O Medicine.  .About  $13.50  □ Surgery . .About  $13.50 

□ Also  enroll  Me  as  **No  Risk”  Charter  Subscriber 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority"  as 
acne.'  pHisoHex  “...is  a valuable 
part  of  the  management. . .since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”* 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.* 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.^  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.* 

The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied;  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
F,  T.:  GP  14:86,  Nov.,  1956.  4.  McLean. 
I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.: 
Practitioner  189:82,  July,  1962. 
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THE  DERMATOSES 
THAT  WERE 

STEROID-UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation  o 
the  appetite,  excessive  weight  gain,  mood  swings-i 
these  were  some  of  the  problems  that  used  to  confron 
physicians  when  they  wanted  to  prescribe  steroids  foi| 
dermatoses.  For  patients  already  overweight,  or  with 
edema  associated  with  cardiovascular  disease,  oi| 
those  who  were  tense  and  anxious,  steroid  treatmen 
could  aggravate  their  problems.  But  with  the  adven 
of  ARISTOCORT®  Triamcinolone,  many  of  thesf| 
patients  became  “steroid-treatable.”  The  reason:  No 
only  did  this  steroid  provide  gratifying  symptomaticl 
relief,  but  it  did  so  without  the  penalty  of  overstimu 
lation  of  the  appetite,  excessive  weight  gain,  salt  anc| 
water  retention,  edema,  and  undesirable  euphoriai 
And  these  benefits  have  been  confirmed  for  othe 
patients  with  steroid-susceptible  disorders,  as  well  a'* 
those  formerly  untreatable. 


j Side  Effects:  S'mce  \t  may , under  some  circumstances, 
i produce  many  of  the  unwanted  effects  common  to  all 
, cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triamcino- 
lone. Any  of  the  Cushingoid  effects  are  possible,  as  are 
purpura,  G.l.  ulceration,  increased  intracranial  pres- 
. sure  and  subcapsular  cataract.  Corticosteroids  gen- 
I erally  may  mask  outward  signs  of  bacterial  or  viral 
i infections.  Catabolic  effects  to  watch  for  include 
i muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 

I Contraindications:  While  the  only  absolute  contra- 
indications are  tuberculosis,  herpes  simplex  and 
chicken  pox,  there  are  some  relative  contraindications 
(peptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 


MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 


1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

272-4 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  Vz  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


.1^.:  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Current  Comment 

AAGP  and  “Project  MORE”— 

During  the  eight  years  prior  to  1962,  there 
was  a downward  trend  of  the  number  of  ap- 
plicants for  medical  schools  but  that  trend 
has  now  been  reversed.  There  has  been  a 
substantial  increase  in  the  number  of  appli- 
cants and  the  rate  of  increase  since  1962  is 
greater  than  the  rate  of  decrease  noted  in 
prior  years. 

The  fact  that  fewer  qualified  young  people 
were  evidencing  an  interest  in  the  medical 
profession  had  become  of  such  concern  that 
federal  programs  for  financial  assistance  to 
prospective  students  became  part  of  its  over- 
all health  care  program.  An  editorial  in  the 
Wiscon.'^in  Medical  Journal  continues  by  stat- 
ing that  the  existing  shortage  of  doctors  in 
many  areas  appeared  to  be  heading  toward  a 
critical  stage  and  the  adequacy  of  any  na- 
tional health  care  program  seemed  threat- 
ened. 

Tribute  is  paid  to  the  American  Academy 
of  General  Practice  which  instituted  its 


“Project  MORE.”  The  project  was  designed 
to  interest  young  people  in  medicine  as  a pro- 
fession and  to  recruit  those  qualified  stu- 
dents who  could  be  considered  as  ligitimate 
prospects  for  medical  schools.  The  happy 
news  from  medical  schools  is  evidence  of  its 
success. 

While  the  higher  birth  rate  beginning  in 
1940  and  more  available  financial  aid  may 
have  played  important  roles  in  the  increases, 
the  recruitment  program  sponsored  by  the 
Academy  undoubtedly  was  a very  helpful 
factor. 

Tobacco  — A Paradox — 

The  fact  that  the  federal  government  is 
spending  more  than  $40  million  annually 
to  support  the  price  of  tobacco,  and  approxi- 
mately $1  million  each  year  on  research  to 
establish  the  nature  of  tobacco’s  effect  on 
health,  is  one  of  the  several  paradoxes  relat- 
ing to  tobacco.  An  editorial  in  the  New 
England  Journal  of  Medicine  states  that 
the  paradox  is  further  complicated  in  view 
of  the  report  of  the  Surgeon  General’s  Ad- 
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visory  Committee  indicating  the  ills  that 
may  attend  the  continued  smoking  of  cigar- 
ettes. 

Paradoxes  even  in  government  are  said 
to  be  not  unknown  and  it  may  not  be  more 
inconsistent  to  subsidize  the  growing  of  to- 
bacco that  should  not  be  smoked  than  to  pay 
for  the  growing  of  wheat  that  cannot  be 
eaten.  Humanity  demands  that  the  nation’s 
farmers  be  supported,  and  there  is  an  obliga- 
tion to  underwrite  those  who  till  the  soil  but 
who  cannot  eat  what  they  produce. 

The  American  Medical  Association  has 
been  criticized  for  having  accepted  an  un- 
restricted grant  of  $10  million  from  the  To- 
bacco Industry  Research  Council  to  study  the 
effects  of  smoking,  and  for  having  at  the 
same  time  failed  to  endorse  the  cautionary 
labeling  of  cigarettes.  As  far  as  the  grant 
is  concerned,  no  one  can  reasonably  deny 
the  desirability  of  continued  study,  provid- 
ing the  study  is  not  used  to  delay  the  accept- 
ance of  that  evidence  against  smoking  that 
has  already  been  produced.  If  the  Associa- 
tion makes  clear  its  sincerity  in  accepting  the 
trusteeship  for  this  grant  without  bias  to  its 
additive  toward  the  whole  problem,  there  is 
no  problem. 

As  regards  to  the  cautionary  labeling  of 
cigarettes,  there  is  more  room  for  a reason- 
able difference  of  opinion.  Such  labeling 
may  be  less  effective  than  its  proponents  be- 
lieve which  seems  to  be  the  attitude  the 
American  Medical  Association  has  adopted. 
Its  warning  may  be  no  more  effective  than 
one  which  might  be  applied  to  the  labels  on 
liquor  bottles.  The  other  side  of  the  labeling 
question  is  that  the  Association  may  be  too 
eagerly  putting  itself  in  an  unfavorable 
light.  It  may  be  opposing  that  which  can 
hardly  do  harm  and  which  may  do  some 
good. 


Relationships  With  Osteopaths — 

The  Board  of  Trustees  and  Counselors  of 
the  Pennsylvania  Medical  Society  has  direct- 
ed the  preparation  of  the  report  on  the  pres- 
ent status  of  relations  between  MDs  and 
Osteopaths  in  Pennsylvania. 

Published  in  the  journal  of  the  Society, 
(Continued  on  page  10-A) 


reduce 

or  obviete 
the  need  for 

trensfusions 
end  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 


capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received;  however, 
it  should  be  used 
with  care  on  patients 

with  a predisposition 


parenteral  hemostat 

Each  cc  contains:  5 mg.  oxalic  acid,  2.5  mg.  malonic 
acid,  phenol  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  with  each  1 Occ  vial.  Therapy  chart  on  request. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd,  • Paris,  Ontario 
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Relationships  With  Osteopaths — 

(Continued  from  page  9- A) 

the  report  notes  that  the  AMA  House  of 
Delegates,  in  June,  1961,  adopted  a report 
which  recognized  that  many  osteopathic 
physicians  had  abandoned  their  cultist  orien- 
tation and  were  practicing  scientific  medi- 
cine. At  that  time  the  AMA  referred  to  each 
state  the  setting  of  criteria  under  which  all 
osteopathic  physicians  might  be  judged  as 
practicing  scientific  medicine  and  the  ethics 
of  voluntary  association  with  such  osteo- 
pathic physicians. 

Subsequently,  in  October  of  1962,  the 
Pennsylvania  Medical  Society  adopted  a 
Committee  Report  which  recognized  that 
most  osteopaths  in  Pennsylvania  no  longer 
adhere  to  the  original  unscientific  concepts 
of  osteopathy. 

As  a result,  consultation  on  the  part  of 
doctors  of  medicine  with  fully  licensed  osteo- 
pathic physicians  practicing  scientific  medi- 
cine was  not  considered  a breach  of  ethics. 

Further  osteopathic  physicians  were  con- 


sidered eligible  to  attend  post-graduate  edu- 
cational programs  conducted  by  the  society. 

Also  authorized  for  further  discussions  be- 
tween representatives  of  the  professions  with 
the  aim  of  having  the  Philadelphia  College 
of  Osteopathy  accept  the  evaluation  and  ac- 
creditation so  as  to  convert  to  a medical 
school.  This  was  considered  as  a series  of 
steps  which  would  result  in  the  eventual  uni- 
fication of  the  two  professions.  This  recent 
report  of  the  Committee  notes  that  attempts 
toward  these  objectives  have  not  as  yet  met 
with  success. 

Further  changes  in  the  relationship  will 
depend  upon  the  outcome  of  negotiations 
with  osteopathic  organizations  and  subse- 
quent action  by  the  House  of  Delegates  of 
the  Pennsylvania  Medical  Society. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 
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needs  attention,  too  I 


Robaxin 


(methocarbamol,  Robins) 

U.S.  Pat.  No.  2770649 


Average  Adult  Dose 

ROBAXIN"  ROBAXIN  "-750 

(methocarbamol,  500 mg./tab.)  (methocarbamol,  750 mg./tab.) 

Initially  3 tablets  q.i.d 2 tablets  q.i.d. 

Maintenance  2 tablets  q.i.d 1 tablet  q.4  h. 

or  2 tablets  t.i.d. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Successful  clinical  experience  with  Robaxin  (methocarbamol)  in  thou- 
sands of  cases  of  musculoskeletal  disorders  is  reflected  by  numerous 
published  reports.  Side  effects  (lightheadedness,  dizziness,  drowsi- 
ness, nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  Contraindi- 
cated in  hypersensitive  patients. 


. . nothing,  that  is,  except  the 
sedative-antispasmodic  action  of 


Donnatal' 


Prescribed  by  more 
physicians  than  any 
other  antispasmodic 
— well  over  5 billion  doses! 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab 

0.1037  mg hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg atropine  sulfate  0.0582  mg. 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 

16.2  mg.  ('^  gr.)  phenobarbital  . (%  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming) 

Under  the  pressure  of  modern  living,  with  its 
“small  continued  anxieties  of  life,”®  func- 
tional disturbances  of  secretion,  tone  and 
motility  of  the  gastrointestinal  tract  are  ex- 
tremely common.®®  For  the  relief  of  symptoms 
associated  with  such  disturbances— through 
rest  for  the  patient,  rest  for  the  colon®— the 
drugs  of  greatest  value  have  proved  to  be  the 
antispasmodics  and  the  sedatives.®-®’^ 

Donnatal— a dependable,  time-tested  combi- 
nation of  natural  belladonna  alkaloids  and 
phenobarbital  — has  produced  excellent  re- 
sults in  relieving  visceral  spasm. 

Donnatal  makes  peptic  ulcer  patients  “quite 
comfortable”®. ..  relieves  epigastric  pain  and 
discomfort®... gives  “marked  relief”  in  spasm 
and  irritation  of  the  g.i.  tract®. . .offers 
“quite  high  and  predictable”  efficiency  in 
alterations  of  motility  associated  with  gas  and 
cramping^..in  short,  has  a definite  place  in 
the  physician’s  armamentarium  because  of 
“convenience  of  dosage  regulation,  effective- 
ness, safety,  and  economy.”^ 


INDICATIONS:  DoNNATAL  is  indicated  in  recur- 
ring, persistent  or  chronic  visceral  spasm,  as 
in  peptic  ulcer,  pylorospasm,  irritable  stom- 
ach and  colon,  motion  sickness,  nocturnal 
enuresis,  mucous  colitis  and  diarrhea. 

SIDE  EFFECTS:  No  serious  toxic  reactions  are  to 
be  expected.  Dryness  of  the  mouth,  blurred  vi- 
sion, difficult  urination,  and  flushing  and  dry- 
ness of  the  skin  may  occur  with  excessive  and 
prolonged  dosage. 

PRECAUTIONS:  Patients  with  incipient  glau- 
coma or  urinary  bladder  neck  obstruction 
must  be  treated  with  care,  as  with  any  prepa- 
ration containing  a parasympathetic  depres- 
sant. 

CONTRAINDICATIONS:  DoNNATAL  is  contraindi- 
cated in  acute  glaucoma,  advanced  hepatic  or 
renal  disease,  and  known  or  suspected  idio- 
syncrasy to  any  of  its  components. 
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•This  one  at  Olympic  National  Park,  Washington. 


RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
traceabie  to  an  emotionaliy  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol' 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol’ 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishmeht  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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PESTICIDE? 
POISONING ! 


PROTOPAM®  CHLORIDE 

(PRALItX)XlME  CHLORIDE ) injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOPAM  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  emergencies:  telephone  212  AL  4-1140. 

^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.Y.  10010 


Splint  & Brace 
SHOP... 


JACK  O.  CASEY.  Owner 
(Certified  Orthotist) 

Braces,  Belfs 
and 

Artificial  Limbs 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 
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S.  S.  Hope  to  Arrive  in  Guinea  October  1.5 — 

The  teaching-training  hospital  ship  S.S. 
HOPE  will  begin  its  first  medical  mission 
to  the  continent  of  Africa  on  October  15 
when  it  arrives  in  Conakry,  Guinea  to  begin 
a ten-month  visit  there.  Dr.  William  B. 
Walsh,  president  and  founder  of  Project 
HOPE,  announced  recently  in  Washington, 
D.C. 

The  HOPE  has  previously  been  to  Indo- 
nesia, South  Viet  Nam  and  Peru  and  is  cur- 
rently in  Guayaquil,  Ecuador. 

The  floating  medical  center  will  conclude 
its  40-week  stay  in  Guayaquil  on  Septem- 
ber 6 and  will  head  for  Galveston,  Texas, 
where  the  vessel  will  undergo  minor  repairs 
between  the  14th  and  29th  of  September. 
During  that  time,  a new  permanent  staff  of 
medical  personnel  will  report  aboard  and 
will  remain  attached  to  the  ship  for  the  dur- 
ation of  the  Guinean  voyage,  expected  to  last 
until  the  fall  of  1965. 


“It  could  be  worse.  You  could  be  as  bad 
as  you’re  going  to  tell  your  friends  you  were 
after  you’re  well.” 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ...  a favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ^ 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

7517-3 
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ilmour-Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

I 

Esfablished  1927 


Current  Comment 

Lederle  Awards  for  Dedication  to 
Medical  Teaching — 

Fifteen  outstanding  members  of  medical 
school  faculties  will  share  $250,000  in 
awards  for  their  dedication  to  medical  teach- 
ing, it  was  announced. 

This  year’s  recipients  and  previous 
awardees  were  honored  at  a reception  and 
dinner  at  the  LaSalle  Hotel  marking  the 
eleventh  year  of  the  Lederle  Medical  Facul- 
ty Awards  program.  The  awards  are  made 
annually  to  sustain  the  high  caliber  of  medi- 
cal education  in  the  United  States  and  Can- 
ada. They  were  inaugurated  in  1954  by 
Lederle  Laboratories,  a Division  of  Ameri- 
can Cyanamid  Company. 

The  1964  awards  were  announced  by  Dr. 
Benjamin  W.  Carey,  medical  director  of 
Lederle.  He  said  that  since  1954,  Lederle 
has  given  approximately  $7  million  in  the 
support  of  medical  education,  of  which 
about  $3  million  has  been  allocated  to  167 
faculty  members. 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAI\I-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 

Simplified,  convenient  dosage  for  emotional  relief. 


ie  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
us  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
ay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

mtraindications:  Previous  allergic  or  idiosyncratic  reactions 
meprobamate  contraindicate  subsequent  use. 

ecautions:  Should  administration  of  meprobamate  cause 
’ owsiness  or  visual  disturbances,  the  dose  should  be  reduced, 
aeration  of  motor  vehicles  or  machinery  or  other  activity 
quiring  alertness  should  be  avoided  if  these  symptoms  are 
esent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
i meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.) , ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrir 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp]...was 
combined  with  hydrochloro- 
thiazide [Esidrix].”^ 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease. 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide  but  has  the  added 
advantage  of  causing  fewer 
side-effects. 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions  : purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects  : 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide ; Tablets  #1  (white), 
each  containing 0.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks^ 
illuminators,  hangers,  loading  bins,  dark 
room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 
Company  can  promptly  supply,  and  at 
sensible  prices. 

We  are  also  franchised  dealers  for  the 
H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 

K & W X-RAY  COMPANY,  Inc. 

Medical  Arts  Building 
111  So.  1 7th  Street 
Omaha,  Nebraska 


Conference  on  Physician’s  Personal 
Economic  PlanninR — 

A conference  on  The  Physician’s  Personal 
Economic  Planning  will  be  held  June  20  at 
San  Francisco’s  Fairmont  Hotel  in  conjunc- 
tion with  the  American  Medical  Association’s 
annual  convention. 

The  conference,  sponsored  by  the  AMA’s 
Board  of  Trustees,  will  feature  as  speakers 
leading  authorities  in  the  fields  of  life,  dis- 
ability and  retirement  insurance,  accounting 
law,  management  consulting  and  investment 
counseling. 


W.  B.  SAUNDERS  COMPANY  features  the 
following  new  books  in  their  full  page 
advertisement  appearing  elsewhere  in  this 
issue: 

CHILD  - THE  LIVER  AND  PORTAL  HY- 
PERTENSION. New!  ...  The  first  of 
a series  of  monographs  on  selected 
major  problems  in  clinical  surgery. 
Covers  all  aspects  of  the  subject. 

BEARD  AND  WOOD  - MASSAGE. 

New!  ...  A well-illustrated  guide  to 
the  best  use  of  massage.  Delineates 
principles  and  specific  technique. 

1963-1964  MAYO  CLINIC  VOLUMES 
New!  . . . The  convenient  way  to 
keep  up  with  newest  developments 
from  the  Mayo  Clinic.  Both  Medicine 
and  Surgery  are  covered. 
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1964  SAMA-Sears  Preceptor-Scholarship 
Winners  Are  Announced — 

Ten  outstanding  medical  students  have 
been  awarded  the  1964  SAMA-Sears  Precep- 
tor-Scholarships, it  was  announced  by  Rus- 
sell F.  Staudacher,  Executive  Director  of 
the  Student  American  Medical  Association. 

Winners  of  the  scholarships  will  spend  two 
months  during  this  spring,  summer  or  fall 
working  under  the  supervision  of  practicing 
physicians  in  rural  communities  throughout 
the  nation. 

The  preceptorship  program,  according  to 
Mr.  Staudacher,  enables  medical  students  to 
gain  actual  experience  in  the  practice  of 
rural  medicine,  under  the  tutelage  of  an  ex- 
perienced and  successful  practitioner. 

The  SAMA-Sears  Preceptorship  program 
was  initiated  in  1961  and  more  than  25  medi- 
cal students,  to  date,  have  been  awarded 
scholarships  provided  by  the  Sears  Roebuck 
Foundation. 


in 

^Public 

^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


■ PETN  (pentaerythritol  tetranitrate)  to  in* 
crease  oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE’ 

meprobamate  200  mg. pentaerythritol  tetranitrate  10  mg. 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUINETHAZpNE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  just  right  for  patients  with  mild  to 

moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated.  . 

CONTRAINDICATION:  Anuria.  i 


i\ 

1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  J.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28,  1962. 
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Why  the  Treasury  has  2 prices 
for  *500  Savings  Bonds 


It’s  really  for  your  convenience. 

One  of  the  $500  Bonds  shown 
above  is  a Series  E Bond.  The 
growing  type.  You  pay  $375  for 
it  and  collect  your  interest  when 
you  cash  it  in  for  $500  at  matu- 
rity. It’s  designed  for  people  who 
want  their  savings  to  accumulate. 

The  other  $500  Bond  is  a Series 
H.  It  costs  $500  to  begin  with, 
and  you  collect  your  interest  by 
check  twice  a year.  It’s  designed 


for  people  who  want  their  Bonds 
to  give  them  an  income.  Retired 
people,  for  instance. 

Both  bonds  do  the  same  job  of 
helping  your  covmtry,  too,  by 
building  the  financial  strength 
Uncle  Sam  needs  to  manage  his 
affairs  and  safeguard  our  rights. 

Whichever  suits  your  needs 
better — Series  E or  Series  H — 
buy  some  Bonds  soon.  They’re 
good  for  your  future. 


Help  yourself  as  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 

This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 


ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo 
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Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  U.S.A. 


EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


PLEASE  COOPERATE  IN  TEST 
OF  PERFORMANCE 

Your  Nebraska  Blue  Shield  Plan  is  par- 
ticipating in  a “Test  of  Performance  Sur- 
vey” conducted  by  the  National  Association 
of  Blue  Shield  Plans  during  a six-week 
period  in  May  and  June,  1964.  The  purpose 
of  the  suiwey  is  to  measure  Plan-perform- 
ance. 

Service  Benefits  are  the  most  distinguish- 
ing feature  of  Blue  Shield  in  a highly  com- 
petitive insurance  field.  Their  value,  of 
course,  is  in  direct  relation  to  valid  and  docu- 
mented statistics  showing  their  strengths 
and  weaknesses.  Nebraska  Blue  Shield  has 
accumulated  statistics  over  the  years  in  re- 
gard to  the  amount  of  the  charges  covered 
by  the  various  fee  schedules  which  have  been 
of  value  at  various  times  and  were  an  asset 
to  your  Relative  Value  Study  Committee. 
They  were  invaluable  in  negotiations  on  the 
A.T.&T.  accounts.  The  results  of  this  sur- 
vey can  do  much  to  help  in  preserving  our 
private  voluntary  system  of  medical  prac- 
tice. 

Random  selection  of  claims  is  being  made 
by  type  of  coverage  in  the  categories  of  medi- 
cine, surgery,  maternity  and  anesthesia.  It 
is,  therefore,  possible  that  the  survey  will 
cover  more  than  one  case  for  a given  physi- 
cian, or  none  at  all.  Streamlined  question- 
naires are  being  sent  to  physicians  on  these 
claims.  The  questionnaire  is  structured  in 
such  a way  that  it  can  be  completed  in  about 
one  minute.  The  completed  questionnaires 
are  to  be  sent  to  the  National  Association  of 
Blue  Shield  Plans,  not  to  Nebraska  Blue 
Shield.  The  survey  is  being  simultaneously 
conducted  by  all  71  Blue  Shield  Plans  so  that 
the  results  of  the  survey  can  be  used  in 
policy  decisions  as  well  as  for  enrollment  pur- 
poses, both  on  a local  and  national  level. 

No  doctor  or  person  will  be  the  subject 
of  analysis.  Reports  will  evaluate  Plan  per- 
formance in  terms  of  fee  schedules,  certifi- 
cates, type  of  service,  geogi’aphical  location, 
and  so  forth,  not  individual  doctors.  All 
data  collected  will  be  confidential ; the  names 


of  the  doctors  and  patients  will  not  be  re- 
vealed. The  only  purpose  is  to  measure  the 
performance  of  Blue  Shield  payments,  and 
the  extent  to  which  Blue  Shield  coverage  af- 
fects physician’s  charges. 

The  success  of  the  survey  will  depend  on 
the  cooperation  of  physicians  in  returning 
questionnaires.  It  is  essential  that  each 
questionnaire  be  completed  and  returned. 
Without  the  utmost  cooperation,  the  sample 
will  lack  validity.  If  you  have  any  questions 
concerning  the  suiwey,  please  contact  the  of- 
fice of  Nebraska  Blue  Shield. 

— A.J.O. 


SOME  HIGHLIGHTS  OF  THE  96th 
ANNUAL  SESSION 

The  full  report  on  the  actions  of  the  House 
of  Delegates  during  the  recent  (96th)  annual 
session  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  published  in  this  Journal  in 
due  time.  Some  of  the  actions  taken  by  the 
House  are  particularly  noteworthy,  or  inter- 
esting and  we  take  this  method  of  drawing 
your  attention  to  them,  namely,  a brief 
word  about  each.  It  is  unlikely  that  we 
have  not  missed  some  important  subjects  and 
you  will  want  to  study  the  “Proceedings” 
when  they  appear  in  a later  issue. 

Dr.  Annis  urged  supporters  of  King-An- 
derson  type  of  legislation  to  “stop  playing 
politics  with  the  nation’s  health praised  the 
tobacco  interests  for  stopping  the  “pitch”  of 
advertising  toward  the  youth;  quipped  that 
President  Johnson’s  words  about  medical 
care  through  Social  Security  sounded  as  if 
Reuther  still  has  a pipeline  into  the  White 
House;  observed  that  King-Anderson  “may 
be  good  politics,  but  is  sorry  medicine;”  made 
comparison  between  Kerr-Mills  and  King- 
Anderson  quite  favorable  to  the  former ; 
praised  the  publicizing  of  possible  health 
hazards  of  cigarette  smoking,  but,  in  regard 
to  labeling,  stated  the  AMA’s  position  op- 
posing any  regulatory  agency  of  government 
being  given  dictatorial  authority  over  any 


June,  1964 


299 


business  or  profession  unless  authorized  by 
Congress;  and  so  on  and  on. 

The  orderly  progression  of  one  president 
to  the  next  took  place.  Dr.  R.  D.  Sievers, 
our  highly  efficient  president  of  last  year, 
ended  his  term  on  the  first  day  of  the  session 
and  was  replaced  by  President-Elect  Richard 
Garlinghouse.  Two  daj^s  later,  Dr.  Willis 
Wright  of  Omaha  was  elected  president- 
elect. 

Speaking  of  elections:  Dr.  J.  D.  McCarthy, 
veteran  of  19  years  as  one  of  Nebraska’s 
delegates  to  the  AMA,  told  our  House  of 
Delegates  he  had  decided  to  retire.  The 
House  granted  his  wish  and  commended  him 
for  his  many  years  of  contribution  to  organ- 
ized medicine,  both  state  and  national.  Dr. 
John  R.  Schenken  was  elected  to  fill  the 
vacancy.  (Time  moves  on!)  Dr.  Harold  S. 
IMorgan,  who  has  had  longtime  indoctrina- 
tion under  the  Master,  remains  as  alternate 
to  Dr.  Schenken.  Dr.  McCarthy  received 
a plaque  from  the  House  commemorating 
his  services.  Drs.  J.  Jay  Keegan,  George  W. 
Covey,  Arthur  J.  Offerman,  Fay  Smith,  and 
Donald  Steenburg  were  again  named  to  the 
board  of  directors  of  Blue  Shield,  and  Dr. 
Paul  W.  IMaxwell,  delegate  to  the  North 
Central  Conference;  Dr.  H.  V.  Nuss,  of  Sut- 
ton, was  elected  to  the  board  of  trustees. 

Our  House  of  Delegates  disagreed  sharply 
with  the  Public  Health  Service  and  the 
American  Hospital  Association  in  the  matter 
of  regional  hospital  councils  of  compulsory 
nature.  We  have  no  quarrel  with  locally 
formed  and  locally  controlled  councils. 

The  AMA  is  to  be  asked  to  review  its  cur- 
riculum for  internships. 

A dim  view  was  taken  of  the  proposition  of 
gradually  increasing  our  AMA-dues  from 
the  present  $45  to  $100.  A free  hand  is  giv- 
en our  delegates  in  voting  on  this  at  AMA, 
if  and  when  it  is  up  for  decision. 

A significant  action  was  the  move  to 
open  sessions  of  the  House  of  Delegates  to 
the  news  media.  This  may  be  found  to  have 
been  long  overdue. 

President  Garlinghouse  proposed,  among 
other  things,  that  state  legislation  be  sought 


to  deal  with  cases  of  unethical  practice  and 
bad  medical  practices.  The  exact  nature  of 
this  will  have  to  be  made  clear  as  such  a 
study  progresses,  but  the  methods  of  the 
lawyers  in  disbarring  actions  may  form  a 
hazy  backgi’ound  of  the  idea.  He  also  fo- 
cused attention  on  the  feasibility  of  provid- 
ing a permanent  building  for  the  Nebraska 
State  Medical  Association. 

“Fifty-year”  pins  were  presented  to  11 
members  as  a feature  of  the  luncheon  on 
Tuesday,  April  28.  The  following  received 
this  honor:  Drs.  A.  J.  Courshon,  Chadron; 
G.  W.  Covey,  Lincoln;  G.  J.  Kadavy,  Oma- 
ha; Charles  Moon,  and  F.  J.  Schwertley, 
Omaha;  Neal  McKee,  Atkinson;  Forrest  J. 
Austin,  Omaha;  Frank  Kotlar,  West  Point; 
Delbert  L.  Hibberd,  Elm  Creek;  Harry  Mc- 
Fadden,  Sr.,  and  George  McArdle,  Omaha. 


News  and  Views 

Deaths  Due  to  Tetanus  Not  Necessary — 

Fifty  thousand  deaths  which  occur  each 
year  due  to  tetanus  could  be  avoided  if  uni- 
versal tetanus  toxoid  immunization  were  a 
reality.  Dr.  Wesley  Furste,  Columbus,  Ohio, 
said  at  the  Industrial  Medical  Association’s 
49th  annual  meeting  in  Pittsburgh. 

The  physicians  and  nurses  in  industry  are 
in  a unique  and  challenging  position  of  be- 
ing able  to  play  an  important  and  historical 
role  in  the  elimination  of  tetanus  and  of  the 
side  effects  produced  by  agents  used  for 
tetanus  prophylaxis.  Dr.  Furste  told  his  audi- 
ence of  industrial  physicians,  “because  you 
can,  with  the  close  cooperation  of  labor  and 
management  representatives,  bring  about 
prophylactic  tetanus  toxoid  immunization  in 
all  industrial  workers.” 

Until  such  active  immunization  is  possible. 
Dr.  Furste  recommended  the  early  and 
meticulous  surgical  treatment  of  all  wounds 
as  the  next  best  way  to  prevent  tetanus,  and, 
when  indicated,  the  administration  of  tetanus 
immune  globulin  (human).  Unfortunately, 
he  added,  the  use  of  antibiotics  and  of  the 
heterologous  equine  or  bovine  antitoxins 
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which  have  been  recommended  for  tetanus 
prophylaxis  may  result  in  undesirable  re- 
actions. 

Cervical  Cancer  Regresses  Completely 
After  Massive  Doses  of  Depo-Provera — 

A Florida  gynecologist  has  reported  com- 
plete regression  of  cancer  of  the  cervix  and 
metastatic  lesions  of  the  lung  in  an  elderly 
patient  who  was  treated  for  10  months  with 
massive  doses  of  the  progestational  agent, 
Depo-Provera. 

Dr.  Edward  P.  Madden  of  Daytona  Beach 
described  the  dramatic  case  in  an  article  ap- 
pearing in  “Obstetrical  and  Gynecological 
Survey”  (22:409  (March)  1964).  “This  is 
believed  to  be  the  first  reported  case  of 
adenocarcinoma  of  the  cervix  which  was 
treated  with  a progestational  agent  and  was 
accompanied  by  complete  regression  of  pri- 
mary and  metastatic  lesions,”  he  said. 

Various  hormonal  drugs  have  been  used, 
however,  in  treating  many  forms  of  cancer. 
Dr.  Madden  said  he  decided  to  use  Depo- 
Provera,  developed  in  research  laboratories 
of  The  Upjohn  Company,  because  of  previous 
excellent  results  he  had  obtained  with  the 
drug  in  treating  Stage-2  adenocarcinoma  of 
the  endometrium.  In  this  particular  patient, 
conventional  treatment  methods  would  have 
been  of  doubtful  value,  he  added. 


SK&F  Special  Resin  No.  648  Now  Available — 

SK«&F  Special  Resin  No.  648,  a public 
service  drug  used  in  the  treatment  of  hyper- 
kalemia, is  now  available  to  physicians  as  a 
regular  Smith  Kline  & French  Laboratories 
product. 

Special  Resin  No.  648  has  been  supplied 
free  of  charge  as  an  investigational  drug 
since  1951  and  SK&F  will  continue  to  supply 
it  without  charge.  A New  Drug  Application 
for  the  resin  was  filed  with  the  federal  Food 
and  Drug  Administration  in  May  1963. 

Because  of  the  rare  incidence  of  hyper- 
kalemia, Smith  Kline  & French  had  never 
applied  for  marketing  clearance  for  the  resin 
prior  to  revision  of  drug  testing  regulations 
by  the  FDA  in  1962. 


Special  Resin  No.  648  is  indicated  for  the 
control  of  hyperkalemia  arising  from  se- 
vere renal  insufficiency  associated  with  oli- 
guria or  anuria. 

The  resin  is  supplied  in  one-pound  bottles, 
and  emergency  supplies  may  be  obtained  di- 
rectly from  Smith  Kline  & French  repre- 
sentatives or  by  telephoning  SK&F  in  Phila- 
delphia (Area  Code  215,  LOcust  4-2400).  An 
emergency  supply  can  be  made  available  in 
less  than  24  hours. 


Corticosteroids  and  Intraocular  Pressure  — 

B.  Becker  and  D.  W.  Mills,  Arch  Ophthal 

75:500  (Oct.)  1963. 

Corticosteroid  (betamethasone)  dr  o p s 
were  administered  four  times  daily,  for  up 
to  two  months,  to  one  eye  of  patients  classi- 
fied into  three  categories:  1.  Forty-four 

glaucomatous  patients  — those  with  estab- 
lished glaucoma  under  good  pressure  con- 
trol. 2.  Thirty-two  glaucoma  suspects  — 
those  with  a Po/C  value  of  more  than  100 
after  drinking  a liter  of  water,  but  with  no 
other  evidence  of  glaucoma.  3.  Thirty  volun- 
teers — normal  to  a battery  of  present 
methods  of  testing  for  glaucoma.  The  glau- 
coma and  the  glaucoma-suspect  gi’oups  dem- 
onstrated large  and  highly  significant  in- 
creases in  intraocular  pressure  and  striking 
decreases  in  facility  of  outflow  in  the  steroid- 
treated  eyes  without  significant  changes  in 
their  opposite  control  eyes.  In  the  volunteer 
group,  a surprising  number  of  steroid-treated 
eyes  (30%)  developed  elevations  of  intra- 
ocular pressure  to  21  mm  Hg  or  higher.  The 
pressure  elevations  in  the  steroid-treated 
eyes  were  significant  and  associated  with 
significant  decreases  in  the  coefficients  of 
aqueous  outflow  facility.  These  changes, 
more  frequent  in  those  over  the  age  of  40 
years,  were  totally  reversible  when  the  cor- 
ticosteroid drops  were  discontinued.  It  was 
emphasized  that  the  frequent  occurrence  of 
elevations  of  intraocular  pressure  after  the 
use  of  topical  corticosteroids  for  an  extended 
period  demanded  careful  ophthalmologic 
follow-up,  especially  in  proved  or  suspected 
glaucoma. 
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Comments  From  Your  President 


The  96th  Annual  Session  of  the  Nebraska 
State  ]\Iedical  Association  has  been  satisfac- 
torily completed.  From  the  standpoint  of 
the  program,  the  Session  was  a success.  Dr. 
Annis,  as  always,  presented  an  outstanding 
Keynote  Speech.  Senator  Hruska’s  address 
was  excellent  and  brought  us  up  to  date  on 
current  Washington  thinking.  The  Scien- 
tific Sessions  were  well  attended  and  from 
all  reports,  of  great  educational  benefit. 
The  banquet  speech  of  Dr.  Jarvis  was  most 
refreshing.  Special  congratulations  and 
thanks  go  to  the  various  committees  of  the 
Lancaster  County  iMedical  Society  for  the 
successful  Sportsman’s  Day  and  Fun  Night 
activities.  The  following  statistics  are  of 
interest:  630  registered  for  the  Session. 
This  includes  wives,  exhibitors  and  visitors. 
Four  hundred  and  four  doctors  were  regis- 
tered, representing  nearly  one-third  of  the 
doctors  in  the  state.  Ninety-eight  doctors 
played  golf  in  spite  of  the  nasty  cold  rainy 
day;  12  bowled,  and  17  were  marksmen  at 
the  skeet  shoot.  One  hundred  and  seventy- 
five  attended  Fun  Night  and  275  enjoyed  the 
University  Men’s  Glee  Club  and  Dr.  Jaiwis 
at  the  banquet.  This  year  the  50-year  pins 
were  presented  to  10  doctors  at  the  Tuesday 
noon  luncheon  which  was  held  jointly  with 
the  Woman’s  Auxiliary. 

In  approximately  three  months,  the  Scien- 
tific Sessions  Committee  will  start  work  on 
the  97th  Annual  Session  to  be  held  in  Oma- 
ha, April  26-29,  1965.  This  is,  in  my  opinion, 
the  hardest  working  committee  in  the  NSIMA. 
Certainly  they  spend  more  time  in  your  in- 
terests than  any  other  committee.  This  is 
your  meeting  and  the  committee  wants  to 
please.  Now  is  the  time  to  express  your 
wants  and  suggestions.  All  of  your  sugges- 
tions will  be  welcomed  and  carefully  consid- 
ered by  them.  My  personal  thanks  to  the 
Scientific  Sessions  Committee  for  a job  well 
done. 

Now  for  a few  highlights  of  proceedings 
of  the  House  of  Delegates.  The  sessions  of 
the  House  of  Delegates  were,  for  the  first 
time,  opened  to  the  press,  radio  and  tele- 


vision. This  is  on  an  experimental  basis 
and  can  be  revoked  at  any  time,  depending 
on  our  success  or  failure  with  the  various 
news  media.  Certain  “ground  rules’’  were 
devised  which  apparently  are  satisfactory 
to  the  news  media  as  well  as  to  the  House 
of  Delegates.  The  last  session  on  Thursday 
morning  was  the  only  one  open,  and  the  re- 
porting of  its  proceedings  was  satisfactory 
both  to  the  House  of  Delegates  and  to  the 
reporters  and  photographers  there. 

A cigarette-education  resolution  was 
adopted  by  the  House.  This  resolution  ad- 
vocates education  at  the  high  school  level  of 
the  effects  of  cigarettes,  both  in  reference 
to  lung  cancer  and  cardiovascular  disease. 

Four  proposals  for  study  were  advanced 
by  the  House  to  various  permanent  commit- 
tees. These  are:  (1)  consideration  of  a 
permanent  headquarters  building;  (2)  en- 
abling legislation  to  permit  NSMA  to  more 
adequately  handle  cases  of  ethics  and  poor 
or  dangerous  medical  practice;  (3)  indoc- 
trination methods  for  new  members  and 
transfers;  (4)  closer  cooperation  with  the 
component  societies.  The  fate  of  these  sev- 
eral study  projects  will  be  followed  with  in- 
terest through  the  various  committees. 

Resolutions  were  directed  to  the  AMA 
urging  them  to  study  and  re-evaluate  their 
stand  on  two  items:  (1)  Federal  control  of 
hospitals  when  Federal  aid  has  been  received, 
such  as  Hill  Burton  aid;  (2)  Compulsory 
Hospital  Advisory  Councils. 

These  are  the  highlights  of  the  proceedings 
of  the  House  of  Delegates.  Other  business 
is  adequately  reported  in  other  sections  of 
this  Journal. 

My  congratulations  to  your  new  President- 
Elect,  Dr.  Willis  Wright  of  Omaha.  He  has 
just  finished  a very  successful  term  as  Presi- 
dent of  the  Omaha-Douglas  County  Medical 
Society.  I am  looking  forward  to  my  year’s 
association  with  Dr.  Wright. 

Richard  E.  Garlinghouse, 
President. 
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^ ARTICLES 


BILATERAL 

Enlargement  of  Parotid  Glands 

DUE  to  Multiple  Myeloma* 


Multiple  Myeloma  has  been 
known  to  involve  almost  every 
organ  and  tissue  in  the  body. 
While  the  lymph  nodes,  spleen  and  liver  are 
the  most  common  sites  of  extraosseous 
myelomatous  infiltration, ^ involvement  of 
the  kidneys,  lungs,  heart,  skin  and  subcu- 
taneous tissue,  tonsils,  thyroid,  testes, 
ovaries,  pleura,  gastrointestinal  tract, 
uterus,  adrenals  and  dura  has  occasionally 
been  found. ^ Huet  and  others  have  even 
reported  a plasmacytoma  of  the  submaxil- 
lary gland. ^ 

In  spite  of  this  diverse  list,  examples  of 
multiple  myeloma  involving  the  parotid 
gland  are  apparently  very  rare.  We  were 
able  to  find  only  one  previously  reported 
case ; this  was  recorded  by  Kuhn  in  the  Hun- 
garian Medical  Literature.^  Kuhn’s  case 
demonstrated  destruction  of  the  right  paro- 
tid gland  by  a plasmacytoma  which  probably 
spread  to  the  gland  from  the  right  mandible. 
The  right  mandible  itself  was  largely  de- 
stroyed by  the  plasmacytoma. 

The  following  case  of  bilateral  parotid 
gland  enlargement  due  to  multiple  myeloma 
is  presented  because  it  seems  to  be  unique. 

Case  Report 

The  patient,  a 66-year-old,  retired 
textile  worker,  was  admitted  to  the  hos- 
pital on  March  9,  1960,  complaining  of 
pain  in  the  right  shoulder.  Two  and 
one-half  months  prior  to  admission  the 
patient  had  observed  a swelling  in  the 
right  parotid  area,  and  three  weeks 
later  a similar  swelling  appeared  in  the 
left  parotid  region.  He  saw  his  physi- 
cian about  this,  who  gave  him  some 
capsules  for  infection,  but  they  failed 
to  produce  significant  improvement. 
The  parotid  areas  tended  to  become 
progressively  more  painful,  although 
there  was  little  tenderness  present. 


LEON  W.  POWELL,  JR.,  MD; 

CLIFFORD  G.  GADDY.  MD, 
and 

FRANCIS  H.  McGovern,  md 

Omaha,  Nebraska 

Two  weeks  before  admission  he  picked 
up  a bucket  of  coal  which  brought  on  a 
sharp  “catch”  in  his  right  upper  arm. 
He  went  to  see  his  local  physician  who 
had  X-ray  studies  made.  These  revealed 
a pathological  fracture  of  the  right  hu- 
merus, and  he  was  referred  to  the  hos- 
pital. 

Physical  Examination:  The  patient 

was  a well  developed,  moderately  obese, 
white  man  whose  right  arm  was  fixed 
in  a sling.  There  was  bilateral  sym- 
metrical enlargement  of  the  parotid 
areas.  The  swelling  was  of  moderate 
consistency,  neither  hard  nor  fluctuent. 
There  was  no  pain  except  on  firm  pal- 
pation. The  eyes  were  normal.  The 
nose  and  throat  were  nonnal.  There 
were  no  palpable  lymph  nodes  in  the 
cervical  region.  The  parotid  ducts  were 
normal,  and  on  massage  of  the  parotid 
area,  there  was  no  apparent  abnonnal 
secretion.  The  submaxillaiy  glands 
were  not  palpable.  The  lacrimal  glands 
were  not  enlarged.  The  thyroid  gland 
was  neither  nodular  nor  enlarged.  Ex- 
amination of  the  chest  revealed  a few 
scattered  wheezes.  There  was  a fre- 
quent bronchial  cough.  The  blood  pres- 
sure was  130  mm  Hg  systolic  and  80 
diastolic;  heart  rhythm  was  normal; 
heart  size  appeared  within  normal  lim- 
its, and  no  heart  murmurs  were  present. 
The  abdomen  was  moderately  obese. 

•The  Department  of  Pathology,  The  Creighton  University 
School  of  Medicine.  Omaha,  Nebraska,  and  the  Departments  of 
Internal  Medicine  and  Otolaryngology,  The  Memorial  Hos- 
pital. Danville.  Virginia. 
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The  liver  and  spleen  were  not  palpable. 
There  were  no  abdominal  masses. 
There  was  no  flank  tenderness.  The 
lower  extremities  revealed  moderately 
severe  varicosities  without  evidence  of 
phlebitis ; the  peripheral  pulses  were 
normal,  and  there  was  no  edema.  On 
rectal  examination  the  prostate  gland 
was  of  normal  size,  and  no  palpable 
nodules  were  present. 

On  March  9,  1960,  the  day  of  admis- 
sion, the  hemoglobin  was  12.3  gm  per 
100  ml;  hematocrit,  37  per  cent;  leuko- 
cytes, 4900  with  segmented  polj’mor- 
phonuclears  58  per  cent,  Ijunphocytes, 
39  per  cent,  and  monocytes,  three.  The 
red  cell  morphologj^  appeared  normal; 
platelets  appeared  adequate.  The  urine 
on  the  same  day  revealed  a specific 
gravity  of  1.020  with  an  amber,  clear 
color,  an  acid  pH,  negative  albumin, 
negative  sugar,  and  an  occasional 
WBC/high  power  field.  On  the  same 
day,  a chemical  bone  survey  revealed  a 
calcium  of  10.4  mg  per  100  ml,  phos- 
phorus 4.2  mg  per  100  ml,  alkaline 
phosphatase  16  King- Armstrong  Units. 
The  serologic  test  for  syphilis  was  neg- 
ative. 

On  3-10-60,  the  day  after  admission, 
the  patient  had  a skeletal  X-ray  sur- 
vey. This  w a s reported  as  follows : 
“There  is  a pathologic  fracture  due  to 
metastatic  malignancy  or  myeloma  in- 
volving the  shaft  of  the  right  humerus 
at  the  junction  of  the  middle  and  upper 
thirds.  There  are  also  extensive  lytic 
metastatic  lesions  throughout  the  cranial 
bones  having  the  appearance  of  multiple 
myeloma.  (See  figure  1).  There  ap- 
pears to  be  partial  compresion  of  the 
body  of  the  5th  lumbar  vertebra  due  to 
metastatic  involvement  of  this  vertebral 
body.  There  are  other  suspicious  areas 
in  various  locations  of  the  skeleton.”  A 
chest  X ray  revealed  the  bronchovas- 
cular  markings  to  be  somewhat  in- 
creased and  the  heart  to  be  within  nor- 
mal limits.  Course  in  Hospital:  The 

patient’s  temperature  on  admission  was 
98°  F.  This  remained  in  the  normal 
range  until  March  14,  1960,  five  days 


after  admission.  At  this  time,  an  intra- 
medullary nail  was  placed  in  the  path- 
ologically fractured  right  humerus  and 
a biopsy  of  the  fracture  site  was  made. 
In  addition,  a needle  biopsy  of  each  par- 
otid gland  and  a sternal  bone  marrow 
aspiration  were  made. 


Figure  1.  Photograph  of  skull  X ray,  showing  charac- 
teristic punched-out  lesions  of  multiple  myeloma. 


The  material  from  the  fracture  site 
in  the  right  humerus,  the  sternal  mar- 
row and  from  each  parotid  gland  ex- 
hibited a diffuse  infiltration  by  myeloma 
cells.  In  the  marrow  sections  about  80 
per  cent  of  the  cells  were  multiple  myel- 
oma cells;  many  exhibited  vacuolation 
of  nuclei.  The  parotid  gland  material 
from  each  side  was  so  diffusely  infil- 
trated with  myeloma  cells  that  the  noi'- 
mal  glandular  pattern  was  completely 
effaced.  (See  figure  2). 

At  8 p.m.  on  the  day  of  operation  the 
patient’s  temperature  rose  to  102°  F but 
fell  to  normal  the  next  day.  A Bence- 
Jones  protein  determination  was  nega- 
tive. The  serum  electrophoretic  pat- 
tern, however,  revealed  a reversed  A/G 
ratio  and  a high  gamma  globulin  com- 
ponent consistent  with  multiple  myel- 
oma. (See  figure  3). 
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Figure  2.  High  power  photomicrograph  of  tissue  from 
right  parotid  gland  showing  replacement  of  normal  glan- 
dular tissue  by  myeloma  cells. 


Figure  3.  Photograph  of  paper  electrophoresis  pat- 
tern of  patient’s  serum  showing  high  gamma  globulin 
component. 


The  patient  was  discharged  February 
2,  1960,  on  treatment  with  urethane  and 
triamcinolone.  At  home  he  showed  sub- 
jective improvement,  but  he  suffered 
considerable  discomfort  on  movement  of 
the  right  arm. 

He  was  readmitted  to  the  hospital  on 
May  25,  1960,  for  re-evaluation  of  his 
status.  At  this  time,  there  was  marked 
regression  in  the  size  of  the  parotid 
glands  with  the  left  gland  returning 
virtually  to  normal  size.  His  right  up- 
per arm  was  still  considerably  swollen 
and  tender. 

Physical  examination  revealed  the 
right  parotid  gland  to  be  slightly  en- 
larged, moderately  firm  and  non-tender. 
The  left  gland  was  slightly  firm  on  pal- 
pation, but  almost  within  normal  size 
limits.  (See  figure  4). 

X-ray  sialography  of  the  right  parotid 
gland  revealed  generalized  enlargement 
of  the  gland  with  displacement  later- 
ally, and  the  main  ducts  and  some  of  the 


Figure  4.  Photograph  of  patient  after  four  months 
of  therapy  with  urethane  and  triamcinolone.  The  left 
parotid  gland  has  returned  to  nom\al  size,  but  the  right 
is  still  enlarged. 
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smaller  ducts  were  well  visualized  but 
not  dilated.  There  was  no  apparent 
filling  of  the  duct  system  superiorly  in 
the  vicinity  of  an  extensive  destructive 
IjTic  lesion  involving  the  ramus  and 
head  of  the  right  mandible. 

The  patient’s  dose  schedule  for  triam- 
cinolone and  urethane  was  adjusted,  and 
he  was  discharged,  5-29-60. 

The  patient  was  admitted  to  another 
hospital  on  December  29,  1960  because 
of  a pathologic  fracture  of  his  left  fe- 
mur. His  neck  was  described  in  the 
phj’sical  examination  as  showing  no 
rigidity  or  masses.  There  was  no  men- 
tion of  his  parotid  glands.  The  right 
humerus  area  was  markedly  swollen  and 
tender  where  the  intramedullary  nail 
had  been  previously  placed.  Physical 
examination  of  the  left  leg  revealed  a 
pathological  fracture  of  the  middle 
third  of  the  left  femur  with  marked  an- 
gulation. X-ray  studies  of  this  femur 
showed  a large  “eaten  out”  area  of  tu- 
mor at  the  fracture  site.  Because  of 
this  complication,  a left  midthigh  am- 
putation w a s performed.  JMaterial 
scraped  from  the  femur  was  diagnosed 
at  another  laboratoiy  as  consistent  with 
multiple  myeloma.  The  patient  was 
also  given  X-ray  therapy  to  his  swollen 
right  humerus  and  was  discharged  on 
February  9,  1961. 

The  last  hospital  admission  also  oc- 
curred at  another  hospital  on  March 
10,  1961.  That  admission  was  primar- 
ily for  nursing  care.  No  mention  was 
made  of  the  parotid  glands.  The  patient 
became  progressively  weaker  and  ano- 
rexic. He  developed  bilateral  pneumonia, 
became  irrational  and  expired  April  15, 
1961.  An  autopsy  was  not  obtained. 

Comment 

The  patient  described  in  this  case  report 
had  bilateral  parotid  gland  swelling  as  an 
initial  complaint.  Because  of  this,  he  visit- 
ed a physician’s  office  and  was  treated  for 
infection.  Several  weeks  later  (the  bilateral 
parotid  gland  enlargement  was  still  pres- 
ent) he  was  admitted  to  the  hospital  with  a 


pathological  fracture  of  the  right  humerus. 
At  the  time  of  admission  he  was  thought  to 
have  two  separate  diseases  — multiple  my- 
eloma of  bone  and  bilateral  parotid  gland  in- 
fection. It  was  not  until  a needle  biopsy 
of  each  parotid  gland  was  made  that  the 
process  in  the  glands  was  recognized  as  the 
same  as  that  in  the  humerus.  It  was  later 
established  during  X-ray  sialogi’aphy  that 
the  ramus  and  head  of  the  right  mandible 
were  extensively  destroyed  by  multiple  my- 
eloma, and  the  parotid  gland  had  undoubted- 
ly been  involved  by  direct  extension  of  the 
tumor  from  adjacent  mandible.  On  therapy 
with  urethane  and  triamcinolone,  the  en- 
largement of  the  left  parotid  gland  subsided, 
but  the  right  one  remained  large.  (See  fig- 
ure 4). 

It  is  surprising  that  more  cases  of  parotid 
gland  enlargement  by  multiple  myeloma 
have  not  come  to  light,  because  multiple  my- 
eloma of  the  mandible  is  not  rare.  Bruce 
and  Royer  studied  the  case  records  of  59 
patients  with  multiple  myeloma  and  found 
that  17  of  these  exhibited  evidence  of  my- 
eloma of  the  jaws.®  The  lesions  were  located 
most  frequently  in  the  premolar  and  molar 
regions,  in  the  angle  and  in  the  ascending 
ramus  of  the  mandible.  The  myelomatous 
lesions  were  present  in  the  mandible  in  16 
of  the  17  cases  tabulated  by  Bruce  and  Roy- 
er, and  in  10  of  the  16  cases  of  mandibular 
lesions,  the  involvement  was  bilateral.  Four 
of  their  cases  had  maxillary  lesions  and  three 
had  both  maxillary  and  mandibular  involve- 
ment. These  authors  mentioned  preauricu- 
lar  swelling  in  one  of  their  cases,  but  no  in- 
vestigation of  the  parotid  gland  was  under- 
taken. 

In  1957,  Smith  reviewed  the  literature 
concerning  jaw-lesions  in  multiple  myeloma.® 
At  that  time  46  cases  had  been  recorded  in 
the  English  literature.  He  noted  that  in  the 
33  cases  where  the  information  was  avail- 
able, 25  (or  75%)  exhibited  swelling  as  a 
symptom  of  jaw-involvement  by  multiple 
myeloma.  Despite  this,  no  mention  is  made 
of  the  parotid  glands. 

Summary 

A case  of  multiple  myeloma  is  reported 
which  was  first  seen  because  of  bilateral 
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parotid  gland  enlargement.  The  parotid  en- 
largement was  due  to  direct  myelomatous  in- 
filtration of  the  glandular  tissue.  No  sim- 
ilar case  was  found  in  the  medical  literature. 
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PROFITLESS  PUBLIC  SERVICE  DRUGS 

All  of  the  ethical  drug  manufacturers  have  on  their  lists  one 
or  more  drugs  which  are  of  use  only  to  a limited  few.  Fortunately, 
there  is  no  mass  market  for  botulism  antitoxin,  antirabies  serum, 
or  actinomycin  D,  but  these  are  on  hand  for  use  when  needed.  Such 
drugs  are  known  to  the  trade  as  public  service  drugs  and  are  pro- 
vided after  great  cost  of  development  at  or  below  cost  or  free  by 
the  manufacturer  who  in  many  instances  also  pays  the  cost  of 
emergency  transportation  ...  It  is  a great  credit  to  the  pharma- 
ceutical industry  that  these  products  in  limited  demand  are  made 
available.  There  is  more  involved  here  than  the  loss-leader  technic 
or  a bid  for  prestige.  Whatever  the  cynics  may  say,  we  believe  that 
what  is  really  involved  is  responsibility.  The  companies  feel  it 
is  their  duty  to  seiwe  the  public  and  the  medical  profession  in  this 
way.  This  is  something  to  remember  during  the  present  testing 
period  for  the  industry.  (Editorial  in  New  York  State  Journal  of 
Medicine,  Dec.  15,  1963). 
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The  Mortalogram  — 

AN  EPIDEMIOLOGICAL  DEVICE 
EMPLOYED  IN  A (pUINQUENNIAL 
STUDY  OF  MORTALITY 
In  Omaha-Douglas  County,  1880-1960* 


Introduction  and  Purpose 

Reports  and  records  main- 
tained by  the  local  health  de- 
partment provide  valuable  in- 
formation on  the  natural  history  of  disease 
within  the  community.  Unless  properly 
compiled,  evaluated,  and  presented,  vast 
quantities  of  information  in  the  hands  of 
the  health  department  will  prove  of  little 
value  to  anyone.  Because  of  the  pressure 
of  daily  business  upon  local  health  depart- 
ments, maximum  effective  utilization  of 
these  data  for  community  information  and 
program  development  has  not  been  gener- 
ally possible. 

The  basic  purpose  of  this  project  was  to 
set  up  a clear  and  understandable  method  of 
tabulation  and  correlation  of  such  data,  to 
provide : 

1.  basic  information  about  disease  pro- 
cesses in  this  community; 

2.  a starting  point  from  which  the 
health  department  can  achieve  satis- 
factory correlation  of  available  data; 

3.  a format  from  which  future  studies 
in  the  field  of  epidemiology'  can  be 
made. 

In  this  paper,  only  three  disease  entities 
will  be  considered,  though  many  more  came 
within  the  overall  scope  of  the  study.  These 
are  typhoid  fever,  diphtheria,  and  cancer  of 
the  lung. 

Method 

The  method  of  evaluation  and  tabulation 
of  these  diseases  was  modeled  after  studies 
done  by  R.  T.  Ravenholt,  MD.  By  this 
method  the  data  for  any  community  can  be 
presented  concisely  and  comprehensively. 


JAMES  CHAMBERS 
Junior  Medical  Student,  Department  of 
Preventive  Medicine 

School  of  Medicine,  Creighton  University 
and 

E.  D.  LYMAN,  MD,  MPH 
Health  Director, 

Omoha-Douglas  County  Health  Department 
Omaha,  Nebraska 


The  techniques  further  facilitates  compari- 
son with  data  compiled  for  other  population 
and  geographic  groups.  A demogram 
(Table  1)  was  prepared  using  United  States 
Census  population  figures  for  Omaha-Doug- 
las County.  Population  estimates  for  the 
intercensal  years  were  calculated  by  straight 
line  interpolation.  Prior  to  1920,  age  and 
sex  distribution  was  determined  by  employ- 
ing state  population  percentages.  The 
demogram  is  a device  whereby  population 
figures  for  each  specified  year  are  tabulat- 
ed by  both  age-group  and  sex.  Such  break- 
down permits  development  of  attack  rates 
for  various  diseases  by  age  and  sex  in  an 
effort  to  define  the  actual  distribution  of  any 
disease  and  determine  the  population-gi’oups 
at  greatest  risk.  By  using  demograms,  in- 
cidence of  any  disease  and  deaths  from  that 
disease  may  be  presented  on  mortalograms 
and  morbidograms,  respectively.  The  death 
records  for  residents  dying  of  infectious  and 
communicable  disease  in  Omaha  - Douglas 
County  were  reviewed  on  a five-year  basis 
from  1880-1960,  and  mortalogi'ams  prepared 
for  each  disease.  By  study  of  the  charts,  one 
can  easily  see  any  shift  in  death  rates  by 
sex,  age,  and  year. 

*A  community  research  study  made  possible  through  the 
Ak-Sar-Ben  Scholarship  in  Public  Health  and  Preventive 
Medicine. 
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M 4,672  17,199  18,625  15,086  21,023  22,761  21,562  17,980  14,202  13,970  166,980  28.1 

1960  F 4,495  16,662  18,178  14,464  24,314  23,367  22,575  19,239  15,619  17,607  176,510  343,490  29.4 

♦Population  estimated  for  early  decades  from  State  census  and  calculated  for  intercensus  years  by  straight  line  interpolation. 


Findings 

Diphtheria 

It  is  interesting  to  note  the  varied  and 
unusual  diagnoses  for  different  diseases. 
The  mortalogram  for  diphtheria  includes 
disease  reported  as  diphtheria,  diphtheritic 
croup,  membranous  croup,  true  croup,  lar- 
yngeal croup,  and  croupous  pneumonia. 


Mortality  data  for  diphtheria  show  that  the 
disease,  although  far  less  common  today,  still 
exists.  From  the  mortalogi*am  (Table  2) 
it  can  be  seen  that  the  peak  year  for  diph- 
theria was  1890,  with  a death  rate  of  118.5 
per  100,000  population.  Then,  in  1900,  the 
death  rate  declined  to  15.7  per  100,000 
population ; subsequently  the  diphtheria 


TABLE  2 


DIPHTHERIA  MORTALOGRAM* 


Year 

1880 

Sex 

M 

F 

O 

3 

2 

9 

8 

a 

14 

5 

Omaha-Douglas  County,  Nebraska 

sty  ^ Tj* 

•—  rC  Tf  lO  CO 

0 ud  lo  us  us 

^ «-t  Cl  cc  iO 

1 

, 1880-1962 

. —X  £ 

w H G K 

26 

16 

o W 

hQ 

42 

Per  100,000 
Population  at  Risk 

X 

o — 

W 5 

a ^ 

120.2 

97.6  110.5 

.5  ® 

S<c 
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3 
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12 
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33.8 
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1885 
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13 
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19 

37 

42.8 

37.9 

3 

M 
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49 

25 

1 
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3 

1 

1 

2 

94 

110.9 

3 

1890 

F 

4 

47 

31 

7 

1 

1 

— 

— 

1 

— 

92 

186 

127.3 

118.5 

3 

M 

2 

18 

7 

1 

28 

37.7 

3 

1895 

F 

— 

13 

10 

23 

51 

33.3 

34.3 

4 
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7 

1 

1 

1 

10 

13.5 
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1900 

F 
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22 

18.2 

15.7 
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6.1 
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F 
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12 

9.6 

8.3 

7 
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1 

7 

7.9 
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F 
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5 

1 

2 

1 

9 

16 

11.4 

9.5 

4.5 
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7 

10 

3 

1 
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21.6 
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F 
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8 

9 

18 

39 

20.2 
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4.5 
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9 

6 

1 
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20.8 
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20 
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20.5 
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9.9 
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1 

10 

21 

9.3 

9.6 
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3 

6 

5.8 

4.5 

1930 
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1 

— 
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1.7 

3.4 

30 
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1 

1 

1 

1 
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5.1 

12 

1935 
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1 
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0.8 

2.9 

40 
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1 

1 
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1.6 

4.5 

1940 

F 

1 

1 
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0.8 

1.2 

40 

M 

0 

0 
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1945 

F 

1 

1 

2 

2 

1.5 

0.8 

44.5 

M 

1 

1 

0.7 

50 

1950 

F 

1 

1 
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0.7 

0.7 

.5 

M 

1 

1 

0.7 
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1955 

F 

— 
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1 
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0.6 

0.6 
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M 

0 

0 

0 

1960 

F 

0 

0 

0 

0 

0 

M 

1 

1 

0.6 

0.3 

50 

1961 

F 

0 

1 

0 

0 

0 

M 

0 

0 

0 

1962 

F 

1 

1 

1 

0.6 

0.3 

30 

•This  Mortalogram  was  constructed  from  a review  of  all  death  certificates  recorded  during  the  indicated  years.  Deaths 
were  tabulated  to  diphtheria  (diptheritic  croup,  membranous  croup,  true  croup,  laryngeal  croup  and  croui>ous  pneu- 
monia) when  such  disease  was  indicated  as  the  cause  of  death. 
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death  rate  exceeded  this  figure  only  twice, 
in  1915  and  1920.  Antitoxin  was  intro- 
duced in  1896,  in  Omaha-Douglas  County, 
and  the  initiation  of  active  immunization 
with  toxin-antitoxin  in  1922  resulted  in 
fui-ther  reduction  in  mortality,  albeit  in 
1930  there  were  334  cases  and  8 deaths.  A 
safe  toxoid  for  children  was  introduced  in 
1933  and  its  extensive  use  during  the  30’s 
and  40’s  reduced  deaths  among  children  to  a 
rarity.  A new  pattern  of  diphtheria  mor- 


bidity and  mortality  among  the  older  age 
groups  was  seen  to  develop  occurring  espe- 
cially in  the  lower  socio-economic  areas 
where  crowding,  and  lack  of  participation 
in  immunization  programs  predominate. 
With  adult  diphtheria  toxoid,  developed  in 
1955,  now  receiving  wide  acceptance  by  pri- 
vate physicians,  and  the  health  department, 
it  is  hoped  the  disease  will  not  exist  much 
longer  as  a cause  of  death  in  Omaha-Douglas 
County. 


TABLE  3 

TYPHOID  MORTALOGRAM* 
Omaha-Douglas  County,  Nebraska,  1880-1960 


Per  100,000 
Population  at  Risk 


Year 

Sex 

O 

a 

la 

10-14 

15-24 

26-34 

lO 

CO 

45-54 

65-64 

lO 

Total 
Deaths 
By  Sex 

Total 

Deaths 

By  Sex 

Total 

Median 
Age  of 
Death 
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41.6 

22 

1880 
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27 

109.8 

71.0 
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16 

30.1 

30 

1885 

F 

1 

— 

1 
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2 

— 
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20 

9.0 

20.5 

44 
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3 

1 

6 
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5 

2 
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29 

34.2 

30 

1890 
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— - 
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22 

M 

3 
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25.6 
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21.4 

35 

M 
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22.1 
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4 
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18 

19 
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3 
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73.2 
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1910 
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— 
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4 
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10 

5 

5 
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— 
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100 

44.3 

59.6 

24 
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7.2 

30 
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F 

2 
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1 

3 

10 

3.4 

5.4 

20 
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1 

1 

2 

2 

4 

1 

1 

12 

11.3 

34 

1920 
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1 

2 

2 



2 





7 

19 

7.1 

9.3 

30 

1925 


1930 


1935 


1940 


1945 


1950 


1955 


1960 


M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 

M 

F 


2.7 

0.9 

2.6 


1.8 


1.3 


30 

30 

15 


*This  Mortalog^ram  was  constructed  from  a review  of  all  death  certificates  recorded  during  the  indicated 
years.  Deaths  were  tabulated  to  typhoid  fever  (typhoid  pneumonia,  enteric  fever,  typhoid  peritonitis  and 
bilious  remittent  fever)  when  such  disease  was  indicated  as  the  cause  of  death. 
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Typhoid  Fever 

In  Omaha-Douglas  County  today  typhoid 
fever  is  almost  nonexistent,  (Table  3),  and 
the  terror  it  once  induced  for  the  citizens 
of  Omaha  has  vanished.  In  some  instances, 
as  in  the  outbreak  of  1910,  four  and  five 
members  of  a family  would  die  within  the 
space  of  a single  week.  Well  water  appeared 
to  be  the  greatest  offender.  At  one  time, 
in  Omaha,  it  was  considered  “safer  to  drink 
the  muddy  water  of  the  Missouri  River 
rather  than  drink  city  well  water. The 
wells  used  by  some  of  the  larger  buildings  in 
the  early  1900’s  were  condemned  and  used 
only  for  sewage  purposes  thereby  increasing 
the  danger  through  contamination  of  the 
ground  water.  In  the  outbreak  of  1910,  the 
people  of  Omaha  were  aroused  and  demanded 
action,  and  by  1913  water  chlorination  had 
been  instituted.  From  a peak  incidence  in 
1910  of  59.6  deaths  per  100,000  population, 
there  was  a 91  per  cent  reduction  in 
deaths  to  5.4  per  100,000  population  in  1915. 
Water  filtration  was  started  in  1918.  Since 

1.  Annual  Report  of  Board  of  Health,  1905,  F.  E.  Moores. 


that  time  there  has  been  a fairly  steady 
decrease  in  the  deaths  from  typhoid,  with 
only  a mild  rise  in  1920.  The  last  recorded 
death  in  Omaha-Douglas  County,  in  the 
quinquennial  study,  was  in  1930.  Even 
after  water  chlorination  in  1913  and  filtra- 
tion in  1918,  the  battle  was  not  won,  for 
many  wells  subject  to  contamination  still 
existed.  With  the  elimination  of  these  wells 
in  recent  decades  and  improved  sanitary 
practices  in  the  food-and-drink  industries, 
typhoid  has  ceased  to  be  a problem  in  the 
community. 

Lung  Cancer 

Lung  cancer  is  one  of  the  most  challeng- 
ing problems  in  medicine  today,  yet  sixty 
years  ago  lung  cancer  was  a rarely  diag- 
nosed entity.  The  first  reported  case  of  lung 
cancer  in  this  study  was  in  1920.  Since 
that  time  lung  cancer  has  been  on  the  in- 
crease, especially  among  men  in  the  last 
15  years  (Table  4).  The  most  striking  in- 
crease is  among  men  in  the  two  age-groups 
55-64  and  over-65.  Although  no  pattern  is 


TABLE  4 

PRIMARY  LUNG  CANCER  MORTALOGRAM* 
Omaha-Douglas  County,  Nebraska,  1880-1960 
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*Lung  cancer  mortality  by  age  and  sex  for  every  fifth  year,  1920-1960.  No  deaths  reported  prior  to  1920  in  the 
quinquennial  study. 
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discernible  among  women  in  this  study,  na- 
tionally, their  pattern  is  approaching  that 
of  the  man  but  to  a lesser  degree  thus  far. 
Since  1920,  the  rise  in  deaths  among  men  is 
spectacular,  — from  a low  in  1920  of  1.2 
per  100,000  to  45.0  per  100,000  in  1960.  By 
employing  the  demogram  (Table  1)  it  is  pos- 
sible to  compute  age  and  sex  specific  attack 
rates,  which  enables  one  to  visualize  the 
marked  rise  in  deaths  in  men,  particularly 
in  the  last  twenty-five  years.  For  example, 
for  men  in  the  55-64  age-group,  in  1935, 
the  death  rate  was  10.6  per  100,000  as  com- 
pared to  1960  in  which  the  mortality  sky- 
rocketed to  183  per  100,000  population  at 
risk.  The  chances  of  dying  from  tuberculo- 
sis during  the  peak  years  in  Omaha-Douglas 
County  in  any  age-group  never  approached 
this  dimension. 

Discussion 

The  diseases  presented  have  three  diverse 
natures  in  relation  to  this  particular  com- 
munity. Two  are  infectious  and  commun- 
icable and  one  is  degenerative.  Diphtheria, 
spread  chiefly  through  person-to-person  con- 
tact, while  controlled  in  some  parts  of  the 
country,  still  continues  to  produce  disease 
and  death  in  Omaha-Douglas  County.  Ty- 
phoid fever,  mainly  transmitted  through  con- 
tamination of  food  and  water  supplies,  is 
gone  from  this  community.  Cancer  of  the 
lung  is  on  the  increase  in  this  and  other 
areas  of  the  world  and  promises  to  be  of 
greater  epidemic  proportion  than  the  great 
epidemics  of  the  19th  century.  Considera- 
tion of  the  diseases  in  the  manner  presented 
gives  one  not  only  insight  into  the  individual 
disease  entity  as  it  exists  in  the  community, 
but  also  defines  the  problem  and  suggests 
means  of  control.  In  a study  of  this  kind  the 
historical  approach  is  essential  to  demon- 
strate the  constant  change  that  has  been  and 
is  taking  place  in  the  community  in  relation 
to  the  individual  diseases.  A physician  to- 
day has  little  time  and  no  legal  authority 
to  compile  general  epidemiological  reports 
on  disease  processes  which  confront  him. 
Nevertheless  he  does  have  primary  respon- 
sibility to  record  accurately  and  report  com- 


pletely morbidity  and  mortality  data,  realiz- 
ing that  this  information  can  supply  invalu- 
able guide  lines  in  ascertaining  appropriate 
emphasis  on  education,  research,  and  fund- 
ing of  health  programs  designed  to  eventual 
prevention  of  those  diseases  constituting  the 
greatest  obstacles  to  a richer  and  fuher  life. 

Summary 

1.  The  use  of  demograms  in  conjunction 
with  mortalograms  is  presented  as 
a device  to  portray  the  natural  history 
of  disease. 

2.  Mortalograms  for  diphtheria,  typhoid 
fever,  and  cancer  of  the  lung  among 
residents  of  Omaha  and  Douglas 
County  are  presented  for  five-year  in- 
tervals from  1880  to  1960.  Morbido- 
grams  measuring  the  incidence  of  dis- 
ease were  not  developed  but  should  be, 
to  give  a more  complete  picture  of  the 
problem,  peculiar  to  each  disease  con- 
fronting the  community. 

3.  Accuracy  of  morbidity  and  mortality 
data  depends  primarily  on  the  vigil- 
ence  and  diligence  of  all  practicing 
physicians. 
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SOME 


Functional  Problems 

at  the 

College  of  Medicine 


The  Omaha  Medical  College  was 
started  in  1869.  This  was  the 
same  year  that  the  University 
of  Nebraska  was  chartered.  The  first  years 
of  the  College  are  still  somewhat  obscure, 
but  regular  classes  finally  began  in  1881, 
and  about  1886  the  Omaha  Medical  College 
building  was  completed.^*  In  1912,  the  Col- 
lege became  the  Medical  School  of  the  Uni- 
versity of  Nebraska.  This  change  followed 
intensive  studies  on  medical  education  asso- 
ciated with  the  leadership  of  Abraham  Flex- 
ner.  An  important  recommendation  was 
that  medicine  should  be  based  upon  educa- 
tion in  the  basic  sciences  and  that  these 
courses  should  be  given  bj’  specialists  in  the 
basic  sciences  and  not  by  medical  personnel. - 

Orr,  in  his  “Histoiy  of  Medicine  in  Ne- 
braska,” gives  vivid  accounts  of  the  many 
who  were  interested  in  the  new  school,  the 
decision  to  have  the  school  erected  in  Omaha, 
and  some  of  the  controversies.®  This  was 
a period  of  rapid  growth.  The  North  Build- 
ing was  finished  in  1913,  Unit  1 of  the  Uni- 
versity Hospital  in  1917,  and  Unit  2 in  1927. 
Conkling  Hall,  for  the  Nurses  School,  was 
finished  in  1923  and  the  South  Building  in 
1920.  For  a short  time  the  physical  plant 
of  the  new  College  of  Medicine  was  ade- 
quate. The  University  Hospital  had  200 
beds. 

Before  1920,  John  Latenser  and  Sons,  an 
architectural  firm,  had  completed  a plan  of 
expansion  for  the  College  of  Medicine.  This 
included  five  units  of  the  University  Hos- 
pital with  a total  bed  capacity  of  over  500 
patients,  a row  of  nursing  school  dormitories, 

♦The  Omaha  Medical  College  was  demolished  in  the  1940’s. 
About  ten  years  later,  and  after  considerable  exploring.  I 
found  the  red  stone  caption  blocks  with  the  name  of  the  col- 
lege. These  consist  of  three  stones,  each  5 feet  long  and  a 
little  over  a foot  in  height.  These  were  given  to  the  Omaha 
Douglas  County  Medical  Society  which  in  turn  gave  them 
to  the  College  of  Medicine  with  the  hopes  that  the  caption 
would  be  incorporated  into  one  of  the  new  buildings  as  a 
nemorial  to  this  early  period  of  private  medicine  in  Omaha. 


F.  LOWELL  DUNN,  MD 
Omaha,  Nebraska 


other  laboratories,  library  facilities,  and 
areas  for  phj’sical  education  and  recreation. 
In  the  late  thirties,  modifications  were  made 
in  this  plan  because  of  new  property  ac- 
quired north  of  Dewey  Street.  New  Deal 
projects  and  military  needs  affected  this 
planning  but  did  not  result  in  new  building 
except  for  some  utilities.  It  is  important 
to  note  that  Regent  John  Robinson  Web- 
ster personally  acquired  land  to  the  west  of 
the  University  Hospital  and  later  transferred 
these  sites  to  the  Board  of  Regents  as  they 
found  means  to  buy  them. 

After  1927  there  were  almost  no  additions 
to  the  physical  plant  of  the  school  or  hospital 
for  almost  thirty  years.  Budget  deficiencies 
soon  became  chronic  and  exist  to  this  day. 
In  the  early  1920’s,  under  the  aggressive 
leadership  of  Dr.  Irving  S.  Cutter,  the  school 
was  a successful  physical,  educational,  and 
medical  care  operation.  The  next  thirty 
years  were  to  see  great  changes  in  medicine. 
The  Coolidge  tube  and  thennionic  rectifica- 
tion made  quality  X rays  possible,  and  X-ray 
departments  needed  space.  Clinical  labora- 
tories began  to  grow.  IMedical  libraries  be- 
came a need  rather  than  an  intellectual 
luxury.  Clinical  department  offices  became 
a necessity  as  the  full-time  plan  was  applied 
to  the  clinical  faculty.  With  no  additions 
to  the  physical  plant,  the  University  Hos- 
pital had  lost  bed  capacity.  First  it  was  a 
patient  wing  for  the  library,  then  a wing 
for  the  clinical  laboratories,  then  a wing  for 
central  supply,  and  later  a wing  for  special 
diagnostic  facilities  — pulmonary,  cardiac, 
and  metabolic.  Then  a wing  was  needed  for 
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clinical  department  facilities.  The  net  re- 
sult was  that  the  200  beds  became  145, 
Mixed  into  this  problem  was  the  fact  that 
more  money  could  be  saved  by  reducing  beds ; 
and  this  was  the  usual  solution  because  it 
was  felt  that  the  quality  of  the  teaching  pro- 
gram must  be  saved.  This  policy  had  its  dif- 
ficulties because  it  increased  the  frustrations 
of  physicians  when  they  attempted  to  admit 
patients,  and  it  seemed  inevitable  that  the 
Medical  College  lost  friends.  During  a part 
of  this  period,  1930-1946,  C.  W.  Poynter 
was  dean.  Poynter  was  an  able  scientist,  an 
academician,  and  very  convincing  in  an 
argument.  Recalling  many  delightful  discus- 
sions and  arguments,  it  was  apparent  that 
he  felt  that  a quiet  academic  and  research 
type  of  school  had  more  appeal  than  the 
bustle  of  clinic  and  hospital.  This  was  a 
time  when  there  was  opportunity  to  talk 
and  discuss  problems,  and  life  was  not  a 
frenzy  of  classes,  conferences,  seminars,  re- 
poi'ts,  and  so  forth.  During  this  period, 
hospital  beds  became  reduced,  critical  needs 
for  expansion  were  not  met,  and  budget  in- 
adequacies became  more  apparent.  Academ- 
ically, this  was  the  pleasantest  period  at  the 
school,  and  I am  sure  that  some  of  us  wished 
that  life  could  continue  that  way.  Poynter 
was  a promoter  in  the  erection  of  the  Chil- 
drens Memorial  Hospital  on  the  campus, 
which  could  well  be  considered  the  start  of 
the  medical-center  idea. 

H.  C.  Lueth  became  dean  in  1946  and,  to 
one  with  his  training  and  experience,  many 
of  the  accumulated  deficiencies  were  quite 
obvious.  Dean  Lueth  was  aggressive  and 
active.  Much  of  the  progress  that  has  oc- 
curred in  the  last  15  years  was  formulated 
during  his  regime.  This  was  the  period 
when  the  0.25  mill  Building  Fund  Levy  was 
planned,  for  a total  of  6 million  dollars. 
This  fund  provided  about  $800,000  per  year. 
The  enlargement  of  the  University  Hospital 
was  a prime  objective.  However,  before  it 
could  be  constructed,  it  was  necessary  to  take 
care  of  many  delayed  maintenance  problems : 
improvements  in  utilities,  a laundry,  service 
areas,  and  a new  School  of  Nursing.  A ma- 
jor increase  in  full-time  personnel  to  the 
clinical  departments  was  essential,  and  this 
included  clinical  department  offices  and  clin- 


ical research  space  to  entice  proper  person- 
nel. The  Building  Levy,  which  was  not 
large,  was  a big  step  ahead,  but  operating 
budgets  were  still  too  small  to  add  hospital 
beds  and  more  than  a minimum  of  full-time 
personnel,  which  all  recognized  were  needed. 
The  situation  became  so  acute  that  Building 
Levy  funds  were  diverted  one  year  to  finance 
hospital  beds  in  the  University  Hospital. 

Many  took  part  in  promoting  the  College 
of  Medicine  Building  Fund  and  were  pleased 
that  it  was  passed  with  enthusiasm.  Begin- 
ning in  1950,  the  Medical  Education  Com- 
mittee of  the  Nebraska  State  Medical  Asso- 
ciation was  active  for  a number  of  years. 
Historically,  physicians  have  been  very  ac- 
tive in  medical  education  and  have  pioneered 
in  educational  methods.  Among  other  ac- 
tivities, the  Medical  Education  Committee 
made  site  visits  to  ten  state  medical  schools. 
These  visits,  together  with  other  studies,  re- 
sulted in  recommending  that  the  College  of 
Medicine  needed  access  to  600  hospital  beds. 
It  is  surprising  how  many  different  opinions 
can  be  developed  on  this  subject.  One  imme- 
diately gets  into  a discussion  of  hard-core 
beds.  These  are  beds  which  are  under  the 
complete  direction  of  the  full-time  clinical 
departments.  This  immediately  gets  into 
the  teaching  value  of  hospital  beds  in  the 
Veterans  Administration  Hospital,  the  Doug- 
las County  Hospital,  and  private  hospitals. 
These  are  important  problems  in  medical 
center  administration.  For  a time,  the  Uni- 
versity Hospital  was  replanned  for  a total 
of  400  beds.  Then  the  Medical  Faculty  of 
the  School  recommended  that  the  University 
Hospital  size  be  set  at  300  beds.  With  the 
various  affiliated  hospitals  and  a suitable 
clinic,  this  size  was  agreed  as  adequate.  Cer- 
tainly it  would  be  a considerable  increase 
over  the  present  145  beds. 

In  discussing  the  number  of  beds  in  the 
University  Hospital,  there  are  several  im- 
portant trends  in  medical  services  that 
should  be  considered.  The  great  increase  in 
small  hospitals  throughout  the  State,  sup- 
ported in  part  by  Hill-Burton  Funds,  has  re- 
sulted in  more  patients  being  treated  locally. 
This  reduces  the  number  of  patients  that 
would  be  sent  to  the  University  Hospital. 
At  the  same  time,  this  trend  changes  the 


June,  1964 


315 


type  of  patient  load  at  the  University  Hos- 
pital, that  is,  the  patients  are  complex  clin- 
ical problems  often  requiring  special  diag- 
nostic techniques  and  treatment.  This  pro- 
vides an  excellent  type  of  teaching  but  does 
deprive  the  student  the  opportunity  of  seeing 
the  types  of  patients  in  a general  hospital. 
It  is  important  for  students  to  have  train- 
ing in  a private  practice.  If  the  student  gets 
all  of  his  training  in  a state  subsidized  med- 
ical school  and  his  clinical  experience  in  state, 
county,  or  veterans  facilities,  then  the  stu- 
dent is  getting  his  entire  training  in  what  is 
usually  called  socialized  medicine. 

The  term,  medical  center,  is  widely  and 
loosely  used.  Today  it  carries  little  accur- 
ate meaning.  In  the  smaller  sense,  it  may 
be  a gi*oup  of  physicians  who  wish  to  work 
together.  In  the  large  sense,  it  becomes  a 
fantastic  assembly  of  specialists,  equipment. 


and  skills.  By  cooperation,  education  and 
medical  services  are  enhanced  with  definite 
economies.  Not  all  hospitals  can  afford  co- 
balt bombs,  linear  accelerators,  extracor- 
poreal oxygenators,  or  blood  dialysis,  to 
name  just  a few.  The  idea  of  moving  im- 
portant medical  units  to  the  College  of  Med- 
icine campus,  or  closely  adjacent  sites,  was 
widelj'  accepted.  Since  1948,  the  Childrens 
Memorial  Hospital  has  established  a hospital 
costing  some  $4,000,000,  the  Nebraska  Psy- 
chiatric Institute  has  a building  of  some 
$4,000,000,  and  is  now  an  institution  of  na- 
tional interest,  in  several  categories.  The 
Clarkson  Hospital  has  spent  some  $8,000,- 
000  since  1954  and  is  planning  an  addition, 
and  the  Childrens  Center  has  erected  three 
buildings:  The  Hattie  B.  Munroe  Home  for 
convalescent  children,  the  Meyer  Childrens 
Center,  and  the  J.  P.  Lord  School  for  handi- 


Fi^re  1.  View  of  the  Medical  Center  from  the  southeast.  The  numbers  refer  to  (1)  North  Building.  (2)  South 
Building,  (3)  University  Hospital’s  Units  1 and  2,  (4)  Conkling  Hall.  (5)  Service  Building,  (6)  Power  House,  (7) 
New  Nursing  School,  (8)  Animal  Research  Laborator>-,  (9)  Unit  3 of  University  Hospital  Complex.  (10)  Nebraska 
Psychiatric  Institute,  (11)  Childrens  Memorial  Hospital,  (12)  Hattie  B.  Munroe  Home  for  Convalescent  Children, 
(13)  Meyer  Therapy  Center,  (14)  J.  P.  Lord  School  for  Handicapped  Children,  (15)  Doctors  Building. 
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capped  children.  It  is  interesting  to  point 
out  that  the  Childrens  Center  is  made  up  of 
(1)  a private  corporation  with  most  of  the 
funds  in  a trust  fund,  (2)  a private  corpor- 
ation whose  existence  is  primarily  based  upon 
the  generosity  of  a single  individual  plus  fed- 
eral support,  and  (3)  a City  Board  of  Educa- 
tion. These  three  diverse  groups  are  work- 
ing together  with  a steady  increase  in  mu- 
tual confidence  and  respect  for  the  operation 
of  each  subunit.  Except  for  the  Nebraska 
Psychiatric  Institute,  these  constructions  are 
all  by  private  corporations  but  show  the  en- 
thusiasm of  the  medical  center  concept. 
Other  affiliates  not  on  the  immediate  campus 
have  made  large  additions.^’  ® 

Figure  1 shows  the  College  of  Medicine 
campus  and  nearby  affiliated  organizations. 
Physically,  it  is  an  impressive  medical  center 
array.  Although  each  of  these  institutions 
has  affiliation  agreements  with  the  College 
of  Medicine,  there  is  actually  very  little  col- 
laboration at  the  present  time.  It  is  easier 
to  build  buildings  than  it  is  to  get  operat- 
ing budgets  for  education  and  collaboration. 
Many  of  us  follow  too  easily  the  character- 
istic American  pattern  of  passing  the  buck 
to  those  in  charge  and  then  complaining 
when  success  does  not  occur.  Some  do  not 
realize  how  much  boards  of  directors  of 
hospitals  have  advanced  in  their  thinking 
in  recent  years.  Aside  from  their  advanced 
skills  today  in  hospital  operation,  they  real- 
ize the  importance  of  medical  education. 
Many  realize  the  importance  of  being  asso- 
ciated with  medical  schools  and  undergradu- 
ate and  graduate  education.  They  have  al- 
ready pioneered  in  nursing  and  medical 
technician  education.  Too  little  time  has 
been  spent  on  discussing  collaboration  be- 
tween hospitals  and  medical  schools.  In  the 
middle  fifties,  when  the  medical  center  con- 
cept at  Omaha  was  developing  physical  real- 
ity, we  attempted  to  set  up  an  advisory  com- 
mittee composed  of  board  members  of  af- 
filiated hospitals,  members  of  the  Board  of 
Regents,  and  top  administrative  personnel. 
Many  felt  that  this  was  an  excellent  way 
to  work  out  collaboration  and  that  this 
would  be  of  great  mutual  benefit,  but  since 
several  were  sufficiently  doubtful,  it  seemed 
best  to  delay  at  least  a short  time.  There 


are,  of  course,  differences  in  opinions  and 
lack  of  understanding  between  full  - time 
staffs,  medical  schools  and  private  hos- 
pitals, but  many  or  most  of  these  problems 
would  disappear  with  conferences  and  dis- 
cussions. These  are  conferences  that  re- 
quire discussions  at  board  levels  and  reports 
from  committees  of  experienced  hospital 
physicians,  educators,  and  administrators. 
The  current  method  of  the  dean  of  the  Col- 
lege of  Medicine  reporting  to  the  vice 
chancellor,  then  through  the  vice  chancellor 
to  the  chancellor  and  to  the  Board  of  Re- 
gents is  entirely  too  small  a pipeline  to  han- 
dle effectively  problems  of  this  nature.  Ac- 
tually, success  will  come  with  the  combined 
enthusiasm  and  skills  of  the  College  of  Medi- 
cine and  its  friends. 

Much  of  this  report  has  pointed  out  the 
perennial  budget  deficiencies  of  the  College 
of  Medicine  since  the  early  thirties.  The 
usual  comment  has  been  that  Nebraska  does 
not  have  the  money.  This  is  obviously 
wrong  when  one  notes  the  building,  largely 
by  private  funds,  around  the  campus  since 
1948.^-  ® This  has  been  discussed  previous- 
ly and  is  illustrated  in  Figure  1.  It  is  ap- 
parent that  (1)  the  methods  used  by  the 
Board  of  Regents  in  recent  years  are  inade- 
quate for  obtaining  a suitable  budget  for 
the  College  of  Medicine,  and  (2)  adequate 
and  well-tried  methods  are  available.  This 
is  not  the  place  to  discuss  in  detail  what 
is  the  best  method  since  there  are  several 
solutions,  and  the  best  method  should  be 
selected  by  group  planning.  The  current 
routine  is  for  some  of  us  to  get  in  a panic 
after  the  legislature  is  in  session;  but  a 
Senate  hearing  is  a poor  place  to  present  ma- 
jor problems.  This  is  a time  when  all  legis- 
lative matters  are  coming  to  a focus  and 
there  is  too  little  time  for  serious  discus- 
sions or  for  informing  the  citizen. 

The  full-time  medical  faculty  concept  is 
not  a basis  for  controversy  at  the  College 
of  Medicine.  In  the  basic  sciences  it  has 
been  accepted  for  years,  and  is  really  full- 
time except  in  departments  of  pathology. 
At  the  College  of  Medicine,  budget  allow- 
ances have  never  been  sufficient  to  employ 
the  full-time  clinical  department  personnel 
needed.  Here,  and  in  many  other  medical 
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schools,  salaries  for  full-time  personnel  are 
too  low  and  the  physician  gets  into  private 
practice  to  supplement  his  income.  There 
is  much  confusion  as  to  what  is  meant  by 
full-time.  Geographic  full-time  is  a popular 
device  meaning  that  the  faculty  members 
work  within  an  area  such  as  a medical  cen- 
ter. The  full-time-private  practice  problem 
has  been  in  existence  for  years  in  the  pro- 
fessions, such  as  engineering,  and  there  are 
many  successful  solutions. 

Several  details  in  campus  planning  and 
building  should  be  discussed.  The  Building 
Committee,  after  a study  of  a number  of  new 
medical  schools  and  hospitals,  recommended 
that  Unit  3 be  constructed  as  a large  inte- 
grated unit  and  utilize  the  architectui*al  ad- 
vantages of  modern  air  conditioning.  Medi- 
cine is  almost  unique  in  the  variety  of  spe- 
cialists, equipment  and  paramedical  person- 
nel involved  in  patient  care.  All  of  these 
elements  should  be  highly  accessible  and 
quickly  available.  This  is  in  marked  contrast 
to  earlier  constructions  when  narrow  wings 
were  essential  to  provide  light  and  ventila- 
tion; like  units  1 and  2.  The  modern  clinic 
is  a part  of  the  hospital.  Central  admission 
saves  money.  Radiologj"  and  clinical  labora- 
tories can  serve  both.  Unit  3 was  construct- 
ed in  this  manner  and  the  design  included 
preparation  for  additional  floors.  At  the 
same  time,  to  guard  against  new  develop- 
ments, a portion  of  the  building  on  the  south 
was  not  started  so  as  to  permit  more  floors 
underground  or  the  addition  of  as  many 


stories  as  was  desired.  The  planning  pre- 
served the  integrated  stucture.  It  was  our 
opinion  that  Unit  3 would  be  adequate  for 
another  ten  years.  At  that  time  the  plan- 
ning was  that  Unit  1,  which  would  then  be 
fifty  years  old,  could  be  removed  and  a multi- 
story building  constructed  in  its  place.  This 
would  preserve  integration  and  give  ample 
expansion. 

Figure  1 shows  the  new  planning  and  de- 
velopment. New  streets  and  boulevards 
were  added  and  Unit  3 was  made  the  new 
entrance  to  the  University  Hospital.  These 
were  developed  with  the  aid  of  the  City 
Planning  and  Traffic  Departments  of  the 
City  of  Omaha.  These  provided  broad 
streets  for  ambulance  access  and  buslines, 
and  minimized  our  need  for  42nd  Street 
which  was  becoming  a busy  thoroughfare. 

A plan  for  future  campus  extension  to 
40th  Street  on  the  east  was  given  wide  pub- 
licity. This  extended  north  to  the  alley  be- 
tween Douglas  and  Dodge  Streets.  It  was 
quickly  apparent  that  this  area  could  not  be 
zoned,  and  the  plan  was  to  give  it  publicity 
until  sufficient  purchases  could  be  made. 
It  was  thought  that  the  area  east  could  be 
used  best  for  student  dormitories,  basic 
science  and  research  laboratories  not  re- 
quiring a close  relationship  to  the  Univer- 
sity Hospital.  The  space  to  the  north  was 
planned  for  new  private  hospitals  or  in- 
stitutes that  would  fit  into  the  medical  center 
plan. 


\ 

Figure  2.  Architect’s  sketch  of  January.  1963  plan  for  College  of  Medicine  expansion. 
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Figure  3.  Architect’s  sketch  of  completed  Unit  3 as  planned.  Present  construction  can  be  seen  on  Figure 

1 (9). 


Figure  2 is  the  ground  plan  of  a new  pro- 
posal for  the  College  of  Medicine,  which  was 
announced  by  the  University  of  Nebraska 
about  January,  1963.  The  plan  was  identi- 
fied as  a thirty  year  plan  in  the  sum  of 
$30,000,000,  and  was  given  prominent  pub- 
licity in  the  news  media.  Apparently  this 
plan  had  been  developed  with  little  discussion 
at  the  College  of  Medicine,  and  to  many  did 
not  show  the  results  of  consideration  by  ex- 
perienced medical  personnel.  The  previous 
Building  Committee’s  recommendations  were 
not  pointed  out  in  the  announcements  and 
the  marked  difference  in  planning  was  obvi- 
ous. Discussion  was  inevitable  and,  with 
lack  of  previous  discussions,  misunderstand- 
ings developed.  I understand  that  recently 
an  architectural  firm  has  been  employed  to 
discuss  the  feasibility  of  completion  of  Unit 
3.  Thirty  million  dollars  is  a large  sum, 
but  when  spread  out  over  thirty  years  is  only 
a million  dollars  a year.  This  is  less  than  is 
being  spent  per  year  at  the  present  time. 
This  new  plan  appeared  to  many  of  us  to 
abandon  the  integrated  planning  of  the 
Building  Committee  and  resembled  more  a 
college  type  of  campus  than  the  highly  in- 
tegrated modern  medical  school.  The  aban- 
donment of  Unit  3 would  be  expensive  since 
present  radiology  and  clinical  laboratories 
were  designed  for  the  completed  Unit  3.  An 
important  point  in  design  was  that  the  clinic 
should  be  close  to  the  hospital  to  permit  com- 
bined use  of  facilities.  With  the  interest  in 
disaster  areas  at  the  time,  the  north  end  of 
Unit  3 provided  an  excellent  disaster  area 


since  the  emergency  clinic  was  contiguous 
with  the  entire  University  Clinic,  providing 
a large  area  for  patients.  The  close  access 
to  radiology  and  clinical  laboratories,  and  the 
new  operating  suite  to  be  built  above  the 
laboratory  made  an  effective  unit. 

A successful  solution  of  these  budget  and 
collaboration  problems  that  have  been  a part 
of  the  College  of  Medicine  for  many  years 
takes  on  an  increasing  importance  in  view 
of  modern  medical  and  economic  trends.  The 
increasing  pressure  for  more  physicians 
means  larger  medical  schools.  The  College 
of  Medicine  has  greatly  increased  its  gradu- 
ate and  postgraduate  instruction  in  recent 
years,  but  the  medical  school  student  classes 
haven’t  increased.  Should  we  be  part  of 
this  expansion  or  should  we  continue  at  the 
present  level?  One  hears,  over  the  years, 
the  argument  that  maybe  Nebraska  cannot 
afford  a state  medical  school,  or  that  if  we 
can’t  have  a modem  medical  school  and  hos- 
pital, we  should  sell  the  plant  for  bricks. 
This  type  of  argument  has  little  value,  and 
this  report  attempts  to  show  that  the  citi- 
zen is  acutely  interested  in  medical  educa- 
tion and  service  and  will  give  support  when 
he  understands  the  problems. 

In  music,  particularly  in  the  18th  and 
early  19th  century,  the  composer  of  a con- 
certo left  a spot  in  his  composition  close  to 
the  end  for  a cadenza.  At  this  point,  the 
recitalist  was  permitted  to  introduce  some 
fancy  variations  of  his  own,  in  a free  forni, 
which  embellished  the  concerto.  So  maybe 
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the  following  is  sort  of  a cadenza.  Except 
for  a few  short  periods,  the  College  of  Medi- 
cine has  progressed  at  a slow  pace  in  de- 
velopment, which  is  surprising  when  one 
has  had  the  privilege  of  knowing  personal- 
ly some  of  the  faculty  of  the  past  forty 
years,  and  this  would  include  those  associat- 
ed from  the  University  administration.  As 
mentioned  before,  there  is  a strong  tendency 
to  pass  the  buck  and  complain  when  the  job 
is  not  done.  In  a democracy,  this  usually 
means  that  there  isn’t  the  incentive,  the  en- 
thusiasm to  collaborate,  or  the  rise  of  lead- 
ership. A recent  report  prepared  for  the 
Northern  Natural  Gas  Company  is  titled 
“Leadership  for  a Mid-Continent  Region. 
Omaha-Council  Bluffs-Lincoln.”®  The  trade 
area  of  these  three  cities  extends  through  Ne- 
braska and  into  Wyoming  and  a portion  of 
Iowa.  The  report  shows  that  this  mid- 
continent region  is  developing  at  a minimum 
rate  and  is  being  encroached  on  by  the  Twin- 


Cities  to  the  north,  Kansas  City  to  the  south, 
and  Denver  on  the  west.  The  report 
stresses  the  need  for  planning,  joint  coop- 
eration, and  leadership.  On  a much  larger 
scale,  this  has  much  resemblance  to  the  prob- 
lems of  the  College  of  Medicine. 
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One  thing  that  a physician,  all  physicians,  can  do  is  “sell”  mod- 
ern medical  care.  By  sell,  I mean,  making  the  public  aware  of 
how  inexpensive  is  the  type  of  medical  care  they  are  getting.  The 
fundamental  proposition  is  that  today’s  medical  care  was  not 
available  20  or  12  years  ago.  Antibiotics,  cobalt,  cortisone,  or  heart 
surgery  were  not  to  be  had.  The  long  economic  drain  of  tuber- 
culosis has  been  dramatically  reduced  by  early  detection  and  anti- 
biotics and  chemotherapy.  “Polio”  is  rapidly  becoming  nonexistent. 
Surgeiy  for  thyrotoxicosis  is  minimum.  The  death  rate,  complica- 
tions, and  long  recovei'y  period  from  pneumonia  are  near  eradica- 
tion. (From  an  editorial  in  Current  Medical  Digest,  Februaiy,  1964, 
page  134). 
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Free  Amino  Acids  of  Human 
Breast  Cancer* 


IN  a cell  population  undergoing 
rapid  cell  division  and  growth, 
it  is  apparent  that  the  cells 
will  require  an  increased  supply  of  amino 
acids  for  synthesis  of  the  necessary  cellular 
proteins.  Zamecnik^®  found  that  the  incor- 
poration of  the  amino  acids  alanine  and 
glycine  into  the  proteins  of  rat  hepatoma 
was  seven  times  that  of  normal  liver.  How- 
ever, some  normal  tissues  such  as  spleen 
and  pancreas  utilize  amino  acids  more  rapid- 
ly than  hepatoma  without  the  gain  in  mass 
demonstrated  by  cancer  tissue. 

It  has  been  suggested  by  Christensen  that 
an  elevation  of  the  amino  acid  pools  may  be 
necessary  for  increased  protein  synthesis 
and  growth.  1 He  compared  fetal  and  nor- 
mal tissues  and  found  elevated  concentra- 
tions of  amino  acids  in  fetal  tissues.®  Sim- 
ilarly, partially  hepatectomized  rats  had 
elevated  amino  acid  pools  in  the  regenerat- 
ing liver  tissue.®  In  contrast  to  these  ob- 
servations, Roberts'^  studied  a rapidly  grow- 
ing carcinoma  in  mice  and  found  decreased 
concentrations  of  amino  acids.  Glutamine 
was  found  to  be  especially  low  in  mouse  tu- 
mors and  this  was  attributed  to  rapid  util- 
ization by  cancer  cells. The  control  of 
the  transport  of  amino  acids  into  the  cells 
and  the  subsequent  development  of  expanded 
amino  acid  pools  would  appear  to  be  neces- 
sary for  the  growth  and  multiplication  of 
cancer  cells  as  in  other  tissues.  Therefore, 
an  investigation  of  the  amino  acid  pools  of 
human  cancer  tissue  was  initiated. 

METHODS 

Tissues  were  obtained  from  patients  at 
operation.  In  each  case  the  tissues  were 
separated  into  normal,  adjacent  and  cancer 
immediately  after  removal.  In  figure  1 is  a 
line  drawing  which  shows  the  relationship 
of  the  cancer  tissue  to  the  adjacent  and 
normal  tissue  and  the  manner  in  which  sec- 
tions of  tissue  were  removed.  A portion  of 
each  was  removed  for  microscopic  examin- 
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ation  to  confirm  the  gross  appearance  of  the 
tissue.  Immediately  after  separation  of  the 
tissues  they  were  frozen  by  solid  carbon 
dioxide  and  transported  to  the  laboratory. 
For  comparative  purposes,  mouse  hepatoma 
BW  7756  was  similarly  analyzed.  The 
mouse  tumors  were  carried  in  C57/LJ  mice 
obtained  from  the  Roscoe  B.  Jackson  Me- 
morial Laboratory.  This  tumor  will  usually 
kill  the  host  two  to  four  months  after  trans- 
plantation. While  in  the  frozen  state  the 
tissues  were  weighed,  cut  into  small  pieces 
and  homogenized  in  10  per  cent  picric  acid 
in  a Waring  Blendor.  The  precipitated  pro- 
teins were  removed  by  centrifugation.  The 
picric  acid  was  removed  using  Bio-Rad  AG 
1 - x8  100-200  mesh  resin.  The  sample  was 
prepared  and  analyzed  using  the  methods  de- 
scribed by  Spackman^^  using  the  Spinco 
Amino  Acid  Analyzer.  Whenever  the  sam- 
ple was  insufficient  for  analyses  on  both 
columns  only  the  acidic  and  neutral  amino 
acids  were  measured.  The  basic  amino 
acids  were  determined  using  the  50  cm 
column  with  pH  5.28,  0.70  N sodium  citrate 
buffer  at  50°  C as  described  by  Kominz.® 

So  that  a comparison  with  normal  tissue 
could  be  obtained,  samples  of  tissue  imme- 
diately adjacent  to  the  tumor  and  several 
centimeters  distant  from  the  tumor  were 
also  analyzed.  To  demonstrate  the  pres- 
ence of  peptides,  the  samples  were  chromat- 
ographed following  hydrolysis  with  hydro- 

*Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society,  December  6-7,  1963,  at  Las  Vegas. 
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Figure  1 


chloric  acid. This  procedure  also  causes 
glutamine  and  asparagine  to  be  deaminated 
to  glutamic  and  aspartic.  Calculation  of  the 
increase  in  the  glutamic  and  aspartic  concen- 
tration provides  an  approximation  of  the 
concentrations  of  glutamine  and  asparagine. 

To  establish  the  identity  of  homocitrul- 
line,  the  samples  were  chromatographed 
after  hydrolysis  to  determine  if  this  peak 
could  be  a peptide.  Then  a kno\\Ti  quantity 
of  homocitrulline  was  added  to  another  por- 
tion of  the  sample  and  again  chromato- 
graphed to  determine  if  the  unknown  and 
the  standard  have  the  same  mobility  and 
absorption. 


RESULTS 

The  analyses  revealed  three  unknown 
peaks  in  six  of  the  human  tumors.  Two  of 
these  peaks  appeared  between  urea  and 
aspartic  acid.  The  third  peak  appeared  prior 
to  the  buffer  and  temperature  change.  Acid 
hydrolysis  caused  the  disappearance  of  the 
peaks  between  urea  and  aspartic  acid  indi- 
cating that  they  are  peptides.  The  peak  pre- 
ceding the  buffer  and  temperature  change 
was  unaffected  by  acid  hydrolysis  and  has 
the  same  chromatographic  mobility  as  homo- 
citrulline. 

Only  those  amino  acids  found  in  breast 


Table  1 

THE  FREE  AMINO  ACIDS  OF  TUMOR  TISSUES 
(MICROMOLES/GM  WET  WEIGHT) 

BREAST  (1)  LUNG  (2)  MOUSE  LIVER  (3) 


Normal 

Tumor 

Normal 

iHimor 

Normal 

Tumor 

Phosphoethanolamine 

0.29 

2.70 

1.04 

1.44 

0.52 

0.78 

Aspartic  Acid 

0.05 

0.32 

1.00 

0.78 

0.46 

0.20 

Threonine 

0.12 

0.41 

0.26 

0.59 

0.13 

0.33 

Serine  _ 

0.19 

0.49 

0.29 

0.54 

0.14 

0.34 

Glutamine-Asparagine 

1.10 

2.20 

1.07 

1.60 

1.74 

1.92 

Proline  - -- 

0.10 

0.55 

0.26 

0.99 

0.45 

0.31 

Glutamic  Acid 

0.38 

2.20 

2.16 

4.11 

1.21 

1.50 

Glvcine 

0.51 

3.50 

1.79 

3.33 

0.73 

1.93 

Isoleucine 

0.04 

0.17 

0.14 

0.34 

0.11 

0.12 

Leucine 

0.09 

0.37 

0.30 

0.65 

0.18 

0.17 

Tyrosine  _ 

0.04 

0.17 

0.12 

0.24 

0.07 

0.06 

Phenylalanine  __ 

0.04 

0.17 

0.13 

0.25 

0.08 

0.04 

Total  Free  Amino  Acids 

2.95 

13.25 

8.56 

14.86 

5.82 

7.70 

1.  Human  breast  infiltrating  ductal  carcinoma  (P<^0.05  for  values  shown). 

2.  Human  bronchiogenic  carcinomas,  epidermoid  type  (3  samples  of  normal  and  tumor). 

3.  BW  7756  hepatoma  of  Roscoe  B.  Jackson  Memorial  Laborator}-  (3  samples  of  normal 
and  tumor). 


322 


Nebraska  S.  M.  J. 


carcinoma  which  showed  statistically  sig- 
nificant differences  (P<0.05)  are  shown  in 
table  1.  For  purposes  of  comparison,  the 
values  for  these  same  amino  acids  found  in 
human  lung  and  lung  carcinoma  and  mouse 
liver  and  mouse  hepatoma  are  also  shown. 

DISCUSSION 

Roberts'^’  ® has  reported  decreased  levels 
of  glutamine  in  animal  tumors.  “The  com- 
bination of  a slow  rate  of  synthesis  of  gluta- 
mine with  a rapid  uptake  and  degradation 
or  utilization  could  account  for  the  low 
levels  of  this  amino  acid  in  tumor  cells  and 
fluid.”*  None  of  the  human  or  mouse  tu- 
mors analyzed  in  this  study  had  lower 
levels  of  glutamine  than  the  normal  homolo- 
gous tissue.  Instead  the  tumors  had  a high- 
er concentration  of  glutamine  than  did  the 
normal  tissues.  Perhaps  this  difference  is 
the  result  of  different  tumors  being  studied 
or  that  paper  chromatography  was  the 
method  of  analysis  in  their  studies.  In 
either  case,  it  is  apparent  from  the  present 
investigation  that  the  assumption  that  all 
tumors  have  a low  glutamine  concentration  is 
invalid. 

The  present  data  are  consistent  with 
Christensen’s  original  hypothesis  that  rap- 
idlj^  growing  tissues  such  as  fetal  and  regen- 
erating liver  have  elevated  pools  of  free 
amino  acids.  This  agrees  with  earlier  work 
suggesting  that  expansion  of  the  free  amino 
acid  pool  is  essential  to  increased  growth  of 
cells.  The  mechanisms  by  which  the  free 
amino  acid  pools  are  regulated  are  yet  to  be 
determined,  but  some  studies  have  demon- 
strated that  the  intracellular  levels  of  amino 
acids  are  markedly  influenced  by  hormones.® 

The  presence  of  homocitrulline  in  human 
tumors  may  be  a result  of  the  enhanced  abil- 
ity of  tumors  to  concentrate  all  amino  acids 
rather  than  to  the  ability  of  the  tumors  to 
cany  out  metabolic  reactions  leading  to  the 
synthesis  of  homocitrulline.  At  present  the 
metabolic  pathways  leading  to  homocitrul- 
line are  unknown  and  this  is  the  first  report 
of  the  presence  of  this  amino  acid  in  human 
tissue.  Previously  the  amino  acid  had  been 
found  in  the  urine  of  infants  and  young 
children.  A possible  mechanism  for  the 
formation  of  homocitrulline  is  the  transfer 


of  the  carbamyl  group  to  lysine  by  the  en- 
zyme ornithine  transcarbamylase  which 
could  also  account  for  the  lower  levels  of 
lysine  in  the  malignant  tumor. 

Further  studies  to  determine  if  homo- 
citrulline is  present  in  the  urine  of  cancer 
patients  and  feeding  studies  with  lysine  are 
presently  under  investigation. 

SUMMARY 

Unlike  previous  observations  on  mouse 
and  rat  tumors,  the  amino  acid  concentra- 
tions of  human  tissue  are  much  higher  than 
those  of  the  immediate  surrounding  normal 
tissues.  No  evidence  of  a decreased  gluta- 
mine concentration  occurred  in  any  of  the 
tumors  studied. 

The  amino  acid  homocitrulline  was  found 
in  six  of  the  human  tumors.  Two  unidenti- 
fied peptides  were  also  obseiwed  in  human 
tumors. 
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DISCUSSION  BY 
ALBERT  B.  LORINCZ,  MD 

To  point  out  the  implications  of  this  study, 
we  must  consider  this  probe  into  the  biology 
of  malignancy  in  relation  to  certain  knottm 
facts.  It  is  a well  established  and  recog- 
nized fact  that  there  are  certain  amino  acids 
which  must  be  present  in  the  diet  if  the 
body  is  to  be  maintained  in  nitrogen  balance. 
These  amino  acids  are  called  essential  amino 
acids  because  they  cannot  be  produced  by 
the  body  and  the  cells  must  have  them  to 
synthesize  tissue  proteins. 

The  ability  of  cells  to  remove  amino  acids 
from  the  blood  and  concentrate  them  intra- 
cellularly  is  well  established.  Each  tissue  is 
capable  of  actively  transporting  amino  acids 
from  the  plasma  so  as  to  produce  character- 
istic intracellular  levels  of  each  of  the  amino 
acids.  Thus  the  amino  acid  composition  of 
the  proteins  of  each  tissue  is  different,  that 
is,  the  amino  acid  composition  of  muscle  is 
different  from  that  of  brain  or,  each  tissue 
selects  from  the  plasma  those  amino  acids 
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which  are  best  suited  for  forming  the  par- 
ticular proteins  required. 

Since  tissues  vary  in  their  amino  acid 
composition,  it  follows  that  certain  “bal- 
ances” or  proportions  of  amino  acids  could 
favor  the  gi’owth  of  one  tissue  over  another. 
Just  how  this  is  controlled  is  not  known  at 
present;  however,  it  is  known  that  certain 
hormones  may  increase  protein  synthesis 
and  growth  of  specific  tissues  by  altering 
the  “balance”  of  amino  acids  in  the  plasma 
or  by  increasing  the  ability  of  the  target 
cells  to  concentrate  the  needed  amino  acids. 
For  example,  shortly  after  the  administra- 
tion of  estrogens,  a large  increase  in  the  free 
amino  acids  in  the  uterus  has  been  found; 
cortisone  and  ACTH,  which  are  considered 
to  be  catabolic  generally,  have  been  shown 
to  increase  protein  synthesis  in  some  tissues, 
while  decreasing  protein  synthesis  in  other 
tissues.  Just  what  mechanisms  operate  re- 
main to  be  determined  and  so  far,  only 
scattered  bits  of  information  are  available 
as  to  the  concentrations  of  amino  acids  fol- 
lowing administration  of  hormones  and 
steroids  such  as  testosterone  used  to  inhibit 
mammary  carcinoma,  estrogen  to  inhibit 
prostatic  carcinoma  and  cortisone  to  control 
leukemia. 

This  study  appears  to  be  still  another  step 
leading  to  an  understanding  of  cancer 
metabolism  and  what  that  may  imply.  A 
striking  manifestation  of  cancer  is  the  pro- 
duction of  catabolism  in  the  host  while 
anabolism  occurs  in  the  tumor.  The  in- 
creased catabolism  in  cancer  is  reflected  by 
the  increase  in  the  plasma  and  adjacent 
tissue  amino  acid  levels  found  in  this  study. 
This  catabolism  is  the  result  of  the  produc- 
tion of  an  amino  acid  imbalance  due  to  the 
selective  removal  of  certain  essential  amino 
acids  from  the  plasma  by  the  tumor.  In 
order  to  restore  balance,  the  body  mobilizes 
its  protein  stores  which,  of  course,  results 
in  amino  aciduria  and  amino  acidemia  and 
a negative  nitrogen  balance.  The  anabolism 
that  occurs  in  malignant  tissues  is  also  very 
obvious  in  this  study.  The  significance  of  our 
finding  for  the  first  time  the  amino  acid 
homocitrulline  in  human  tissues  as  well  as 
certain  new  peptides  remains  to  be  elaborat- 
ed through  continued  studies  of  malignancies 


by  these  techniques.  But  even  at  this  stage 
it  is  intriguing  to  speculate  about  somehow 
supplying  the  malignant  growth  with  the 
amino  acids  it  requires  and  thereby  halt  the 
accompanying  hypercatabolism  and  permit 
the  remaining  body  tissues  to  maintain  nitro- 
gen balance  and  other  normal  body  mecha- 
nisms. This  type  of  treatment,  or  palliation, 
would  enable  the  attacking  of  the  cancer 
by  present  known  effective  methods.  By 
maintaining  normal  tissues  and  body  func- 
tions, the  hazards  of  treating  cancer  would 
be  decreased  while  natural  host  resistance 
would  undoubtedly  be  enhanced.  Also, 
should  certain  characteristic  amino  acids  or 
peptides  be  found  to  be  peculiar  to  any  spe- 
cific malignancy,  then  not  only  is  there  a 
specific  diagnostic  test  available,  but  the 
way  is  opened  to  the  development  of  com- 
petitive analogs  of  these  amino  acids  or 
peptides  that  would  be  lethal  to  these  malig- 
nant cells.  Therefore,  we  feel  that  this  type 
of  research  may  well  lead  to  significant  ad- 
vances in  our  understanding  the  biologj'  of 
the  malignant  processes. 
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POSTGRADUATE  EDUCATION  FOR  GP’s 

Recently  in  England,  a report  from  the  “Research  Project  on 
Prescribing,”  University  of  Liverpool,  which  deals  with  “the  extent 
to  which  a doctor  interprets  and  correlates  his  scientific  information 
when  he  is  applying  it  to  the  needs  of  individual  patients,”  has 
been  published  . . . The  report  is  concluded  by  these  observations: 
“Medical  training,  the  pharmaceutical  industry,  the  British  Na- 
tional Formulary  and  consultants  were  each  employed  to  provide 
over  20%  of  the  information  which  general  practitioners  need  for 
treating  their  patients  . . . Information  from  the  drug  industry  was 
used  for  60%  of  the  diseases.”  . . . Our  observations  over  the  years 
would  lead  us  to  believe  that  what  was  found  to  be  true  in  England, 
is  probably  true  in  the  United  States.  It  points  up  beyond  doubt  the 
large  contribution  which  the  pharmaceutical  manufacturers  are  mak- 
ing to  the  post-graduate  education  of  family  physicians  in  this  coun- 
try. In  this  effort  the  industry  should  be  aided  in  every  way  by  in- 
vestigators, and  government,  so  that  correct  clinical  therapeutic 
information  may  be  quickly  made  available  to  those  who  treat  the 
bulk  of  disease,  the  family  physician  of  the  United  States.  (Perrin 
H.  Long,  MD,  in  Medical  Times,  Dec.,  1963). 
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SPECIAL  ARTICLE  : 


SOME  Health  Problems 

of  the  Navajo  Indians* 


During  the  past  decade  or  so 
much  attention  has  been  fo- 
cused not  only  on  the  economic 
growth  but  also  on  the  health  of  the  under- 
developed areas  of  the  world.  Extensive, 
and  expensive,  programs  have  been  institut- 
ed to  help  these  inhabitants  attain  their 
proper  place  in  a rapidly  changing  and  com- 
petitive society.  Vast  energies  are  being 
expended  on  health,  education  and  welfare 
projects.  Unfortunately,  it  seems  to  those 
of  us  in  the  Missionary  field,  and  I am  sure 
to  many  in  high  Federal  positions,  that  there 
is  a disproportionate  amount  of  aid  given 
to  the  underprivileged  abroad  as  against  that 
given  to  our  own  people.  Since  my  personal 
field  of  observation  and  activity  has  been 
limited  I can  speak  only  of  what  our  In- 
dians, particularly  the  Navajo,  are  receiv- 
ing to  better  their  health  and  economic 
standards.  I will,  therefore,  restrict  my 
remarks  to  some  of  the  health-problems  con- 
fronting these  fine  and  proud  people.  In 
the  time  allotted  it  would  be  impossible  to 
cover  all  fields  of  deficiencies. 

In  order  to  understand  the  “whys”  of  these 
problems  it  is  necessary  to  consider  the 
Navajo  Tribe  itself  with  its  ancient  beliefs 
and  customs,  the  geographical  aspects  of  the 
country  in  which  they  live,  the  limited  oppor- 
tunities for  economic  growth  and  the  ter- 
rific language  barrier  between  themselves 
and  the  white  population  which  is  attempting 
to  give  them  assistance. 

The  Navajo  Reservation  is  a vast  area  of 
some  25,000  square  miles  of  very  rugged 
semi-arid  land  located  in  southeastern  Utah, 
northeastern  Arizona  and  northwestern  New 
Mexico.  The  countryside  is  filled  with  awe- 
inspiring red  and  yellow  sandstone  bluffs 
and  cliffs,  high  plateaus  and  deep  canyons. 
Some  areas  are  mountainous  and  heavily 
timbered.  Rainfall  is  scanty.  The  summer 
heat  is  terrific  and  the  humidity  extremely 
low.  The  winters,  although  short,  are  apt  to 


DAVID  FINDLEY,  MD 
St.  Christopher's  Mission  to  the  Navajo 
Bluff,  Utah 


be  very  cold.  The  ground  is  largely  barren, 
save  for  sagebrush  and  greasewood,  due  to 
overgrazing  and  lack  of  moisture,  although 
a few  areas  are  now  under  irrigation.  With- 
in recent  years  large  deposits  of  uranium, 
oil,  and  natural  gas  have  been  uncovered  in 
certain  areas.  The  greatest  source  of 
helium  in  the  country  is  to  be  found  near 
Shiprock,  New  Mexico.  In  spite  of  the  large 
revenue  received  from  these  resources  few 
of  the  people  realize  any  financial  gain. 
Most  of  these  monies  become  tribal  funds  and 
are  used  for  the  benefit  of  all.  Roads  are 
being  built,  health  programs  are  advanced, 
educational  opportunities  are  increased,  the 
school  children  are  clothed  and  glasses  are 
furnished  them  when  necessary.  Of  course 
other  programs  are  in  operation  for  the 
betterment  of  the  population. 

It  is  well  that  the  Council  handles  these 
funds  rather  than  distributing  the  money 
directly  to  the  Navajo  himself,  as  the  latter 
has  no  sense  of  money  value.  Upon  receipt 
of  money  he  immediately  spends  it  on  gro- 
ceries, clothing,  often  makes  a down  pay- 
ment on  a pick-up  truck.  What  is  left  over 
is  frequently  spent  on  alcoholic  beverages. 
The  average  Navajo  is  fearful  of  saving 
cash  because  of  the  possibility  of  having  it 
stolen  or  lost.  He  does  not  avail  himself  of 
banking  facilities.  Thus,  within  a few  days 
his  funds  are  dissipated. 

On  this  land  live  some  90,000  people.  They 
are  typically  rural  folk.  There  are  no  towns 
or  settlements  of  any  size.  The  only  group- 
ings of  dwellings  are  those  in  the  immediate 
proximity  to  Missions,  Public  Health  Serv- 
ice hospitals.  Federal  schools  and  the  larger 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society,  December  6-7,  1963,  at  Las  V egas. 
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trading  posts.  Usually  their  hogans  are 
widely  separated  and  isolated  except  when 
various  members  of  the  same  family  or  clan 
have  chosen  to  live  together.  Available  for- 
age for  their  sheep  or  for  water  often  deter- 
mines the  placement  of  their  dwellings. 
These  hogans  are  connected  by  trails  or  al- 
most impassable  roads. 

Since  the  Navajo  is  the  most  rapidly 
growing  race  in  North  America,  the  Res- 
ervation is  already  overpopulated  when  com- 
pared to  the  productivity  of  the  land.  Their 
main  economy  is  still  derived  from  their 
herds  of  sheep,  although,  because  of  a short- 
age of  satisfactory  grazing  land,  the  allot- 
ment of  sheep  per  family  has,  of  late,  been 
drastically  reduced.  Thus  most  families 
merely  eke  out  sufficient  money  for  the 
barest  necessities  of  life.  It  has  been  esti- 
mated that  the  population  of  the  tribe  will 
double  within  the  next  twenty  years.  If 
this  be  true,  it  is  tragic  to  contemplate  what 
will  happen  to  the  people  in  the  future  unless 
drastic  steps  are  taken  to  improve  their  liv- 
ing conditions  and  the  opportunity  for  gain- 
ful employment  in  diversified  industry. 

Crafts,  such  as  rug  weaving  and  silver- 
smithing,  which  in  the  past  had  been  a 
source  of  considerable  income,  are  becoming 
lost  arts.  The  young  folk  are  not  interested 
in  learning  these  old  occupations.  Thus 
more  and  more  natives  are  subsisting  on  one 
or  another  welfare  handout.  A few  are  gain- 
fully employed  in  such  industries  as  lumber, 
uranium,  oil,  natural  gas,  road  construction, 
and  as  laborers  on  the  railroads  to  the  south 
of  the  Reservation.  Most  Navajo  men  are 
willing  and  anxious  to  work  but  there  are 
not  enough  jobs  to  go  around.  The  Tribal 
Council  is  bending  every  effort  to  encourage 
the  establishment  of  additional  industries  on 
the  periphery  of  and  on  the  Reservation  to 
give  employment  to  additional  Navajos. 
With  the  opening  of  tribal  lands  by  the  con- 
struction of  new  and  fine  roads  it  is  ex- 
pected that  increased  tourist  travel  will  help 
the  economy  as  the  country  affords  unusual 
and  spectacular  scenic  beauty  plus  the 
chance  to  study  native  art  and  culture. 

When  one  looks  back  on  the  history  of  the 
Navajo,  as  well  as  other  tribes,  it  be- 


comes evident  that  the  Indians,  throughout 
the  years,  have  been  grossly  mistreated  by 
the  white  population.  They  were  forced 
from  their  “happy  hunting  grounds”  and 
were  expected  to  live  on  unwanted,  and  often 
what  seemed  valueless  land.  Practically  all 
past  treaties  were  broken  for  the  advance- 
ment of  civilization  or  greed.  It  is  little 
wonder  that  the  Navajo,  as  well  as  the  In- 
dian in  general,  feels  that  he  has  been  mal- 
treated and  that  the  world  owes  him  a living. 
He  readily  accepts,  and  expects,  govern- 
mental aid  in  all  its  aspects.  Stealing  from 
the  white  man  is  not  considered  a misde- 
meanor but  being  caught  is  a crime. 

Happily,  as  a result  of  ever  expanding 
educational  programs  of  the  Federal  govern- 
ment and  of  the  various  Missions  established 
on  the  Reservation,  the  rate  of  illiteracy  is 
rapidly  declining,  thus  enabling  many  of  the 
youth  to  obtain  gainful  work  off  tribal  lands. 
Many  are  now  being  well  trained  as  helpers 
and  journeymen  in  occupational  trades  such 
as  carpentry,  plumbing,  and  so  forth,  and 
are  being  relocated  in  large  cities  to  make 
their  own  way  of  life.  Unfortunately, 
though,  many  of  these  young  men  leave 
their  work  in  a short  time  and  return  to  the 
hogan,  largely  because  they  have  not  been 
accepted  in  white  communities  and  have  be- 
come frustrated  and  disappointed  with 
civilization. 

Despite  the  healthy  climate  in  which  they 
live  the  morbidity  and  mortality  rates 
among  the  Navajo  remain  very  high.  This 
is  particularly  true  in  the  infant  age  group. 
In  1962  the  infant  death  rate  was  59.4/1000 
live  births  as  against  25.3/1000  live  births 
in  the  general  population  of  the  United 
States.  Influenza  and  pneumonia,  gastro- 
enteritis and  immaturity,  in  this  order,  are 
the  leading  causes  of  infant  deaths.  It  is 
interesting  to  note  that,  as  a result  of  an 
increase  in  hospital  deliveries,  the  neo- 
natal mortality  rates  approximate  those  of 
the  general  population.  It  is  after  the  child 
returns  home  from  the  hospital  that  the 
major  health  deficiencies  become  evident 
which  result  in  a mortality  rate  six  times 
that  of  the  general  population. 

Etiological  factors  include  such  things  as 
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poor  and  overcrowded  housing,  an  almost 
complete  lack  of  sanitary  facilities,  a lack 
of  clean  water  and  refrigeration,  poor  nu- 
trition, inadequate  clothing  and  ignorance  of 
the  adult  population  regarding  general  health 
principles. 

Nutritional  needs  of  the  expectant  mother 
and  of  the  infant  are  seldom  met  because  of 
low  economic  standards  and  lack  of  knowl- 
edge regarding  dietary  requirements.  The 
Public  Health  Service  is  striving  to  correct 
this  defect  by  family  counselling  and  through 
nutritional  classes  in  the  Shiprock  and  Ft. 
Defiance  hospitals.  Inadequate  personnel 
prevents  the  dissemination  of  this  informa- 
tion in  other  health  centers  and  group  in- 
struction and  food  preparation  demonstra- 
tions are  practically  nonexistent  for  the  ma- 
jority of  the  Navajo. 

j\Iany  Navajos  are  forced  to  travel  gi’eat 
distances  to  obtain  fresh  water,  which  is 
then  stored  in  open  barrels  or  containers. 
Sheep,  goats,  horses,  dogs  and  cats  are 
abundant  and  drink  from  the  same  water 
supply  as  the  humans.  Flies  and  other  dis- 
ease canying  insects  also  swarm  around  the 
hogan  or  open  summer  shade.  Tlie  dwelling 
is  poorly  ventilated  and  over-heated  in  win- 
ter. As  many  as  10  to  15  sleep  in  a single 
room.  Needless  to  say,  the  spread  of  respir- 
atory and  other  infectious  diseases  is  ram- 
pant. 

The  correction  of  the  above  health  haz- 
ards normally  is  the  responsibility  of  the 
health  educator  and  the  sanitarian.  How- 
ever, these  people  are  also  handicapped  be- 
cause of  a lack  of  personnel ; the  widely 
scattered  population  and  the  great  distances 
to  be  traveled  over  poor  roads  all  make 
group  discussions  and  demonstrations  dif- 
ficult if  not  impossible.  Even  if  such  pro- 
gramming were  feasible  the  beneficiaries 
are  often  incapable  of  understanding  the 
importance  of  the  whole  health  picture.  To 
them  the  principles  of  etiological  factors,  the 
modes  of  transmission  or  the  means  of  pre- 
vention of  unnecessary  diseases  are  incom- 
prehensible. Few  of  the  Navajo  make  use 
of  the  educational  opportunities  that  are 
open  or  available  to  them.  A cooperative 
working  arrangement  between  the  Public 


Health  educators  and  the  personnel  of  the 
Bureau  of  Indian  Affairs  in  Federal  schools 
is  now  in  operation.  Focus  on  education  of 
the  youth ’is  imperative  if  progress  is  to  be 
made.  The  adults  are  too  set  in  their  ways 
and  mode  of  living  to  expect  much  of  a 
change  in  their  attitude  toward  acceptance 
of  modern  and  scientific  concepts  of  disease 
control. 

The  problems  of  the  sanitarian  are  similar 
to  those  of  the  health  educator.  Lack  of 
sanitation  is  the  rule  on  the  Reservation. 
These  inadequacies  include  improper  dis- 
posal of  excreta  and  refuse,  absence  of 
screening  and  poor  ventilation  of  dwellings, 
as  well  as  a lack  of  refrigeration  and  means 
for  food  preservation.  As  previously  men- 
tioned, water  supplies  are  inadequate.  How- 
ever, modern  water  projects  are  being  pro- 
cessed in  a number  of  the  larger  settlements, 
particularly  at  the  sites  of  government 
schools  and  hospitals. 

In  spite  of  the  fact  that  health  centers 
have  been  strategically  placed  throughout 
the  Reservation  treatment  of  the  sick  child 
(and  also  the  adult)  is  too  often  delayed  until 
it  is  too  late  to  institute  effective  remedial 
measures.  Ignorance  of  the  parents,  ex- 
cessive distances  from  clinic  or  hospital,  im- 
passable roads  and  lack  of  transportation 
facilities  are  frequent  causes  for  this  delay. 
Ancient  Navajo  custom  and  religion  also 
play  an  important  role.  To  them,  diseases 
are  thought  to  be  a result  of  “being  out  of 
tune”  with  the  forces  of  nature  through  vio- 
lation of  taboos,  and  so  forth.  Thus  most 
illnesses  are  thought  to  be  of  psychoso- 
matic origin.  This  idea  is  most  prevalent 
among  the  adult  Navajo.  Usually,  after 
home  remedies  have  failed,  a “trembler”  is 
called  into  the  picture.  Bj'-  his  supernatural 
powers  he  is  able  to  determine  the  tjq)e  of 
illness  suffered  by  the  patient  and  the  par- 
ticular Medicine  Man,  or  “specialist,”  in  that 
field  is  called  upon  to  conduce  a specified 
“sing”  for  this  diseased  process.  This 
“sing”  may  last  from  one  day  to  a full 
week.  If  the  patient  has  not  benefited 
from  this  ceremonial  the  white  physician  is 
then  consulted.  Fortunately,  most  medicine 
men  now  accept  modern  medicine  as  an  ad- 
junct to  their  ceremonials  and  will  request 
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help  when  improvement  of  the  patient  does 
not  progress  as  hoped  for.  It  is  now  com- 
mon practice  for  the  physician  and  the  medi- 
cine man  to  work  together  in  the  Indian  and 
Mission  hospitals.  Some  Public  Health 
Service  hospitals  even  have  full  time  resi- 
dent medicine  men  on  their  staffs. 

The  white  physician  has  often  erred  in  his 
management  of  the  ill  Navajo,  and  I expect 
with  other  Indians  as  well.  I shall  enlarge 
briefly  on  only  one  aspect  of  these  irra- 
tional but  prevalent  therapeutic  measures  — 
that  of  routine  administration  of  parenterel 
antibiotics  for  nearly  all  ills.  Until  about  a 
decade  or  so  ago  the  Navajo  was  very 
fearful  of  “the  needle”  and  refused  to  accept 
it.  The  physician,  though,  because  of  poor 
communication  with  the  patient  on  health 
matters  and  because  he  realized  the  im- 
probability of  adequate  follow-up  and  ob- 
servation of  the  ill,  felt  that  an  immediate 
large  dosage  of  an  antibiotic  would  produce 
the  most  desired  results.  Of  course  he  also 
dispensed  adjunct  oral  products  but  was 
never  sure  that  his  instructions  were  under- 
stood or  would  be  carried  out.  Often,  as 
would  be  expected,  these  injections  would 
give  spectacular  results.  Thus,  to  the  Nava- 
jo mind,  these  injections  are  necessary  in 
proper  treatment  of  disease  no  matter  of 
what  nature.  They  have  developed  a “shot 
complex”  and  I have  personally  found  it  dif- 
ficult to  convince  them  that  these  “shots” 
are  not  a cure-all  for  all  diseases,  that  they 
can  be  dangerous  at  times  and  that  other 
therapeutic  measures,  if  carried  out,  will 
give  more  satisfactory  results.  Progress 
along  these  lines  is  slow  but,  in  my  opinion, 
continuous. 

Only  a small  percentage  of  expectant 
mothers  receive  any  prenatal  care  at  all  and 
but  a few  of  these  receive  what  we  classify 
as  adequate  supervision  during  their  preg- 
ancies.  Postnatal  examinations  are  rare. 
The  Navajo  woman  is  extremely  modest  and 
will  allow  pelvic  examinations  with  reluc- 
tance. This  is  the  reason  that  gynecological 
problems  are  scarcely  ever  taken  care  of. 
The  taboo  on  pelvic  examinations  is  gradu- 
ally disappearing  among  the  younger  wom- 
en, however,  and  it  is  hoped  that  preventive 
and  curative  measures  will  soon  be  com- 


mon practice  in  the  gynecological  field.  Ac- 
curate datum  is  not  available  but  it  is  esti- 
mated that  more  than  one  third  of  the 
mothers  are  still  delivered  in  the  hogan  with 
no  help  other  than  that  offered  by  native 
women. 

Tuberculosis,  which  was  once  the 
scourge  of  the  Navajo  and  the  leading  cause 
of  death  among  the  adolescent  and  adult 
population,  is  on  the  decline  thanks  to  in- 
tensive case  finding  programs,  increased  ef- 
forts on  follow-up  care  of  those  discharged 
from  sanatoria  plus  contact  investigation 
and  school  examinations.  It  now  ranks 
sixth  as  the  cause  of  death,  preceded  by  ac- 
cidents ( 50  per  cent  of  which  are  due  to  mo- 
tor casualties  largely  as  a result  of  alcohol 
consumption),  influenza,  pneumonia,  gastro- 
enteritis and  immaturity  in  the  above  order. 

Health  facilities  on  or  bordering  the  Res- 
ervation are  being  enlarged  and  improved 
but  are  still  inadequate  for  the  patient  load. 
These  facilities  are  under  the  direction  of 
the  Public  Health  Service  and  also  of  Mis- 
sions representing  different  faiths  and  de- 
nominations. In  July,  1955,  medical  care  of 
all  Indians  residing  on  tribal  lands  was 
taken  over  by  the  United  States  Public 
Health  Service  from  the  Bureau  of  Indian 
Affaires.  Since  that  time  great  strides 
have  been  made  for  better  patient  care  and 
health  programming;  however,  much  is  still 
to  be  desired.  At  the  present  time  there 
are  six  Public  Health  Service  hospitals  and 
numerous  clinics  in  operation  within  the 
Navajo  Reservation,  and  arrangements  have 
been  made  for  the  care  of  the  tuberculous 
and  for  cases  requiring  special  services  such 
as  crippled  children,  congenital  hearts,  and 
so  forth,  in  distant  government  hospitals. 
These  patients  are  frequently  transported 
to  the  larger  centers  by  air  ambulance  under 
joint  contract  by  the  Public  Health  Service 
and  the  Tribal  Council.  Helicopter  service 
to  outlying  areas  is  impractical  because  of 
thermal  waves  which  make  this  type  of  fly- 
ing too  dangerous.  Now  that  the  country  is 
being  opened  up  by  new  roads,  expanded 
auto  ambulance  service  is  being  pressed. 
Regular  bus  schedules  are  being  recommend- 
ed to  effect  ready  transportation  to  pre- 
natal clinics  and  well  child  conferences. 
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All  government  hospitals  are  overly 
crowded  with  patients  and  are  under-staffed. 
Public  Health  nursing  in  the  field  is  def- 
initely inadequate.  In  1962,  only  846  infants 
of  3700  reported  deliveries  were  admitted-to 
P.H.N.  services.  Hospital  nursing  care  is 
deplorable  because  of  a shortage  of  person- 
nel. In  all  Federal  hospitals  nurses  assigned 
to  the  obstetrical  patient  or  to  the  newborn 
are  required  to  work  in  other  areas  of  the 
hospital  thus  resulting  in  inadequate  patient 
care  and  potential  danger  of  transmission  of 
infection  from  outside  areas  to  the  ob- 
stetrical and  newborn  departments.  It  is 
impossible  to  obtain  services  of  competent 
nurses’  aids  because  of  a lack  of  proper  edu- 
cation and  the  fact  that  there  are  no  avail- 
able funds  provided  for  salaries  for  this 
type  of  personnel. 

One  of  the  most  pressing  needs  is  that  of 
accurate  and  intelligent  interpretation  which 
can  be  brought  down  to  the  mental  level  of 
the  people.  Because  of  the  social  and  cul- 
tural background  of  the  Navajo  the  ac- 
ceptance of  modern  health  principles  is  very 
difficult.  As  the  native  language  is  ex- 
tremely hard  to  master,  few  of  the  white 
professional  services  are  capable  of  convey- 
ing the  overall  health  picture  to  the  Navajo. 
Unfortunately,  many  of  the  Navajo  who 
have  been  educated  in  the  English  language 
forget  their  native  tongue  and  are,  there- 
fore, unable  to  transmit  information  satis- 
factorily to  the  local  population.  The  trans- 
mission of  words  alone  is  not  sufficient  to 
achieve  the  desired  results.  Even  if  hy- 
gienic principles  are  understood  the  means 
for  carrying  them  out  are  usually  impos- 
sible. 

Medical  supervision  of  the  young  health 
physician  is  slowly  but  gradually  improv- 
ing. There  are  many  highly  trained  and 
capable  men  in  the  higher  echelon  of  the 
Public  Health  Service  administering  to  the 
Navajo,  among  other  tribes.  However,  the 
medical  care  of  the  patient  is  largely  left 
to  those  with  less  experience  and  who  are 
poorly  supervised.  Thus,  bad  technics  are 
developed  and  slovenly  habits  may  be 
formed.  There  are  many  factors  which 
make  programming,  administration,  and  pa- 
tient care  difficult,  namely; 


1.  Over  40  per  cent  of  the  physicians 
employed  in  Public  Health  Service  hospitals 
are  under, 30  years  of  age.  Most  of  these 
have  joined  the  P.H.S.  to  avoid  the  two 
year  service  in  the  armed  forces. 

2.  The  inability  of  many  of  the  young 
men  to  learn  to  work  efficiently  in  a gov- 
ernment organization. 

3.  Living  in  an  isolated  social  and  medi- 
cal community. 

4.  Adjusting  to  the  cultural  and  language 
barriers. 

5.  Family  problems  such  as  living  in  a 
desertous  countiy,  isolation  from  public 
schools,  shopping  centers  and  recreational 
areas.  The  housing  facilities  for  large  fam- 
ilies are  inadequate. 

6.  The  lack  of  competent  medical  consul- 
tation in  remote  areas. 

7.  The  lack  of  ancillary  seiwices  such  as 
laboratory  facilities,  medical  libraries,  nurs- 
ing help  and  clerical  assistance. 

8.  Poor  interpretation.  Histories  are 
difficult  to  obtain  and,  therefore,  become 
secondary  to  the  physical  examination. 

There  are  five  Missions  representing  dif- 
ferent faiths  and  denominations  located  in 
or  bordering  on  the  Reservation  which  in- 
clude health  facilities.  Three  of  them  have 
fully  equipped  general  hospitals,  the  other 
two  conduct  out-patient  clinics.  Here,  once 
again,  is  the  problem  of  understaffed  insti- 
tutions. This  is  largely  due  to  the  fact  that 
most  positions  must  be  filled  on  a voluntary 
basis  — the  bare  necessities  of  life  are  fur- 
nished plus,  in  some  institutions,  a small 
monetary  allowance,  but  no  salary  compar- 
able to  that  received  in  larger  settlements 
is  available.  Then,  too,  these  Missions  are 
located  in  very  remote  areas  which  afford 
little  opportunity  for  recreation.  However, 
these  Missions  are  doing  a fine  work  and 
are  greatly  aided  by  the  various  State 
Health  Departments  and  the  Public  Health 
Service  in  their  programming,  the  opera- 
tion of  special  clinics  for  immunizations, 
crippled  children  and  spot  checks  for  tuber- 
culosis. They  are  also  of  invaluable  help  in 
the  venereal  disease  programs. 

Unfortunately,  communication  between 
the  Public  Health  Service  and  the  referring 
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physician,  as  in  the  Mission  health  center 
is  extremely  poor.  Due,  in  part,  to  a lack 
of  clerical  help  a discharge  summary  for 
follow-up  care  is  never  sent  except  on  the 
tuberculous  patient.  Thus,  many  a person 
who  is  on  the  road  to  recovery  fails  to  re- 
ceive adequate  care  subsequent  to  hospital- 
ization and  is  apt  to  have  recurrences  of  his 
disease  process.  It  would  be  of  tremendous 
help  to  those  of  us  who  refer  such  a case 
if  a final  diagnosis,  laboratory  reports,  the 
course  and  type  of  therapy  prescribed  and 
the  recommendations  for  after-care  were 
furnished  to  assure  proper  subsequent  care 
of  the  patient.  But  this  information  is  not 
available. 

Another  great  fault  found  in  Federally 
controlled  medical  care  is  the  difficulty 
many  of  the  acutely  ill  find  in  receiving 
help.  Because  of  crowded  conditions  it  is 
all  too  frequently  impossible  to  get  a pa- 
tient admitted  to  the  Indian  hospital.  Often 
persons  needing  the  services  of  a larger  and 
more  fully  equipped  hospital  are  turned 
away,  having  at  best  a very  superficial  ex- 
amination and  possibly  an  injection  of  an 
antibiotic.  It  is  rare  indeed  to  have  a des- 
perately ill  person  seen,  even  in  an  out-pa- 
tient department,  on  a Sunday  or  holiday. 
This  is  mainly  due  to  a reduced  staff  but 
also  to  the  indifference  of  the  young  physi- 
cian on  duty. 

SUMMARY 

In  summary,  it  may  be  fairly  stated  that 
the  health  problems  confronting  the  Navajo 
are  varied  and  pressing.  Unless  preventive 
and  remedial  measures  receive  added  stim- 
ulus these  problems  will  become  even  more 
acute  as  the  population  continues  its  rapid 
growth.  The  programming,  as  set  by  the 
Public  Health  Service  personnel,  is  fine  and 
must  be  fulfilled.  To  achieve  this  goal  great- 
er incentives  must  be  offered  trained  work- 
ers in  all  health  fields.  Adult  education 
should  be  advanced  as  far  and  as  fast  as 
possible,  although  it  is  the  youth  that  must 
receive  the  most  intensive  attention  as  they 
are  more  flexible  in  accepting  new  ideas.  En- 
vironmental sanitation  activities  must  be 
expanded  to  assure  a healthier  home  en- 
vironment in  which  to  live  and  raise  chil- 


dren. Medical  social  contacts  need  to  be 
increased  for  better  understanding  of 
health  problems,  the  placement  of  ill  pa- 
tients in  hospitals  and  for  aid  in  solving 
financial  difficulties.  The  social  worker 
can  also  be  of  much  help  to  the  unmarried 
mother,  of  which  there  are  many.  The  need 
for  expert  interpretation  of  health  ideals  is 
of  utmost  importance.  The  number  of  hos- 
pital beds  and  out-patient  facilities  must  be 
increased  to  meet  the  demands  of  an  ever- 
growing population.  Instruction  on  nutri- 
tional needs  is  urgent.  It  is  advisable  that 
communication  between  Public  Health  per- 
sonnel and  the  referring  physician  or  health 
center  be  improved  to  provide  more  ade- 
quate follow-up  care  of  the  convalescent  pa- 
tient. 

Further  assistance  should  be  made  avail- 
able to  Mission  health  facilities  to  improve 
established  or  to  institute  special  programs 
such  as  pre-  and  postnatal  clinics,  well  child 
conferences,  crippled  children  clinics,  spot 
checks  for  tuberculosis  plus  contact  investi- 
gation, and  so  forth.  An  added  number-  of 
trained  and  seasoned  physicians  need  to  be 
assigned  to  Public  Health  hospitals  to  as- 
sure more  efficient  supervision  of  patient 
care.  Added  hospital  nursing  care  is  a 
“must.”  It  should  be  mandatory  that  all 
acutely  ill  patients  receive  the  same  prompt 
and  competent  medical  attention  on  week- 
ends and  holidays  as  an  other  week  days. 
It  is  definitely  unethical  and  against  all 
medical  principles  to  turn  these  needy  people 
away  without  adequate  medical  care. 

Lastly,  every  effort  should  be  made  for 
the  advancement  of  education,  the  Christian 
Faith,  and  economic  security  so  that  the 
Navajo  can  overcome  his  cultural  and  re- 
ligious superstitions  and  thus  be  better 
prepared  to  take  his  place  in  the  rapidly  ad- 
vancing and  competitive  civilization  around 
him.  In  other  words,  he  must  be  made  a 
self-supporting  citizen  who  can  face  the 
world  with  pride,  confidence,  and  happiness. 
In  achieving  these  ideals  it  is  only  natural 
to  believe  that  the  general  health  of  the 
under-privileged  will  also  improve  and  will 
favorably  compare  with  the  advancing 
health  of  the  general  population  of  these 
United  States.  It  is  also  hoped  that  in  due 
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time  prejudicial  feelings  towards  the  Indian, 
as  well  as  other  minority  groups,  will  dis- 
appear. Only  then  will  the  average  Navajo 
feel  free  and  welcome  in  the  outside  world 
and  be  able  to  make  an  honest  living  in  peace 
and  happiness. 
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INTEGRITY  IN  DRUG  RESEARCH 

Some  persons  allege  that  dmgs  are  not  safe  and  often  are  too 
hurriedly  marketed.  This  often  involves  differences  of  opinion 
between  medical  experts.  The  infinite  variation  among  humans  as 
patients  has  thus  far  prevented  medical  science  from  becoming  an 
exact  science  and  one  can  only  inteipret  scientific  findings  to  the 
best  of  his  ability  and  then  share  these  with  others  for  study  and 
comment.  If  there  are  short-cut  artists  in  this  area  of  research 
they  are  quickly  revealed  for  what  they  are  and  cast  aside.  Certainly 
no  reputable  fii-m  will  tolerate  falsified  records  or  gambling  with 
the  unknown  when  life  itself  is  at  stake.  (Austin  Smith,  MD,  Presi- 
dent, Pharmaceutical  Manufacturers  Association,  to  PMA  Eastern 
Regional  Meeting,  Dec.  9,  1963). 
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; ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

June  6 — Norfolk,  Norfolk  State  Hospital 
June  20  — Grand  Island,  St.  Francis  Hos- 
pital 

July  11  — Chadron,  Elks  Club 
July  25  — Ogallala,  Elks  Club 

AMERICAN  PHYSICAL  THERAPY  AS- 
SOCIATION — 41st  Annual  Conference, 
Denver,  July  5 through  10,  1964,  Denver- 
Hilton  Hotel. 

EIGHTEENTH  ANNUAL  ROCKY  MOUN- 
TAIN CANCER  CONFERENCE  — July 
10-11,  1964,  Denver.  (See,  also,  under 
“Announcements” ) . 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  POSTGRADUATE 
COURSES  COMING  UP— 

1.  Respiratory  Allergj^  and  Immunity; 
Lake  Tower  Motel,  Chicago,  July  27, 
28  and  29,  1964. 

2.  Electrocardiography  in  Infants  and 
Children:  Henry  Ford  Hospital,  De- 
troit, September  24,  25,  and  26,  1964. 

3.  Environmental  Diseases  of  the  Heart 
and  Lungs:  Pick-Carter  Hotel,  Cleve- 
land, September  28,  29,  and  30. 

4.  Clinical  Cardiopulmonary  Physiology: 
Continental  Hotel,  Chicago,  October 
26-30,  1964. 

5.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart 
and  Lungs:  International  Inn,  Wash- 
ington, D.C.,  November  9-13,  1964. 

6.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  the  Heart  and  Lungs; 
Barbizon  Plaza  Hotel,  New  York  City; 
November  16-20,  1964. 

7.  Same  title ; Hotel  Fontaineblau,  Miami 
Beach,  February  1-5,  1965. 

Registration  is  limited  and  tuition  fee 
charged. 

7th  ANNUAL  POSTGRADUATE  COURSE 
IN  PEDIATRICS,  CLINICAL  AND  RE- 
SEARCH ADVANCES  IN  PEDIATRICS 
AND  CHILD  GUIDANCE  PROBLEMS 
will  be  held  August  3-7,  1964,  at  the  Stan- 
ley Hotel,  Estes  Park  Colorado. 


AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  — 
Annual  Meeting,  August  24-27,  1964,  Stat- 
ler-Hilton  Hotel,  Boston. 

ANNUAL  WEST-NORTHCENTRAL  CON- 
FERENCE ON  DISEASES  COMMON  TO 
MAN  AND  ANIMALS  — September  11 
and  12;  on  campus  of  University  of  Ne- 
braska College  of  Medicine. 

VIII  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST  will  be  held 
in  Mexico  City,  October  11-15,  1964. 


Medicare  in  Operation 

Evaluation  by  the  Policy  Committee — 

There  are  many  cases  submitted  to  Medi- 
care for  payment  which  must  be  reviewed 
and  adjudicated  by  the  Policy  Committee 
of  the  Nebraska  State  Medical  Association 
before  they  may  be  processed.  After  the 
Committee  has  reviewed  the  cases,  the  Of- 
fice for  Dependents  Medical  Care  in  Wash- 
ington, D.C.,  must  make  the  final  adjudica- 
tion and  decision. 

The  following  list  is  an  example  of  the 
type  of  reports  which  require  evaluation  by 
the  Policy  Committee: 

1.  Any  unlisted  procedure  in  the  Medical 
Manual  and  Schedule  of  Procedures. 

2.  Tubal  ligations,  independent  proce- 
dure or  directly  following  maternity 
delivery. 

3.  Multiple  cuts  or  lacerations. 

4.  Any  large  and  deep  wound  of  the  per- 
son. 

5.  Subdural  taps  and  ventricular  taps 
performed  on  infants. 

6.  Plastic  operations  of  the  eyes,  ears 
or  nose  for  the  purpose  of  well  being 
to  the  patient. 

7.  Complicated  removal  of  any  foreign 
body. 

8.  Removal  of  planter  warts  and  follow- 
up procedures  to  include  any  grafting 
performed. 
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9.  Large  skin  grafts  for  burns. 

10.  Radical  mastoidectomy  and  tympano- 
plasty. 

11.  Canthoplasty  or  Blepharoplasty.  , 

12.  Mammoplasty. 

In  order  for  the  Committee  to  make  a just 
evaluation,  they  must  have  the  information 
as  to  the  procedure  involved  and  its  cause. 
When  submitting  reports  of  this  nature,  a 
letter  of  explanation  should  always  be  at- 
tached to  the  claim.  A consultation  report 
must  accompany  every  claim  for  tubal  liga- 
tion. 


THE  MONTH  IN  WASHINGTON 

The  American  Medical  Association  and  the 
American  Pharmaceutical  Association  have 
warned  Congress  that  too  stringent  regula- 
tions for  clinical  testing  could  result  in  valu- 
able new  drugs  not  being  approved. 

The  two  associations  testified  before  a 
House  Government  Operations  subcommit- 
tee, headed  by  Rep.  L.  H.  Fountain  (D., 
N.C.)  during  its  study  of  drug  safety  re- 
quirements from  both  government  and  in- 
dustry aspects. 

In  another  development,  a federal  dis- 
trict court  held  that  regulations  of  the  U.S. 
Food  and  Drug  requiring  repetition  of  the 
generic  names  of  prescription  drugs  in 
labeling  and  advertising  each  time  brand 
names  are  mentioned  are  not  valid. 

After  a Silver  Spring,  Md.,  physician 
pleaded  “no  contest”  to  five  counts  of  an 
indictment,  the  FDA  said  it  would  recom- 
mend that  the  Department  of  Justice  take 
vigorous  action  against  anyone  suspected  of 
falsifying  drug  research  records.  The  Silver 
Spring  physician  had  been  indicted  on 
charges  of  submitting  false  reports  of  clin- 
ical studies  of  five  new  drugs. 

“While  scientists  in  general  have  the  high- 
est integrity  and  the  falsification  of  research 
data  is  the  rare  exception,  this  Agency  views 
such  falsification  when  it  does  occur  as  a 
menace  to  the  public  health,”  FDA  Commis- 
sioner George  P.  Larrick  said. 


The  American  Medical  Association  testi- 
fied that  “even  the  most  extensive  pre- 
marketing clinical  tests  cannot  always  be 
relied  upon  as  completely  predictive  of  hu- 
man toxicity.” 

Dr.  Hugh  H.  Hussey,  director  of  the 
AMA’s  Division  of  Scientific  Activities,  told 
the  subcommittee  that  “it  is  entirely  possible 
that  more  lives  could  be  lost  by  keeping  a 
valuable  drug  off  the  market  during  exten- 
sive clinical  trials  than  would  be  saved  by 
gaining  a precise  knowledge  of  the  exact 
type  and  incidence  of  all  side  effects.” 

“Physicians  realize  that  no  drug  can  be 
considered  completely  safe.  There  is  al- 
ways an  element  of  risk,  no  matter  how 
small,  whenever  a chemical  agent  is  ad- 
ministered to  a patient.  That  risk  can  be 
minimized  by  adequate  animal  testing  and 
pre-marketing  clinical  trials;  it  can  never 
be  eliminated.” 

Cautioning  against  government  regula- 
tions that  become  unnecessarily  burdensome 
and  restrictive,  Dr.  Hussey  said  the  vital 
knowledge  about  drug  toxicity  “can  be  ob- 
tained only  by  utilizing  the  combined  experi- 
ence of  the  ultimate  evaluators  of  drug  safe- 
ty — the  well  informed  practicing  physicians 
of  the  United  States.” 

He  pointed  out  that  it  is  now  known  that 
the  antibiotic  chloramphenicol  (Chloromy- 
cetin) can  produce  aplastic  anemia. 

“The  incidence  of  this  adverse  reaction 
has  been  estimated  from  as  much  as  one 
in  60,000  to  as  little  as  one  in  225,000,”  he 
noted. 

“Using  the  high  incidence  figure,  it  can 
be  seen  that,  statistically,  it  would  be  pos- 
sible to  treat  60,000  patients  with  the  drug 
before  a single  case  of  aplastic  anemia  oc- 
curred,” Dr.  Hussey  testified.  “It  is  im- 
practical and  unreasonable  to  conduct  clin- 
ical tests  of  this  magnitude.” 

“Like  animal  tests,  then,  pre-marketing 
clinical  trials  are  subject  to  ceiTain  limita- 
tions and  can  never  supplant  widespread 
clinical  use  as  a means  of  assessing  the  ulti- 
mate hazards  of  a drug.” 
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The  American  Pharmaceutical  Association 
said  that  it  was  “concerned  that  the  hys- 
teria of  the  moment  about  drug  safety  could 
develop  into  an  unwritten  protocol  of  inde- 
cision and  delay.” 

William  S.  Apple,  executive  director  of 
the  APA,  said,  “the  general  public  and  in- 
dividual patients  must  be  infonned  that  a 
belief it-to-risk  ratio  will  always  exist,  and 
that  every  effort  is  being  made  to  reduce  the 
risk  and  increase  the  benefit.” 

The  American  Medical  Association  has 
reiterated  its  opposition  to  military  veter- 
ans getting  free  hospital  services  for  non- 
service-connected disabilities  and  illnesses. 

Dr.  Russell  B.  Roth  of  Erie,  Pa.,  a con- 
sultant at  the  Erie  Veterans  Administration 
Hospital,  and  Dr.  David  B.  Allman  of  At- 
lantic City,  N.J.,  a past  president  of  the 
AMA,  spoke  for  the  AMA  at  a hearing  of 
the  House  Veterans  Subcommittee  that  was 
considering  legislation  that  would  expand  the 
free  government  hospital  services  available 
to  veterans  with  non-service-connected  med- 
ical conditions. 

Roth  singled  out  for  special  criticism  two 
bills  that  would  expand  outpatient  services. 

“At  the  lowest  estimate,”  Dr.  Roth  said, 
“these  two  bills  would  make  some  four  mil- 
lion men  eligible  for  complete  outpatient 
care,  dental  as  well  as  medical;  either  bill 
alone  would  make  over  two  million  men 
eligible,  without  regard  to  either  a medical 
detenuination  of  service  connection  or  the 
veteran’s  ability  to  meet  the  cost  of  such  care. 

“During  my  years  on  the  (AMA)  Com- 
mittee on  Federal  Medical  Services,  I have 
often  heard  the  claim  that  the  provision  of 
VA  care  for  the  veteran  with  non-service- 
connected  disabilities  consists  in  the  main 
of  the  provision  of  care  for  veterans  who 
are  sick,  broke,  and  have  no  place  to  go. 
There  is  no  question  that  these  bills  would 
include  many  veterans  who  meet  this  descrip- 
tion in  each  respect.  However,  they  would 
also  include  a significant  segment  of  our 
adult  male  population  which  would  be  made 
eligible  to  receive  complete  outpatient  serv- 
ices at  the  expense  of  the  taxpayer  and  with- 
out regard  to  the  veteran’s  financial  need.” 


Dr.  Allman  reviewed  the  Association’s  two 
general  policies  on  the  question  of  federal 
responsibility  for  veterans’  medical  care: 

“ — The  first,  that  the  best  medical  care 
possible  should  be  provided  to  veterans  who 
need  treatment  for  conditions  incurred  or 
aggravated  by  their  military  service; 

“ — And  the  second,  that  the  best  possible 
medical  care  should  be  available  to  all 
Americans. 

“On  the  basis  of  these  principles,  in  1953, 
the  American  Medical  Association  reached 
the  firm  conclusion  that  the  primaiy  pur- 
pose of  the  Veterans’  Administration  medi- 
cal and  hospital  program  should  be  the  pro- 
vision of  care  to  veterans  with  service-con- 
nected disabilities. 

“The  medical  profession  has  ahcays  held 
that  the  veteran  who  has  suffered  injury 
in  the  service  of  his  country,  the  veteran 
who  has  an  illness  incurred  during  the 
course  of  his  military  service,  and  the  vet- 
eran whose  illness  was  aggravated  as  a 
result  of  his  military  service  has  a right  to 
care  for  those  illnesses  and  disabilities  at 
government  expense.  This  is  but  a legiti- 
mate repayment  for  his  sacrifice  . . . 

“We  believe  that  it  is  not  the  nation’s 
responsibility  to  provide  care  for  civilian 
disabilities  simply  because  the  civilians  are 
men  who  spent  time  in  unifonn.  It  is  not 
a question  of  the  merit  of  these  men,  or 
whether  they  served  their  country  truly  and 
well.  It  is  solely  a question  of  the  proper 
range  of  federal  responsibility.” 


PATIENT  CARE  TO  BE  DISCUSSED 
BY  PHYSICIANS-NURSES  IN 
SAN  FRANCISCO 

“Joint  Planning  of  Patient  Care  by 
Physicians  and  Nurses  in  the  Hospital  and 
Home”  will  be  discussed  in  San  Francisco 
June  24  during  the  113th  annual  convention 
of  the  American  Medical  Association. 

The  90-minute  discussion,  sponsored  by 
AMA’s  Committee  on  Nursing,  will  be  held 
in  Room  D of  the  Civic  Auditorium  as  a 
part  of  the  convention’s  scientific  program. 

Jeanne  C.  Quint,  R.N.,  assistant  research 
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sociologist,  University  of  California  San 
Francisco  IMedical  Center,  will  present  to  the 
nurse-physician  audience  a formal  paper  on 
the  subject.  Following  the  presentation  a 
“reacting  panel”  will  offer  its  views.  Panel 
members  include : 

Jean  Barrett,  R.N.,  professor  of  nursing, 
Yale  University  School  of  Nursing,  New 
Haven,  Conn. 

Edmund  D.  Pellegrino,  M.D.,  professor 
and  chairman  of  the  Department  of  Medi- 
cine, University  of  Kentucky  Medical  Center, 
Lexington,  Kentucky. 

Doris  R.  Schwartz,  R.N.,  assistant  profes- 
sor of  public  health  nursing.  New  York  Hos- 
pital School  of  Nursing,  Cornell  University, 
New  York. 

George  C.  Reader,  M.D.,  professor  of 
medicine.  New  York  Hospital,  Cornell  Med- 
ical Center,  New  York. 

Concluding  remarks  will  be  made  by  Helen 
Nahm,  R.N.,  Ph.D.,  San  Francisco,  the  panel 
moderator,  and  Arthur  A.  Kirchner,  M.D., 
Los  Angeles,  Chairman  of  the  sponsoring 
Committee. 

Additional  infoi’mation  may  be  obtained  by 
writing:  Department  of  Nursing,  American 
Medical  Association,  535  North  Dearborn 
Street,  Chicago,  Illinois  60610. 


Doctors  and  Medicine  in  the  News 

We  see  by  the  Omaha  World -Herald 
(April  8,  1964)  that  the  people  of  Alma 
and  vicinity  held  a celebration  for  and 
with  Doctor  W.  C.  Bartlett  of  Alma.  This 
honored  the  sixtieth  anniversarj^  of  the  be- 
ginning of  the  doctor’s  practice  in  the  com- 
munity. 

Doctor  Bartlett  has  reached  the  age  of 
86  and  declares  he  does  not  believe  in  re- 
tiring. One  gets  the  impression  that,  if  he 
sticks  to  his  theoiy  on  this  point,  he  is  go- 
ing to  be  seen  doing  what  seems  to  be  needed 
for  his  sick  people  for  a long  time  yet.  He 
graduated  in  1904  and  started  his  life’s  work 
at  Alma. 


His  wife,  Grace,  died  only  a few  weeks  be- 
fore this  anniversary,  but  his  two  married 
daughters,  Marian  Bartlett  and  Mrs.  Henry 
Allin  of  Lexington,  Ky.,  were  present  for 
the  occasion. 


Announcements 

Rural  Problems  of  Poisoning  and 
Intoxication — 

The  planned  presentation  of  this  subject 
as  part  of  the  Continuing-Education  progi’am 
at  the  University  of  Nebraska  College  of 
Medicine,  is  so  timely  and  important  that 
special  attention  is  hereby  directed  to  the 
following  “release”  from  Department  of 
Public  Relations: 

The  silent  spring  could  actually  turn  into 
a rather  noisy  summer  in  paris  of  the  agri- 
cultural Midwest.  The  increased  use  of 
chemical  pesticides  is  looked  on  by  a number 
of  agricultural  safety  specialists  and  public 
health  physicians  as  an  impoi’tant  danger 
to  a large  segment  of  the  popultion. 

The  variety  of  chemical  agents  and  the 
need  for  prompt  and  specific  therapy  makes 
poisoning  due  to  these  agents  a real  problem 
for  the  physician  and  hospital.  Death  may 
result  quickly  in  case  of  poisoning  due  to 
such  often  used  agents  as  parathion,  phorate 
or  endrin. 

The  problems  involved  will  be  discussed  in 
a continuing  education  course  at  the  Univer- 
sity of  Nebraska  College  of  Medicine,  June 
8th  and  9th. 

An  outstanding  guest  faculty  will  present 
some  of  the  latest  infoiTnation  of  interest  to 
medicine  and  agriculture  in  a two  day  dis- 
cussion of  Rural  Problems  of  Poisoning  and 
Intoxication.  They  are: 

Everett  L.  Atkinson,  Food  and  Drug  Ad- 
ministration, Kansas  City 

Alexej  B.  Borkovec,  PhD,  Chemosterilants 
Investigations,  Pesticide  Chemicals  Re- 
search Branch,  Agi'icultural  Research 
Center  (USDA)  Beltsville,  Maryland 
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Carl  I.  Pirkle,  MD,  Toxicology  Section, 
Communicable  Disease  Center  (USPHS), 
Atlanta,  Georgia 

Griffith  E.  Quinby,  MD,  Consultant,  Tox- 
icology Section,  Communicable  Disease 
Center  (USPHS),  Wenatchee,  Wash- 
ington, Division  of  Accident  Prevention 
(USPHS) 

C.  Boyd  Shaffer,  PhD,  Director  of  En- 
vironmental Health,  American  Cyana- 
mid  Company,  Wayne,  New  Jersey 

The  faculty  of  the  College  of  Agriculture 
will  join  with  their  colleagues  in  Medicine 
to  bring  this  course  to  both  physicians  and 
agricultural  technical  personnel.  Carl  J. 
Potthoff,  MD,  Professor  and  Chaii-man  of 
the  Department  of  Preventive  Medicine  and 
Public  Health  at  the  College  of  Medicine  is 
course  coordinator. 

For  information  write  to  Office  of  Con- 
tinuing Education,  University  of  Nebraska 
College  of  Medicine,  42nd  and  Dewey,  Omaha 
68105. 

Students  May  Obtain  Both  MD  and 
PhD  Degrees  in  Six  Years — 

Announcement  that  selected  medical  stu- 
dents entering  New  York  University  School 
of  Medicine  may  earn  a combined  MD-PhD 
degree  upon  graduation  after  a comprehen- 
sive six-year  course  of  study  was  made  re- 
cently by  Dr.  Saul  J.  Farber,  Acting  Dean. 

The  program,  one  of  only  two  in  the  Unit- 
ed States  supported  by  grants  from  the  Unit- 
ed States  Public  Health  Service,  will  start 
in  September,  1964,  with  candidates  already 
being  interviewed  for  participation.  The 
funds  from  the  Public  Health  Service  will 
provide  each  student’s  tuition,  will  pay  an 
annual  stipend  for  living  expenses  and  will 
foot  the  cost  of  administration. 

The  successful  candidates  will  be  regis- 
tered simultaneously  at  the  New  York  Uni- 
versity School  of  Medicine  and  the  univer- 
sity’s Graduate  School  of  Arts  and  Sciences. 
After  six  years  of  combined  study  in  the 
basic  sciences  and  clinical  medicine,  the  stu- 
dents will  be  granted  the  PhD  degree  in  the 
basic  science  and  the  MD  degree. 


18th  Annual  Rocky  Mountain  Cancer 
Conference — 

Program  plans  for  the  18th  Annual  Rocky 
Mountain  Cancer  Conference  in  Denver,  July 
10-11,  have  been  finalized  and  will  include 
participation  by  the  presidents  of  the  Amer- 
ican Medical  Association  and  of  the  Ameri- 
can Cancer  Society. 

The  popular  two-day  conference  in  the 
Mile-High  City’s  Brown  Palace  Hotel  will 
feature  a symposium  on  “Etiologic  Agents 
of  Cancer,  Their  Avoidance  or  Prevention” 
on  the  first  morning  followed  by  an  after- 
noon of  scientific  papers  delivered  by  some  of 
the  nation’s  foremost  physicians.  The  sec- 
ond morning  of  the  Conference  will  be  devot- 
ed to  a symposium  on  “Treatment  of  Cancer” 
with  an  “Information  Please”  session  in  the 
afternoon. 


News  From  Our  Medical  Schools 

Gerald  C.  Freedman,  junior  student  at  the 
University  of  Nebraska  College  of  Medicine, 
has  been  awarded  one  of  the  ten  SAMA- 
Sears  Preceptorship-Scholarships  for  1964. 
The  winners  were  announced  by  Russell  F. 
Staudacher,  executive  director  of  the  Stu- 
dent American  Medical  Association. 

The  junior  student  will  take  his  precep- 
torship  with  Dr.  Robert  Adams  and  Dr.  Jo- 
seph Powell  at  Chetak,  Wis.,  from  July  1- 
Aug.  31. 

Winners  of  the  scholarships  will  spend 
two  months  during  this  spring,  summer  or 
fall  working  under  the  supervision  of  prac- 
ticing physicians  in  rural  communities 
throughout  the  country. 

The  preceptorship  progi'am,  according  to 
Staudacher,  enables  medical  students  to  gain 
actual  experience  in  the  practice  of  rural 
medicine,  under  the  tutelage  of  an  experi- 
enced and  successful  practitioner. 

The  SAMA-Sears  Preceptorship  program 
was  initiated  in  1961  with  more  than  25  med- 
ical students,  to  date,  having  been  awarded 
scholarships  provided  by  the  Sears  Roebuck 
Foundation. 
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Freedman  is  the  son  of  Mr.  and  Mrs. 
Herschel  Freedman,  4219  Parker,  Omaha. 
Prior  to  his  entry  at  the  College  of  INIedicine 
in  September  1961,  he  took  undergraduate 
study  at  the  University  of  Wisconsin,  1958- 

60,  and  the  University  of  Nebraska,  1960- 

61.  He  was  graduated  from  Omaha  Central 
High  School  in  1958. 

Class  and  Student  Council  officers  for  the 
1964-65  tenure  were  elected  recently  at  the 
University  of  Nebraska  School  of  Nursing. 

President  of  the  1964-65  senior  class  is 
Shirley  Young,  Fairmont,  Nebr.  Gail  Post, 
Shelton,  Nebr.,  serves  as  vice  president. 
Other  senior  class  officers  are  Diane  Koch, 
Creston,  Iowa,  secretary;  Kathy  Klug,  Co- 
lumbus, Nebr.,  treasurer;  Marge  Nebens, 
Lexington,  Nebr.,  activities  committee;  Zaiga 
Jansons,  Lincoln,  Nebr.,  All-Campus  Student 
Council  representative;  Peggy  Duff,  1340 
S.  75th  St.,  Apt.  4,  Omaha,  School  of  Nurs- 
ing Student  Council  representative ; Barbara 
Idt,  Hastings,  Nebr.,  nominating  committee. 
All  newly  elected  officers  will  be  members 
of  the  senior  class. 

The  1964-65  junior  class  elected  Karen 
Boeckenhauer,  Wayne,  Nebr.,  its  president; 
assisting  her  will  be  Pat  Bentley,  Alliance, 
Nebr.,  as  vice  president.  Other  newly  elect- 
ed officers  are  Sharon  Bonham,  Franklin, 
Nebr.,  secretary;  Donna  Land,  Hershey, 
Nebr.,  treasurer;  Susan  Funk,  Wymore, 
Nebr.,  activities  committee;  Marilyn  Glas- 
gow, Humboldt,  Nebr.,  School  of  Nursing 
Student  Council  representative;  Ruth  Han- 
sen, Inman,  Nebr.,  All  - Campus  Student 
Council  representative ; and  Beverly  Lee, 
Weeping  Water,  nominating  committee. 

Heading  the  School  of  Nursing  Student 
Council  is  Cheryl  Grabill,  Hastings,  Nebr. 
Sarah  Shaw,  3621  N.  79th  St.,  Omaha,  was 
elected  to  the  vice  presidency.  Other  offi- 
cers are  Karen  Petersen,  Battle  Creek, 
Nebr.,  is  the  Student  Council  secretary  and 
Karen  Nielsen,  Aurora,  Nebr.,  is  the  treas- 
ui’er. 

Paul  M.  G.  St.  Aubin,  MD,  professor  and 
chairman  of  the  department  of  radiologj^  at 
the  University  of  Nebraska  College  of  Medi- 
cine, will  attend  the  annual  meeting  of  the 
British  Institute  of  Radiology. 


The  April  meeting  is  scheduled  at  Central 
Hall  and  Church  House,  Westminister,  Eng- 
land. Dr.  St.  Aubin,  who  holds  a member- 
ship in  the  British  Institute,  also  attended 
the  annual  meeting  in  1961. 

While  in  England,  Dr.  St.  Aubin  hopes  to 
visit  the  Hammersmith  Postgraduate  Medi- 
cal School,  University  of  London;  the  Lon- 
don School  of  Hygiene  and  Tropical  Medi- 
cine; the  Western  Infirmary,  Glasgow,  Scot- 
land; Leeds  Infirmary,  Leeds,  England,  plus 
other  points. 


Human  Interest  Tales 

Dr.  E.  D.  Zeman,  Lincoln,  has  been  in- 
stalled as  president  of  the  Nebraska  Society 
of  Pathologists. 

Doctor  Myron  Oberst,  Omaha,  was  guest 
speaker  at  a Central  Nebraska  Chapter  for 
Exceptional  Children  meeting  in  April. 

Doctor  Horace  K.  Giffen,  Omaha,  has  been 
appointed  Medical  Director  of  the  Nebraska- 
lowa  Regional  Red  Cross  Blood  Program. 

Doctor  George  L.  Welch  has  begun  prac- 
tice in  Hastings  and  is  associated  with  Doc- 
tors G.  Paul  Charlton  and  Gerald  A.  Kuehn. 

Doctors  G.  M.  Matson  and  E.  T.  Hobbs, 
Lincoln,  attended  the  meeting  of  the  Ameri- 
can Academy  of  General  Practice  in  Atlantic 
City. 

Doctor  Leo  T.  Heywood,  Omaha,  has 
been  selected  for  membership  in  Alpha 
Omega  Alpha,  a national  medical  honor  so- 
ciety. 

Doctor  John  Baker,  Sutherland,  has  ac- 
cepted a position  with  the  American  United 
Life  Insurance  Company  in  Indiana  as  of 
May  1st. 

Doctor  Roger  Mason,  McCook,  present- 
ed a film  on  cancer  and  carried  on  discussion 
at  a St.  Patrick’s  Altar  — Rosary  Society 
meeting  in  McCook. 

Doctor  Henry  Lehnhoff,  Omaha,  was  elect- 
ed governor  of  the  Nebraska  Chapter  of  the 
American  College  of  Physicians  at  the  an- 
nual meeting  in  Atlantic  City. 
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Doctor  Keith  F.  Deubler,  Lincoln,  was  in- 
ducted into  the  American  College  of  Ob- 
stetricians and  Gynecologists  at  the  group’s 
Clinical  Meeting  held  in  Florida. 

Doctor  E.  G.  Surber,  Norfolk,  talked  on 
medical  care  plans  for  the  aged  at  a meet- 
ing of  the  Legislative  Committee  of  the  Nor- 
folk Chamber  of  Commerce  held  in  April. 

Doctor  Louis  J.  Gogela,  Lincoln,  was  the 
winner  of  the  transistor  radio  given  by  the 
Group  Department  of  the  Woodmen  Accident 
and  Life  Company  at  the  1964  Annual  Ses- 
sion. 

Dr.  Jerry  X.  Tamesia,  Omaha,  was  chosen 
president-elect  of  the  Nebraska  Society  of 
Pathologists  at  their  recent  meeting  in  Lin- 
coln, and  Dr.  Robert  A.  Brooks,  Lincoln, 
was  elected  secretaiy-treasurer. 

Dr.  Samuel  I.  Fuenning,  director  of  Uni- 
versity of  Nebraska  Health  Services,  re- 
ceived the  Edward  Hitchcock  award,  high- 
est service  recognition  given  by  the  Ameri- 
can College  Health  Association. 


Deaths 

BAER  — B.  H.  Baer,  MD,  who  had  prac- 
ticed in  Ashland  for  more  than  40  years, 
died  March  29,  1964.  A graduate  of  the  Uni- 
versity of  Nebraska  College  of  Medicine,  he 
was  69  at  the  time  of  his  death. 

COE  — C.  B.  Coe,  MD,  of  Wakefield,  died 
March  25,  1964,  at  the  age  of  82.  A 1912- 
graduate  of  the  Creighton  University  School 
of  Medicine,  he  had  practiced  in  Wakefield 
from  1915  until  his  retirement  in  1950. 

WIGGINS  — Herbert  Wiggins,  MD,  of 
Omaha,  died  April  8,  1964,  at  the  age  of 
82.  A graduate  of  the  University  of  Michi- 
gan College  of  Medicine,  he  had  practiced 
in  Omaha  for  45  years. 


Woman's  Auxiliary 

From : State  President,  Nebraska  State  Med- 
ical Auxiliary 
To : The  Executive  Board 


Subject:  Information  summary  — for  you, 

and  your  file 

1964-65  National  Auxiliary  President:  Mrs. 

William  H.  Evans,  291  Park  Ave.,  Youngs- 
town, Ohio 

Her  Program:  BETTER  HEALTH  . . . 

BETTER  WORLD 

This  memorandum  is  an  attempt  to  or- 
ganize “bits  and  pieces”  of  scattered  infor- 
mation. 

To  the  new  County  Presidents: 

1.  Please  send  me  a list  of  names  and 
addresses  of  your  officers  and  com- 
mittee chairmen,  by  June  1,  if  at  all 
possible. 

a.  The  state  chairmen  need  these 
names. 

b.  We  can  name  your  county  chair- 
men in  the  yearbook. 

c.  If  the  yearbook  goes  to  press 
early,  we  can  get  a more  favor- 
able rate. 

2.  Your  State  Rural  Health  Chairman, 
and  State  International  Health  Chair- 
man (these  are  new  and  little-known 
activities)  have  requested  that  you 
consider  these  two  activities,  and  ap- 
point a chairman  in  each  field  if  at 
all  possible. 

3.  Please  ask  your  president  - elect  to 
come  with  you  to  the  state  board  meet- 
ings. 

4.  I hope  you  will  invite  Irene  Kelley, 
your  state  president-elect  and  me  to 
visit  your  Auxiliary  sometime  during 
the  year.  (It  will  help  our  schedule 
if  you  invite  us  early). 

5.  Program  Supplement:  The  June  State 
Newsletter  will  give  you  details  to 
obtain  highly  recommended  films  and 
slides  for  county  auxiliary  presenta- 
tion. 

To  the  new  County  Presidents  and  District 

Councilors 

1.  We  are  finishing  the  revision  of  the 
State  Auxiliary  mailing  list.  Any 
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changes  should  be  reported  at  this 
time,  and  subsequently  during  the 
year. 

2.  State  Newsletters  will  be  issued  four 
or  five  times  during  the  year.  Please 
send  your  items  to  your  Newsletter 
editor,  Mrs.  H.  D.  Shaffer,  Calvert 
Place,  Lincoln.  For  issue  No.  1,  they 
are  needed  by  June  1.  Please  con- 
tinue to  send  news. 

3.  State  Medical  Journal:  before  the 
sixth  of  each  month;  items  are  to  be 
sent  to  your  State  Publicity  Chainnen : 
Mrs.  S.  F.  Moessner,  4052  Sheridan 

Blvd.,  Lincoln,  or  Mrs.  John  M. 
Christlieb,  7021  Bellevue  Blvd., 
Omaha.  Please  send  typewritten, 
double-spaced,  if  possible. 

4.  We  hope  to  incorporate  a Workshop 
with  the  Fall  Board  Meeting.  We  an- 
ticipate this  date  during  the  Omaha 
Mid-West,  October  26-29.  We  hope 
you  will  all  come,  and  bring  your  of- 
ficers and  county  chairmen,  for  this 
Round-table  Workshop.  More  of  this 
later. 

Future  Dates 

National  Convention  — San  Francisco, 
June  20-25 

State  Officers’  Conference  — Chicago, 
Oct.  4-7 

Student  Wives’  Dinner  (tentative)  — 
Oct.  15,  Creighton  Medical  School 

Fall  Board  Meeting  and  Workshop  — dur- 
ing Omaha  Mid-West,  Oct.  26-29  (our 
date  not  confinned) 

AMA  Clinical  Meeting  — Miami  Beach, 
Nov.  29 -Dec.  2 

Please  let  me  know  how  I can  help  you. 

Mrs.  John  A.  Brown  III 

Woman’s  Auxiliary  — Nebraska  State  Med- 
ical Association 

Annual  State  Convention  Executive  Board 

Meeting,  April  30,  1964 

Report  — Resolutions  and  Revisions  Com- 
mittee 


WHEREAS,  we  consider  it  fitting  and 
proper  to  express  our  thanks  to  all  those 
who  have  contributed  to  the  success  of  this 
convention  and  the  accomplishments  of  our 
past  year’s  work;  therefore  be  it 

RESOLVED,  that  we,  the  members  of  the 
Woman’s  Auxiliary  to  the  Nebraska  State 
Medical  Association,  extend  our  grateful 
thanks  to  the  officers  and  other  members 
of  the  Executive  Board  of  our  organization 
who  have  so  ably  carried  on  the  business 
necessary  for  the  proper  functioning  of  the 
Auxiliary;  and  be  it  further 

RESOLVED,  that  our  thanks  and  appre- 
ciation go  to  the  Woman’s  Auxiliary  to  the 
Lancaster  County  Medical  Society,  hostess 
to  this  thirty-ninth  Annual  meeting,  for  the 
welcome  hospitality  extended  to  all  of  us ; be 
it  further 

RESOLVED,  that  we  express  particular 
gratitude  to  Mrs.  Paul  Peterson,  Convention 
Chairman  and  to  all  of  her  committee  chair- 
men for  their  work  and  thoughtfulness  in 
planning  for  our  conveniences  and  enter- 
tainment; and  be  it  further 

RESOLVED,  that  the  Nebraska  State 
Medical  Association  be  advised  that  we  ap- 
preciate their  leadership  and  assistance, 
and  that  in  particular,  the  Advisory  Com- 
mittee, namely;  Dr.  R.  F.  Sievers,  President 
of  the  Nebraska  State  Medical  Association; 
Dr.  Paul  S.  Read,  Dr.  Sam  Perry,  Dr.  E. 
G.  Brillhart,  Dr.  C.  Kenneth  Muehlig,  Dr. 
C.  M.  Coe,  and  Dr.  Allan  G.  Gilloon  be  in- 
formed of  our  gratefulness  for  their  help- 
fulness and  guidance  throughout  the  year; 
and  be  it  further 

RESOLVED,  that  Dr.  George  Covey,  Edi- 
tor of  the  Nebraska  State  Medical  Journal ; 
Mr.  Kenneth  Neff,  Executive  Secretary  of 
the  Nebraska  State  Medical  Association; 
Mrs.  Mary  Churchill  and  Miss  Lola  Grueber 
be  advised  of  our  sincere  thanks  for  the  effi- 
cient way  they  have  handled  our  Auxiliary 
News  and  for  their  ever- ready  assistance 
whenever  we  have  asked  for  it;  and  be  it 
further 

RESOLVED,  that  the  Blue  Cross-Blue 
Shield  organization  know  that  we  are  gi'ate- 
ful  for  their  generosity  in  providing  ma- 
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terials  which  have  facilitated  the  trans- 
actions of  our  business  during  the  meetings ; 
and  be  it  further 

RESOLVED,  that  we  express  our  thanks 
to  Miller  and  Paine  for  the  style  show;  to 
the  Lincoln  Star  and  Journal  and  the  Omaha 
World-Herald;  to  the  Hotel  Cornhusker;  and 
be  it  further 

RESOLVED,  that  we  repledge  our  loyalty 
and  devotion  to  the  Woman’s  Auxiliary  to 
the  Nebraska  State  Medical  Association ; that 
we  continue  to  be  faithful  in  supporting  its 
activities,  promoting  its  projects  and  pro- 
tecting its  reputation  and  high  ideals ; and  be 
it  finally 

RESOLVED,  that  these  resolutions  be 
published  in  the  Nebraska  State  Medical 
Journal. 

Respectfully  submitted, 

Mrs.  Arthur  L.  Smith,  Jr., 
Chairman. 

Adams  County  Auxiliary  Meets — 

The  annual  Gourmet  Buffet  was  sponsored 
by  the  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Society  on  April  8th.  The 
proceeds  will  go  to  the  American  Medical 
Association  Educational  and  Research  Foun- 
dation. 

The  dinner  was  attended  by  the  doctors 
and  their  wives  who  are  members  of  the 
county  wide  organization.  Mrs.  John  A. 
Brown  HI  of  Lincoln,  State  President-elect, 
was  a guest  of  the  Auxiliary. 


Know  Your 
Blue  Shield  Plan 


Public  Service  Television  Programs — 

Beginning  in  April,  Nebraska  Blue  Cross- 
Blue  Shield,  in  cooperation  with  the  Nebras- 
ka Hospital  Association  and  the  Nebraska 
State  Medical  Association,  is  presenting  a 
new  series  of  public  service  documentary 
television  programs. 


The  series  of  seven  one-hour  long  pro- 
grams will  be  presented  on  a statewide  net- 
work of  television  stations  in  prime  eve- 
ning time.  (See  schedule  of  stations,  days 
and  times  at  the  end  of  this  article). 

The  series  of  programs  is  called  “Medicine 
of  the  60’s.’’  They  are  devoted  to  various 
aspects  of  modern  medicine  ranging  from 
“First  Breath’’  (the  growth  of  a newborn 
girl  from  the  time  she  takes  her  first  breath 
until  her  discharge  from  the  nursery  for 
prematures)  to  “New  Joints  for  Old’’  (a 
housewife  has  a new  hip  joint  installed  by 
the  use  of  a stainless  steel  cap). 

While  each  episode  has  been  selected  and 
written  to  interest  the  layman  — to  make 
him  aware  of  the  important  new  advances 
in  medical  skills,  equipment  and  knowledge 
— the  programs  have  also  been  hailed  by 
many  hospital  administrators  and  physicians 
as  highly  professional  in  both  content  and 
execution. 

One  reason  for  this,  of  course,  is  that 
the  programs  were  originally  produced  un- 
der the  direct  supervision  of  the  San  Fran- 
cisco Medical  Association  and  with  the  co- 
operation of  the  American  Medical  Associa- 
tion. The  series  was  produced  on  videotape 
at  the  University  of  California  at  Berkeley 
and  other  leading  medical  institutions. 

The  videotape  method  is  an  instantaneous 
way  of  recording  pictures  and  sound  on  tape. 
Consequently,  the  entire  program  content, 
including  the  complex  surgical  operations  in- 
volved, could  be  pictured  as  spontaneously 
as  they  happened  in  the  operating  room.  The 
result  is  that  the  viewer  gets  an  over-the- 
surgeon’s-shoulder  view  with  many  unusual 
closeups  while  being  kept  abreast  of  the  pro- 
ceedings by  a running  commentaiy  handled, 
in  part,  by  the  doctors  assisting  in  the  oper- 
ation. 

As  evidence  of  the  clarity  and  realism  with 
which  these  programs  are  presented  to  tele- 
vision viewers,  the  surgeon  who  participated 
in  one  program  remarked  that  “the  tele- 
vision viewers  could  see  the  operation  bet- 
ter than  some  of  the  people  assisting  me.’’ 

Of  the  46  or  more  stations  which  have 
aired  this  series,  approximately  80  per  cent 
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have  been  presented  by  local  Blue  Cross- 
Blue  Shield  organizations.  Nebraska  Blue 
Cross-Blue  Shield,  in  joining  this  group,  have 
decided  to  do  so  because  they  feel  the  pro- 
gram series  is  of  public  service  importance. 
Its  special  emphasis  on  the  area  of  medical 
interest  and  its  unique  dramatic  format  offer 
the  opportunity  to  improve  public  relations 
in  both  the  hospitals  and  medical  profession. 

The  combination  of  television  stations  se- 
lected offers  a combined  coverage  of  better 
than  89  per  cent  of  the  homes  in  the  state 
of  Nebraska.  While  no  one  program,  obvi- 
ously, will  reach  all  of  these  homes,  still  that 
potential  exists  for  the  series. 

Listed  below  are  the  station  schedules : 

KSTF-TV,  Scottsbluff— 

Friday,  May  1 — 9 :00-10 :00  p.m. 

Friday,  May  22  — 9:00-10:00  p.m. 
Thursday,  June  18  — 9:00-10:00  p.m. 

KNOP-T\’,  North  Platte — 

Wednesday,  April  29  — 8 :00-9  :00  p.m. 
Sunday,  May  17  — 9:00-10:00  p.m. 
Friday,  June  12  — 7 :30-8:30  p.m. 

KMTV,  Omaha 

Wednesday,  April  29  — 8 :00-9  :00  p.m. 
Sunday,  May  17  — 9:00-10:00  p.m. 
Frida}',  June  12  — 7 :30-8:30  p.m. 

KOLN-TV,  Lincoln — 

Friday,  May  1 — 7 :30-8:30  p.m. 

Sunday,  May  24  — 8 :00-9 :00  p.m. 
Thursday,  June  16  — 9:00-10:00  p.m. 

KTIV,  Sioux  City— 

Monday,  May  4 — 9 :00-10 :00  p.m. 
Tuesday,  May  19  — 8 :00-9  :00  p.m. 
Sunday,  June  14  — 9 :00-10 :00  p.m. 

The  programs  will  be  suspended  in  July 
and  August  during  vacation  time,  and  will 
be  resumed  in  the  fall. 


Effect  of  Corticosteroids  on  Intraocular  Pres- 
sure and  Fluid  Dynamics  I.  Effect  of  Dex- 
amethasone  in  the  Normal  Eye  — M.  F. 
Armaly,  Arch  Ophthal  70:482  (Oct.)  1963. 

The  effect  of  topical  application  of  dexa- 
methasone  0.1%  three  times  daily  was  in- 
vestigated in  30  young  and  22  middle-aged 


subjects  with  noi’mal  eyes.  The  drug  pro- 
duced a significant  increase  in  intraocular 
pressure  and  a reduction  in  outflow  facility 
and  in  inflow  rate  of  aqueous.  After  four 
weeks  of  dexamethasone  application,  the 
mean  increase  in  pressure  was  20%  in  the 
younger  and  50%  in  the  older  age  group. 
This  hypertensive  effect  was  completely  re- 
versible. Normal  values  were  recorded  with- 
in one  or  two  weeks  after  dexamethasone  was 
discontinued.  The  danger  of  this  symptom- 
less hypertension  was  demonstrated  in  the 
report  of  two  patients  in  whom,  during  the 
therapeutic  use  of  topical  dexamethasone,  an 
ocular  hypertension  of  30  mm  of  Hg  or  more 
was  produced  and  which  was  normalized  by 
discontinuing  dexamethasone  application. 


Effect  of  Corticosteroids  on  Intraocular  Pres- 
sure and  Fluid  Dynamics  II.  Effect  of  Dex- 
amethasone in  the  Glaucomatous  Eye  — 
M.  F.  Armaly,  Arch  Ophthal  70:492  (Oct) 
1963. 

The  effect  of  topical  application  of  0.1% 
dexamethasone  three  times  a day  was  in- 
vestigated in  19  patients  with  medically 
controlled,  chronic  open-angle  glaucoma,  in 
15  patients  with  low  tension  glaucoma,  and 
in  a young  normal-eyed  son  of  a glauco- 
matous patient.  All  patients  developed  a 
prompt  marked  h}q)ertension  and  a reduction 
in  outflow  facility,  which  was  greater  than 
that  in  a comparable  normal  age  group.  The 
rate  and  magnitude  of  response  was  identical 
in  low  tension  and  in  hypertensive  glaucoma 
indicating  the  basic  similarity  of  involve- 
ment of  the  trabecular  meshwork  in  the  two 
disease  categories.  Both  groups  could  be 
readily  separated  from  the  normal  by  the 
magnitude  of  their  response.  In  all  cases, 
the  hypertension  was  completely  reversible 
within  one  or  two  weeks  after  the  drug  was 
discontinued.  Topical  hypotensive  therapy 
did  not  protect  the  glaucomatous  eye  from 
the  hypertensive  effect  of  dexamethasone. 
One  case  of  chronic  open  angle  glaucoma  con- 
trolled by  trephine  failed  to  show  a hyper- 
tensive effect,  indicating  that  artificial  out- 
flow channels  are  not  susceptible  to  the 
dexamethasone  effect. 
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Books 


“Diseases  of  Medical  Progress”  (Second  edition), 
edited  by  Robert  H.  Moser,  MD.  _Piiblished  25 
Feb  64  by  Charles  C.  Thomas,  Publisher,  Spring- 
field,  Illinois.  543  pages.  $19.75. 

It  is  no  secret  that  certain  drugs,  surgical  pi’o- 
cedures,  and  other  forms  of  therapy  can,  even  when 
properly  employed,  create  unfavorable,  often 
harassing,  and  sometimes  fatal  side  effects.  This 
book  is  a contemporary  analysis  of  such  illnesses. 
The  medical  profession  has  a widening  awareness 
of  these  problems  due  to  Dr.  Moser’s  pioneer  suiwey 
of  the  literature  of  iatrogeny  and  due  to  the  way 
in  which  he  reported  the  hazards  of  the  many 
newer  agents  at  our  disposal,  supplementing  his 
evidence  by  a large  and  selective  bibliography.  The 
measure  of  the  service  which  he  has  supplied  is  in 
truth  the  demand  for  this  completely  revised  and 
expanded  new  edition.  In  recent  years  the  world 
literature  in  the  field  of  medicine  has  expanded 
so  rapidly  that  the  author  called  upon  a dozen  of 
his  friends,  representing  various  subspecialties,  to 
help  him  patrol  the  literature  and  write  the  present 
(2nd)  edition. 

This  book  will  foster  an  attitude  of  rational  cau- 
tion and  will  stimulate  a spirit  of  critical  evalua- 
tion in  its  readers.  It  should  be  used  as  a ready 
reference  for  the  physician  who  proposes  to  use  a 
drug  which  he  has  not  previously  employed. 


“Lectures  for  Medical  Technologists”  by  H.  Ivan 
Brown,  MD.  Published  10  March  1964  by  Charles 
C.  Thomas,  Publisher,  Springfield,  Illinois.  718 
pages.  $19.50. 

Published  by  popular  request  of  both  pi’esent  and 
past  students  of  the  author,  this  book  represents  200 
formal  lectures  designed  to  cover  the  medical  back- 
ground for  various  specialty  fields  represented  in  the 
clinical  laboratory,  including  hematology,  blood 
coagulation,  blood  banking,  serology,  bacteriology, 
parasitology,  organic  chemistiy,  physiological  chem- 


istry, metabolic  studies,  urinalysis,  toxicology,  histo- 
pathology,  hormone  determinations,  enzyme  studies, 
vitamins,  pulmonary  function  tests,  pregnancy  tests, 
isotopes,  and  electrocardiography. 

This  is  a valuable  book  not  only  for  students  of 
medical  technology,  but  also  for  graduates  and 
teachers  in  the  field,  pathologists,  residents  in  clin- 
ical pathology,  and  all  physicians  in  active  medical 
practice.  The  author  teaches  medical  technologists 
in  the  Methodist  Hospital  of  Central  Illinois  at 
Peoria,  Illinois. 


“Handbook  of  Legal  Medicine”  by  Alan  R.  Moritz, 
MD  and  C.  J.  Stetler,  LLB,  LLM,  (Second  edi- 
tion. Published  2 March  64  by  The  C.  V.  Mosby 
Company  of  St.  Louis,  Missouri.  239  pages. 
$5.75. 

This  small  book  deals  with  two  aspects  of  the 
law-medicine  relationship.  One  may  be  character- 
ized as  legal  or  forensic  medicine  and  deals  with 
the  application  of  medical  knowledge  to  aid  in  the 
administration  of  justice.  The  other  is  usually 
characterized  as  medical  jurisprudence  and  concerns 
the  legal  responsibilities  of  the  physician  with  par- 
ticular reference  to  those  arising  from  the  physician- 
patient  relationship. 

This  small  and  concise  “handbook”  should  be  use- 
ful to  medical  students,  law  students,  lawyers,  and 
practicing  physicians  — most  of  whom  have  need 
for  a ready  reference  book  rather  than  the  several 
already  existing  voluminous  and  specialized 
treatises. 

Nebraskans  can  again  take  pride  in  another  book 
by  a Nebraska  author.  Dr.  Moritz’s  father  was  a 
professor  at  the  Agricultural  College  of  the  Uni- 
versity of  Nebraska  for  many  years. 
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TUBERCULOSIS  ABSTRACTS 

— Therese  Vanier,  MB  ; Mauricio  J.  Dulfano,  MD  ; Clyde  Wu, 
MD.  and  Jane  F.  Desforges,  MD,  The  New  England  Journal 
of  Medicine,  July  25,  1963. 

EMPHYSEMA,  HYPOXIA,  AND  THE 
POLYCYTHEMIC  RESPONSE 

The  effect  of  oxygen  deficiency  on  the  red 
blood  cells  in  patients  with  emphysema  was 
compared  with  red-blood  cell  levels  in  people 
living  at  high  altitudes.  Levels  were  found  to 
be  lower  in  the  emphysematous  patient  than  in 
the  normal  high-altitude  dweller. 

In  normal  persons  chronic  hypoxia  results  in  poly- 
cj^themia.  This  phenomenon  has  been  recognized 
and  studied  in  high-altitude  dwellers,  and  data  ob- 
tained from  such  studies  have  come  to  be  accepted 
as  the  normal  response  to  hypoxia. 

Patients  with  cyanotic  congenital  heart  disease 
have  hemoglobin  and  hematocrit  levels  close  to 
those  of  normal  high-altitude  dwellers,  while  many 
patients  with  chronic  hypoxic  lung  disease  have 
much  lower  levels  than  might  be  expected  from  the 
degree  of  hypoxia  present. 

The  present  study  was  designed  to  investigate 
the  hematologic  response  to  hypoxia  in  emphy- 
sematous patients,  and  to  compare  this  with  that 
of  normal  high-altitude  dwellers  and  patients  with 
cyanotic  congenital  heart  disease. 

Eighteen  unselected  patients  (17  men,  1 woman) 
with  hypoxia  due  to  chronic  pulmonary  emphysema 
and  records  of  160  other  patients  with  chronic  lung 
disease  were  studied  in  detail. 

The  most  marked  abnormality  in  pulmonary  func- 
tion was  in  the  mechanics  of  breathing.  All  pa- 
tients had  hypoxemia  at  rest,  and  carbon  dioxide 
retention  was  present  in  most.  In  the  hematologic 
studies,  the  hemoglobin  and  hematocrit  levels 
showed  an  inconstant  response  to  hypoxia.  In  all 
cases  the  MCHC  (mean  corpuscular  hemoglobin  con- 
centration) was  below  normal.  However,  the  red 
cells  appeared  only  minimally  hypochromic,  and 
there  was  not  the  marked  variation  in  size  and 
shape  of  the  red  cells  with  microcytosis  character- 
istic of  iron-deficiency  anemia.  Reticulocyte  counts 
were  noiTnal. 

In  patients  with  cyanotic  congenital  heart  diseases 
and  those  with  emphysema,  hemoglobin  and  hemato- 
crit levels  are  below  those  expected  in  normal  per- 
sons at  altitude.  The  discrepancy  is  greater  in  em- 
physematous patients  than  in  those  with  congeni- 
tal heart  disease. 

HEMOGLOBIN  LEVELS  IN  EMPHYSEMA 
Within  similar  ranges  of  arterial  oxygen  satura- 
tion, the  standard  deviation  of  hemoglobin  levels 
in  emphysematous  patients  differs  little  from  those 
obtained  in  low-altitude  dwellers.  Thus,  emphy- 
sematous patients  are  less  “polycythemic”  than  one 
might  have  anticipated.  The  difference  between 
mean  hemoglobin  levels  of  normal  dwellers  at  high 
altitude  and  those  of  emphysematous  patients  at 
sea  levels  becomes  progressively  greater  with  in- 
creasing hypoxia. 


In  healthy  high-altitude  dwellers  a rise  in  red- 
cell volume  will  result  in  a proportional  increase  in 
the  venous  hematocrit.  Emphysematous  patients, 
however,  often  have  a high  plasma  volume  which  ob- 
scures the  rise  of  red-cell  volume.  Since  it  has  been 
shown  that  cardiac  output  is  not  increased  in  such 
patients,  less  hemoglobin  and  therefoi-e  less  oxygen 
are  transported  to  their  tissues  per  unit  of  time 
than  in  high-altitude  dwellers,  whose  cardiac  output 
has  also  been  found  to  be  normal. 

In  emphysematous  patients  with  a low  MCHC, 
red-cell  morphology  is  not  gi-ossly  abnormal  except 
for  a slight  elevation  of  mean  corpuscular  volume 
and  in  this  way  differs  from  cases  of  simple  iron 
deficiency.  Although  half  the  patients  with  cyanotic 
congenital  heart  disease  in  the  present  series  had 
an  MCHC  below  normal,  there  was  no  relation  be- 
tween this  and  figures  for  arterial  oxygen  satura- 
tion, and  relative  iron  deficiency  is  the  most  prob- 
able explanation  for  such  findings. 

PLASMA  IRON  TURNOVER 

In  nonnal  persons  acute  hypoxia  such  as  occurs 
on  arrival  at  high  altitude  results  in  an  increased 
plasma  iron  turnover,  the  change  being  mainly 
due  to  a more  rapid  clearance  of  iron  from  the 
plasma.  Conversely,  descent  from  high  altitude  to 
sea  level  will  result  in  a progressive  fall  in  iron 
turnover. 

In  only  two  of  the  four  emphysematous  patients 
subjected  to  four  to  six  days’  oxygenation  was  there 
a marked  fall  in  iron  turnover.  When  an  acute 
hypoxic  state  was  produced  by  withdrawal  of 
oxygen,  one  patient  showed  a marked  increase  in 
iron  turnover.  In  the  other  three  the  plasma  iron 
turnover  failed  to  increase.  In  all  cases  infection 
is  believed  to  have  complicated  the  pictui'e. 

Emphysematous  patients  differ  from  normal  high- 
altitude  dwellers  and  patients  with  cyanotic  heart 
disease  in  two  obvious  ways  that  might  account 
for  their  inability  to  produce  a normal  hemo- 
globin mass. 

In  the  first  place,  pCO^,  which  is  usually  low 
in  the  two  latter  groups,  is  usually  high  in  hypoxic 
emphysematous  patients.  In  the  second  place,  most 
emphysematous  patients  have  accompanying  chronic 
bronchitis  manifested  by  chronic  cough  and  daily 
expectoration.  One  could  assume  that  chronic  in- 
fection is  present  in  the  bronchial  tree  even  in  the 
absence  of  ancillary  signs  of  infection. 

Emphysematous  patients  are  also  subjected  to 
repeated  acute  infections.  It  seems  likely  that 
the  constant  presence  of  chronic  inflammation  com- 
bined with  i-ecurrent  acute  infections  in  the  lung 
plays  some  part  in  preventing  an  appropriate 
erthropoietic  response  to  hypoxemia. 

CONCLUSIONS 

Mean  values  for  both  hemoglobin  and  hematocrit 
are  abnonnally  low  in  hypoxic  emphysematous  pa- 
tients at  sea  level  when  compared  to  those  of  nor- 
mal high-altitude  dwellers.  At  comparative  levels 
of  hypoxic  range  the  response  of  patients  with 
congenital  heart  disease  falls  between  that  of  high- 
altitude  dwellers  and  emphysematous  patients. 
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In  hypoxic  emphysematous  patients  the  red-cell 
volume  increases  as  arterial  oxygen  desaturation 
becomes  marked,  but  this  value  is  also  lower  than 
the  degree  of  hypoxia  leads  one  to  expect. 

At  any  level  of  arterial  oxygen  saturation  the  scat- 
ter of  individual  hemoglobin,  hematocrit,  and  red- 
cell volume  is  similar  in  both  normal  high-altitude 
dwellers  and  patients  with  emphysema,  and  becomes 
widest  below  85  per  cent  of  arterial  oxyhemoglobin 
saturation.  The  response  of  the  patient,  whether 
normal  or  abnormal,  appears  progressively  less  pre- 
dictable under  conditions  of  increasing  chronic  hy- 
poxic stress. 

Many  emphysematous  patients  have  an  increased 
plasma  volume  although  heart  failure  may  not  be 
obvious  clinically.  An  increase  in  red-cell  volume 
may  fail  to  be  reflected  in  the  venous  hematocrit 
level  because  of  the  presence  of  an  increased  plasma 
volume. 

The  low  mean  corpuscular  hemoglobin  concentra- 
tion observed  in  hypoxic  emphysematous  patients 
appears  to  be  related  inversely  to  carbon  dioxide 
retention. 


“Kissing  Bug”  Bite  in  Los  Angeles  — R.  L. 
Swezey,  Arch  Intern  Med  112:977  (Dec) 
1963. 

A case  of  insect-bite  reaction  to  Para- 
triatoma  is  reported.  Recognition  of  the 


presence  of  these  bugs  and  the  nature  of 
the  management  of  their  bites  is  discussed. 
The  potential  danger  of  complicating  Chagas’ 
(American  trypanosomiasis)  disease  in  the 
United  States  is  noted. 

Multiple  Congenital  Neoplasms  — L.  H. 

Sobin,  Arch  Path  76:602  (Dec)  1963. 

The  case  of  a child  born  with  a cranio- 
pharyngioma and  a hepatoma  is  reported. 
The  author  believes  that  this  may  be  the 
first  report  of  multiple  histogenetically  dis- 
tinct congenital  neoplasms.  The  extreme 
rarity  of  congenital  craniopharyngiomas 
and  hepatic  tumors,  although  they  are  both 
of  much  greater  relative  frequency  in  later 
childhood,  is  also  noted.  Of  further  signifi- 
cance are  the  great  size  attained  by  each 
neoplasm  in  a relatively  short  period  of 
time,  despite  their  very  well  differentiated 
histological  appearances  and  apparent  lack 
of  stigmata  of  malignancy,  and  the  pres- 
ence of  foci  of  hematopoiesis  within  the 
hepatic  neoplasm  without  evidence  of  other 
sites  of  extramedullary  blood  formation. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cabal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richar-d  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbui-y,  Nebraska 
National  Foundation,  Inc. 

Clinton,Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building 
Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 

J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Ardith  VonHousen,  President 
315  North  72nd,  Omaha 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  Px-esident 
Creighton  University  School  of  Medicine 
302  Noi’th  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Oison  Perkins,  Dii-ector 
402  South  17th,  Omaha,  Nebi’aska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Building 
Lincoln,  Nebi’aska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers, M.D.,  Director 

State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Seci-etary-Treasui’er 
3929  Harney,  Omaha,  Nebi’aska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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Young  Woman 
Reading  a Letter 

JOHANNES  VERMEER 

1632-1675 


In  Pregnancy. . . 


METAMUCIi:  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilloid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psylUum 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

e.  D.  SEAR LE  & co. 

CHICAGO,  ILLINOIS,  60680 

Research  in  the  Service  of  Medicine 
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How  can  JOHNSON'S  Baby  Lotion  help 
the  doctor,  the  mother  and  the  baby? 


The  doctor  knows  the  young  mother  wants 
to  do  everything  in  her  power  to  keep  her 
baby  clean  and  happy  and  in  good  health. 

And  more  and  more  evidence  points  to  the 
fact  that  the  physical  expression  of  her  love 
for  her  baby  is  not  only  a delight  to  the 
mother  and  pleasant  for  her  child,  but  an 
essential  element  in  the  development  of  a mature, 
self-reliant  adult.*  A father  as  well  as  a physician, 
he  knows  that  Johnson's  Baby  Lotion  not  only  makes 
changing  diapers  easier  and  more  pleasant  for  all 
concerned,  but  that  the  antibacterial  effect  of  its 


hexachlorophene  content  (0.5%)  persists  for 
days,  to  protect  the  baby's  delicate  skin  from 
rashes  and  infections.  With  Johnson's  Baby 
Lotion  normal  skin  functions  are  unaltered 
because  the  protective  film  is  aqueous  rather 
than  occlusively  oily.  These  are  some  of  the 
reasons  so  many  physicians  recommend 
Johnson's  Baby  Lotion  for  routine  use  to  protect  deli- 
cate skin.  May  we  send  you  samples  of  this  superior 
antibacterial  emollient  in  the  convenient  new  plastic 
bottle? 

*Donnelly,  ).:  A M. A.  Arch.  Environmental  Health  6:697,  June,  1%3 
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Ifter  Surgery:  B and  C vitamins  are  therapy 


lerapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
ds  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
rgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B|  (ThiamineMononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7262-4 


CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


‘CORTISPORIN’t«- 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base 


‘CORTISPORIN’l 

POLYMYXIN  B ■ BACITRACIN  - NEOMYCIN 
fflTH  HYDROCORTISONE 


%IZ  oz. 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


CREAM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available:  In  tubes  of  7.5  Grams. 

OINTMENT— Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  Vz  oz.  and  % oz. 

•U.S.  Patent  Nos.  2,565,057-2.695.261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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relieves 
pain 
and 
relaxes 
muscle 


TRAUMA! 


Following  traumatic  injury, 
patient  comfort  can  be  increased 
and  recovery  time  shortened  by 
the  simultaneous  treatment 
of  both  pain  and  muscle  spasm 
with  ‘Soma’  Compound. 


a’Compound 

200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

ill 

Also  available  with  Va  gr,  codeine 
as  SOMA®  COMPOUND  with 
CODEINE:  carisoprodol  200  mg., 
acetophenetidin  1 60  mg.,  caffeine 
32  mg.,  codeine  phosphate  16  mg. 
(Warning:  may  be  habit  forming). 


WALLACE  laboratories/ Cra«fcMr>-,V.y. 


pide  effects:  Although  there  has  been  no  evidence  of  tolerance, 
jwithdrawal  symptoms  or  excessive  self-medication,  'Soma' 
ompound  and  ‘Soma’  Compound  with  s Codeine,  like  other 
:entral  nervous  system  depressants,  should  be  used  with  cau- 
tion in  addiction-prone  individuals.  While  codeine  addiction  is 
relatively  rare  and  easily  broken,  the  same  precautions  must  be 
observed  as  for  any  other  opium  alkaloid.  Nausea,  vomiUng, 
:onstipation  and  miosis  are  possible  codeine  side  effects.  Should 
symptoms  of  hypersensitivity  occur,  discontinue  medioation. 


Contraindications:  None  reported. 

Complete  product  information  avaiiable  in  the  product  package, 
and  to  physicians  upon  request. 

Dosage:  Usual  dosage  is  1 or  2 tablets  4 times  daily. 

Supplied:  ‘Soma’  Compound  is  available  in  orange,  scored  tab- 
lets; bottles  of  50.  ‘Soma’  Compound  with  Codeine  (narcotic 
^rder  form  required)  is  available  in  white,  lozenge-shaped  tab- 
lets; bottles  of  50. 
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Current  Comment 


GYNE-CYTOLOGY  LABORATORY,  INC. 

M.  Wm.  Rubenstein,  M.D. 

(PAPANICOLAOU  METHOD) 

RAPID  SERVICE 

Mailing  Kits  on  Request 

Suite  422  — 636  Church  Street 
EVANSTON,  ILLINOIS  60201 


Giants  for  Study  of  World’s 
Population  Problems — 

Nine  grants  for  research,  advanced  train- 
ing, and  experimental  action  programs  on 
the  world’s  population  problems  were  an- 
nounced recently  by  the  Ford  Foundation. 

Grants  were  made  to  universities,  hos- 
pitals, and  research  laboratories  in  the  Unit- 
ed States,  Sweden,  Britain,  and  Chile  for 
training  and  research  in  reproductive  biologj- 
or  demography.  Other  grants  were  for 
statistical  training  in  fertility  control  in 
India  and  for  a family-planning  field  pro- 
gram in  Singapore. 


“Usual,  Customary  aud  Reasouable” — 

A term  often  used,  especially  in  health  in- 
surance policies,  is,  “usual,  customary  and 
reasonable  fees.”  The  Insurance  Review 
Committee  of  the  Dade  County  IMedical  As- 
sociation has  attempted  to  define  this  term. 

(Continued  on  page  35- A) 


ama's  new  caiaiog  oi 
MEDICAL  AND  SURGICAL 
MDTION  PICTURES 

over  3000  films  listed 


FILMS  LISTED  cover  every  aspect  of  medicine  and  the  healing  arts.  The 
MEDICAL  AND  SURGICAL  MOTION  PICTURES  Catalog,  compiled  by  the 
AMA.  can  be  an  invaluable  tool  in  the  training  and  education  of  students, 
nurses,  graduates,  physicians  and  all  others  concerned  with  the  healing  arts. 

HANDY  REFERENCE  . . . The  catalog  is  divided  into  three  main  sections: 
Basic  Sciences,  Clinical  Medicine  and  Surgery,  and  Para-Medical  Sci- 
ences. It  is  then  subdivided  into  some  600  subject  classifications  with  the 
films  listed  alphabetically  under  each  classification.  Included  in  the  list- 
ings are  a brief  summary,  running  time,  names  of  authors  and  producers, 
and  the  address  of  the  primary  rental  sources.  In  many  cases  critical 
evaluations  are  included. 

ORDER  TODAY,  ONLY  $5.00.'  Use  the  coupon  below  for  your  order. 
Please  include  your  remittance  with  the  order! 


CURRENT 
AND  COMPLETE 
THRU 

COMPUTER 
PROCESSING 


American  Medical  Association,  535  North  Dearborn  Street,  Chicago,  Illinois  60610 

MEDICAL  AND  SURGICAL  MOTION  PICTURES 

□ 'U.S.,  U.S.  Posssessions  and  Canada $5.00 

□ All  other  countries $5.50 


_No.  of  copies- 


-Total  remittance 


Name- 


Address- 
City 


-State- 


_Zip  Code- 


366  paK** 

8%"  xll" 


■ueuiMi'a 
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one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

R.  E.  Garlinghouse,  Lincoln  President 

Willis  D.  Wright,  Omaha  President-elect 

R.  C.  Reeder,  Fremont  Vice  President 

Horace  V.  Munger,  Lincoln Secretar>*-Treasurer 

Kenneth  Neff,  Lincoln  Executive  Secretary' 


BOARD  OF  TRUSTEES 

M.  E.  Grier,  Chairman  Omaha 

Horace  V.  Munger Lincoln 

H.  V.  Nuss  Sutton 

C.  N.  Sorensen  Scottsbluff 

J.  M.  Woodward Lincoln 


Delegates  — Earl  Leininger,  McCook  ; J.  R.  Schenken,  Omaha 
Alternates  — W.  C.  Kenner,  Nebraska  City  ; H.  S.  Morgan,  Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


K.  S.  J.  Hohlen.  Chm.  Lincoln 

C.  F.  Heider,  Sr. North  Platte 

G.  E.  Petei*s  Randolph 

Leo  T.  Heywood  Omaha 

C.  B.  Dorwart  Sidney 

STANDING  COMMITTEES 
Advisor?'  to  Auxiliary 

E.  G.  Bi-illhart.  Chm. Columbus 

G.  Kenneth  Muehlig Omaha 

Paul  S.  Read Omaha 

Sam  PeiT?' Gothenburg 

Lynn  E.  Sharrar Lincoln 

James  Mabie Bassett 

Allied  Professions 

Loyd  R.  Wagner,  Chm. Hastings 

Harry  McFadden.  Jr. Omaha 

Otis  W.  Miller  Ord 

Walter  Reiner  Holdrege 

R.  Pitsch  Seward 

A.  L.  Smith,  Jr. Lincoln 

Blood  and  Blood  Products 

Harry  McFadden,  Jr.  Chm. Omaha 

Pierce  Sloss  Grand  Island 

George  J.  Millett Fremont 

Theo.  Perrin Omaha 

Morton  Kulesh Omaha 

Harlan  Papenfuss  Lincoln 

Cancer 

John  D.  Coe,  Chm. Omaha 

Clyde  L.  Kleager Hastings 

J.  Marshall  Neely Lincoln 

G.  F.  Waltemath North  Platte 

Wm.  V.  Glenn  Falls  City 

Michael  Sorrell Tecumseh 

Civil  Defense  and  Disaster 

George  N.  Johnson,  Chm.  Omaha 

Joe  T.  Hanna Scottsbluff 

D.  W.  Kingsley Hastings 

H.  De>’  Myers Schuyler 

John  G.  Wiedman Lincoln 

I.  M.  French Wahoo 

Constitution  and  By-Laws 

R.  W.  Gillespie,  Chm.  Lincoln 

Houtz  Steenbui*g Aurora 

R.  S.  Wycoff  Lexington 

W.  Max  Gentry  Gering 

Han-y  Russell  Grand  Island 

Barney  Rees  Omaha 

Continuing  Committee  on 
Medical  Practice 

B.  F.  Wendt,  Chm. Lincoln 

R.  E.  Hari-y  York 

David  Weeks Omaha 

W.  R.  Miller Columbus 

Donald  Kuxhausen McCook 

Bryce  Shopp  Imperial 

Diabetes 

Morris  Margolin,  Chm. Omaha 

Wm.  J.  Reedy -Omaha 

Loren  Imes Grand  Island 

Wm.  B.  Long Lexington 

Willard  G.  Seng  Oshkosh 

Jon  T.  Williams Lincoln 

Health  Education  in 
Schools  and  Colleges 

Robert  Morgan.  Chm. Alliance 

Warren  Bosley Grand  Island 

S.  I.  Fuenning Lincoln 

H.  V.  Smith  Kearney 

H.  W.  Shreck Hastings 

Paul  Bancroft  Lincoln 

Hospital  and  Professional  Relations 

Russell  Bi-auer,  Chm. Lincoln 

John  Brush  Omaha 

J.  R.  Schenken Omaha 

Warren  E.  Richard Hastings 

L.  H.  Hoevet Chadron 

Howard  Yost  Fremont 


Insurance 

Paul  J.  Maxwell,  Chm. Lincoln 

Dwaine  Peetz  Neligh 

Edmond  M.  Walsh Omaha 

James  Dunlap Norfolk 

Frank  Cole  Lincoln 

James  Thayer  Sidney 

Maternal  and  Child  Health 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen  Lincoln 

Ted  Koefoot Broken  Bow 

Robert  Mclntire  Hastings 

Otto  Rath  Omaha 

Theo.  J.  Lemke  Columbus 

Interim : 

Wm.  Rumbolz Omaha 

Harold  S.  Morgan Lincoln 

Medical  Education 

Harold  S.  Morgan,  Chm.  Lincoln 

R.  F.  Sievers  Blair 

J.  G.  Yost Hastings 

Earl  F.  Leininger McCook 

Chas.  McLaughlin Omaha 

Frank  Tanner Lincoln 

Interim : 

Warren  Pearse Omaha 

Richard  Egan Omaha 

R.  C.  Rosenlof Kearney 

Medical  Service 

John  D.  Hartigan,  Chm. Omaha 

Louis  Gogela  Lincoln 

E.  B.  Reed Lincoln 

Chas.  W.  Landgraf,  Jr, Hastings 

Merle  M.  Musselman Omaha 

Dwight  Burney,  Jr. Omaha 

Interim : 

Fritz  Teal  Lincoln 

O.  A.  Kostal  Hastings 

Peyton  Pratt Omaha 

Medicolegal  Advice 

J.  P.  Gilligan  Nebr.  City 

James  F.  Kennedy Alliance 

O.  A.  Kostal Hastings 

Occupational  and 
Industrial  Health 

G.  Prentiss  McArdle,  Chm. Omaha 

E.  L.  MacQuiddj’,  Jr. Omaha 

S.  M.  Bach Omaha 

A.  H,  Bonebrake Nebr.  City 

Wilbur  Harley Omaha 

Robert  Hillyer Lincoln 

Planning 

Dan  A.  Nye,  Chm. Kearney 

L.  S.  McNeill Hastings 

Harley  Anderson  Omaha 

H,  V.  Nuss Sutton 

Donald  Purvis Lincoln 

Bernard  Magid Omaha 

Prepayment  Medical  Care 

John  J.  Grier,  Chm.  Omaha 

James  F.  Kennedy Alliance 

J.  D.  Hayhurst Scottsbluff 

Lee  Stover Lincoln 

Vincent  Lynn  Geneva 

Orvis  Neely  Lincoln 

Public  Health 

Carl  J.  Potthoff,  Chm, Omaha 

R.  L.  Grissom Omaha 

E.  A.  Rogers Lincoln 

Edwin  D.  Lyman Omaha 

H.  C.  Stewart Pawnee  City 

Sam  Fuenning Lincoln 

Public  Relations 

Leroy  W.  Lee.  Chm.  Omaha 

H.  M.  Nordlund  York 

E.  D.  Zeman Lincoln 

Theo.  Koefoot,  Jr. Broken  Bow 

Peyton  Pratt Omaha 

Interim : 

John  Coe Omaha 

Dan  Nye  Kearney 

Ma.\  Raines North  Platte 


Psychiatry 

Chas.  W.  Landgraf,  Jr.,  Chm.  -Hastings 


Robert  S.  Wigton Omaha 

Chas.  G.  Ingham  Norfolk 

L.  I.  Grace  Blair 

H.  C.  Henderson Omaha 

John  Baldwin  Lincoln 

Interim : 

J.  Whitney  Kelley Omaha 

Rehabilitation 

J.  G.  Yost,  Chm. Hastings 

John  M.  Thomas Omaha 

D.  W.  Frost Omaha 

F.  S.  Webster Lincoln 

Frank  Stone Lincoln 

R.  M.  House Grand  Island 

Relative  Value  Study 

B.  R.  Bancroft,  Chm.  Kearney 

A.  J.  Schwedhelm Norfolk 

J.  E.  Courtney Omaha 

H.  E.  Mitchell Lincoln 

Robert  Long Omaha 

L.  D.  Cherry Lincoln 

Rural  Medical  Service 

Chas.  F.  Ashby,  Chm. Geneva 

Ralph  L.  Blair Broken  Bow 

Lyle  Nelson  Crete 

F.  A.  Mountford  Davenport 

R.  L.  Tollefson  Wausa 

Irving  Weston Lincoln 

Scientific  Sessions 

Merle  M,  Musselman,  Chm. Omaha 

Bruce  S.  Claussen  North  Platte 

R.  O.  Garlinghouse Lincoln 

C.  R.  Brott Beatrice 

Harold  Neu  Omaha 

Russell  Gorthey Lincoln 

Tuberculosis 

Wm.  E.  Nutzman,  Chm. Kearney 

George  E.  Lewis,  Jr. Lincoln 

Dean  McGee  Lexington 

Robert  H.  Scherer West  Point 

J.  Harry  Murphy Omaha 

Sam  Moessner Lincoln 


INTERIM  COMMITTEES 

Advisory  Committee  to  Maternal 
and  Child  Health 
L.  S.  McNeill,  Chm 

R.  C.  Reeder 

R.  B.  Benthack 

E.  G.  Brillhart 

H.  A.  McConahay 
Leo  T.  Heywood 

Committee  on  Aging 


Edward  Malashock,  Chm. Omaha 

John  A.  Brown  Lincoln 

Glen  Knosp  Elmwood 

H.  V.  Nuss  Sutton 

Walt  Weaver Lincoln 

F.  Paustian  Omaha 

Joint  Committee  for  Improvement 
of  the  Care  of  the  Patient 

W.  C,  Kenner,  Chm.  Nebr.  City 

M.  P.  Brolsma Lincoln 

Traffic  Safety 

Theo.  A.  Peterson,  Chm.  Holdrege 

George  B.  Salter  Norfolk 

Vern  F.  Deyke  Columbus 

P.  B.  Olsson  Lexington 

Robert  Gillespie  Lincoln 

John  Porter  Beatrice 

Medicine  and  Religion 

Horace  Giffen  Omaha 

Ray  Sundell Omaha 

John  Campbell  Central  City 

J.  J.  Hanigan Lincoln 

Sam  Moessner Lincoln 

Dwaine  Peetz  Neligh 


-Hastings 

.-Fremont 

Wayne 

Columbus 
.Holdrege 
Omaha 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District:  Councilor:  L#eroy 

Lee,  Omaha.  Counties : Douglas, 
Sarpy. 

Second  District:  Councilor:  John 

T.  McGreer,  Jr.,  Lincoln.  Coun- 
ties : Lancaster,  Otoe,  Cass. 

Third  District:  Councilor:  W.  W. 

Waddell,  Beatrice.  Counties: 
Gage,  Johnson,  Nemaha,  Pawnee, 
Richardson. 

Fourth  District:  Councilor;  Geo. 

Salter,  Norfolk.  Counties : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper,  Columbus.  Counties:  Burt 
Washington,  Dodge,  Platte,  Col- 
fax, Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  C.  L. 

Anderson,  Stromsburg.  Counties : 
Saunders,  Butler,  Polk,  Seward, 
York,  Hamilton. 

Seventh  District : Councilor : C.  F. 
Ashby,  Geneva.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thay- 
er, Jefferson. 

Eighth  District : Councilor : Rex 

Wilson,  O’Neill.  Counties : Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd, 

Ninth  District:  Councilor:  Dan 

Nye,  Kearney,  Counties : Hall, 
Custer,  Valley,  Greeley,  Sher- 
man, Howard,  Dawson,  Buffalo, 
Grant,  Hooker,  Thomas,  Blaine, 
Wheeler,  Loup,  Garfield. 

Tenth  District:  Councilor:  L.  S. 

McNeill,  Campbell.  Counties : 
Gosper,  Phelps,  Adams,  Furnas, 
Harlan,  Webster,  Kearney,  Red 
Willow,  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District:  Councilor:  Max 
Raines,  North  Platte.  Counties : 
Lincoln,  Perkins,  Keith,  McPher- 
son, Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District : Councilor : C.  J. 
Cornelius,  Sidney.  Counties : 
Scotts  Bluff,  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) Loyd  R.  Wagner.  Hastings Fred  J.  Rutt.  Hastings 

Antelope  (4) 

Boone  (5) Roy  J.  Smith,  Albion Gerald  J.  Spethman.  Albion 

Box  Butte  (12) Donald  Wilkinson.  Alliance F.  P.  Sucgang.  Alliance 

BuffaloO) Albert  Mueller.  Kearney Chas.  B.  Carignan,  Ravenna 

Burt  (5) A.  J.  Mullmann.  Oakland L.  E.  Sauer,  Tekamah 

Butler  (6) W.  C.  Niehaus,  David  City J.  E.  Kaufman,  David  City 

Cass  (2) Glen  D.  Knosp,  Elmwood J.  H.  Worthman,  Louisville 

Cheyenne-Kimball-Deuel  (12)_. 

Clay  (7) H.  V.  Nus.s,  Sutton H.  V.  Nuss.  Sutton 

Colfax  (5) 

Cuming  (4) L.  L.  Ericson,  West  Point 

Custer  (9) C.  W.  Wilcox,  Ansley Tom  Lucas.  Broken  Bow 

Dawson  (9) O.  P.  Rosenau,  Cozad Cha.s.  E.  Hranac,  Cozad 

Dodge  (5) F.  Thomas  Waring,  Fremont Wm.  J.  Chleborad,  Fremont 

Fillmore  (7) A.  A.  Ashby,  Geneva C.  F.  Ashby,  Geneva 

Five  Co.  (4) Roy  M.  Matson.  Wayne Robert  B.  Benthack,  Wayne 

Four  County(9) O.  M.  Jardon,  Loup  City Paul  Martin.  Ord 

Franklin  (10) W.  A.  Doering,  Franklin C.  J.  Thomas,  Franklin 

Gage  (3) John  W.  Porter,  Beatrice John  Chapp,  Beatrice 

Garden-Keith-Perkins  (11) L.  C.  Potts.  Grant Donald  R.  Marples,  Grant 

Hall  (9) Carl  Maggiore,  Grand  Island Harry  Russel,  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) K.  C.  McGrew,  Orleans J.  S.  Long,  Alma 

Howard  (9) E.  Howard  Reeves,  Scotia E.  C.  Hanisch,  St.  Paul 

Jefferson(7) R.  L.  Cassel.  Fairbui*y Frank  Falloon,  Fairbury 

Johnson  (3) John  C.  Schutz,  Tecumseh Michael  F.  Sorrell,  Tecumseh 

Knox  (4) R.  L.  Tollefson,  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster  (2) Robert  J.  Stein,  Lincoln W.  Quentin  Bradley,  Lincoln 

Lincoln  (11) Melvin  S.  Hoyt,  North  Platte George  D.  Cooper,  North  Platte 

Holt  & Northwest(S) F.  H.  Shiffermiller,  Ainsworth_.R.  A.  Serbousek,  Atkinson 

Madison  (4) B.  R.  Farner,  Norfolk Francis  Martin,  Norfolk 

Merrick  (5) E.  T.  Zikmund,  Central  City J.  R.  Adamson,  Central  City 

Nemaha  (3) Jackson  J.  Bence,  Auburn John  H,  Krickbaum,  Auburn 

Northwest  Nebraska  (8) H.  V.  Crum,  Rushville Donald  D.  Watson,  Gordon 

Nuckolls  (7) C.  T.  Mason.  Superior Robert  L.  Howe,  Nelson 

Omaha-Douglas  (1) John  E.  Courtney,  Omaha E.  K.  Connors,  Omaha 

Otoe  (2) A.  H.  Bonebrake.  Nebr.  City R.  C.  Weldon,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  Bivens,  Holdrege Evald  Prems.  Holdrege 

Pierce  (4) John  H.  Calvert.  Pierce W.  I.  Devers,  Pierce 

Platte  (5) Robert  I.  Burns,  Columbus C.  A.  Medlar,  Columbus 

Polk  (6) C.  L.  Anderson,  Stromsburg James  S.  Carson,  Osceola 

Richardson  (3) Harlan  S.  Heim,  Humboldt J.  C.  Gillispie,  Falls  City 

Saline  (7) F.  G.  Travnicek,  Wilbur S.  L.  Larson,  Crete 

Saunders  (6) I.  M.  French.  Wahoo John  E.  Hansen,  Wahoo 

Scotts  Bluff  (12) Gerhard  W.  Schmitz, 

Scottsbluff J.  Krieg.  Scottsbluff 

Seward  (6) Richard  Pitsch,  Seward R.  Paul  Hoff,  Seward 

Southwest  Nebraska  (10) Elwood  Yaw,  Imperial L.  E.  Dickinson,  McCook 

Thayer  (7) F.  A.  Mountford,  Davenport R.  F.  Decker,  Byron 

Washing^n  (5) C.  D.  Howard,  Blair W.  E.  Goehring,  Blair 

York  (6) J.  S.  Bell.  York B.  N.  Greenberg,  York 


“Usual,  Customary  and  Reasonable” — 

(Continued  from  page  32- A) 

Described  in  the  Journal  of  this  society,  it 
is  noted  that  the  term  is  often  used  without 
a specific  definition. 

The  word  usual  is  defined  as  the  fee  usual- 
ly charged  for  a given  service  by  an  indi- 
vidual physician  to  his  private  patient.  A 
fee  is  customary  when  it  is  in  the  range  of 
usual  fees  charged  by  physicians  of  similar 
training  and  experience  for  the  same  service 
and  within  the  same  limited  area. 

A reasonable  fee  takes  consideration  of  the 
skill,  effort  and  risk  required  of  the  physi- 
cian and  the  ability  of  the  patient  to  pay, 
the  services  which  the  patient  may  demand  in 
addition  to  those  ordinarily  rendered  and 
also  any  unusual  circumstances.  To  be  rea- 
sonable a fee  should  be  deemed  equitable  by 
the  patient  and  the  doctor. 


Studies  on  the  Pharmacology  of  Chloroquine 

— M.  Rubin,  H.  N.  Bernstein,  and  N.  J. 

Zvailfler,  Arch  Ophthal  70:474  (Oct.) 

1963. 

Detectable  amounts  of  chloroquine  were 
found  in  the  urine,  blood  red  cells,  and  plas- 
ma of  patients  with  chloroquine  retinopathy 
for  as  long  as  five  years  after  their  last 
known  chloroquine  ingestion.  This  charac- 
teristic tissue  retention  of  chloroquine  may 
be  related  to  the  progressive  loss  of  visual 
acuity  which  can  occur  despite  cessation  of 
chloroquine  treatment.  The  urinary  excre- 
tion of  chloroquine  was  increased  by  acidifi- 
cation of  the  urine  with  oral  ammonium 
chloride  and  following  intramuscular  injec- 
tion of  2,3-dimercapto-l-propanol.  These 
measures  are  suggested  as  an  approach  to 
the  therapy  of  chloroquine  retinopathy. 
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ger  clothes;  what’s  your  price  for  knocking 
off  about  fifty  pounds?” 


PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

GENERAL  PRACTITIONER  — To  join  group  in 
Omaha,  Nebraska.  Medical  School  affiliation  avail- 
able. Starting  salary  $18,000.00.  Box  41,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 

PEDIATRICIAN — - To  join  active  gi'oup  in  Oma- 
ha, Nebraska.  Medical  School  affiliation  available. 
Starting  salary  $20,000.00.  Box  39,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 

INTERNIST  — To  join  active  group  in  Omaha, 
Nebraska.  Medical  School  affiliation  available. 
Starting  salary  $18,000.00.  Box  40,  Nebraska  State 
Medical  Journal,  1315  Shai^p  Building,  Lincoln,  Ne- 
braska. 

GENERAL  PRACTITIONER  — We  have  an  open- 
ing for  a young,  healthy,  enthusiastic  G.P.  who 
wants  a good  permanent  location.  Clinic  facilities 
and  equipment  the  best.  Salaiy  first  year  then 
any  deal  that  you  want  to  make  will  be  open. 
Frank  W.  Wanek,  M.D.,  Gordon,  Nebraska. 

NEWLY  COMPLETED  CLINIC  BUILDING  in 
Noi-theast  Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Liberal  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

OFFICE  AND  CONNECTING  5-ROOM  APART- 
MENT BUILDING  for  rent  or  sale  in  North  Platte. 
Four  room  office  plus  small  laboratoiy.  Near  hos- 
pital, and  fully  equipped — ready  to  go.  Various 
equipment  including  electrocardiograph  machine  and 
Micro  Wave  Machine.  Contact  A.  J.  Callaghan,  M.D., 
719  South  Dewey,  North  Platte,  Nebraska 

TWO  NEBRASKA  GRADS,  Robert  H.  Johnson 
’52  and  0.  Guy  Johnson  ’54  need  two  Doctors — GP, 
Internists  and/or  Pediatrician  for  organizing  new 
clinic  group  in  Maplewood,  east  side  of  St.  Paul, 
Minnesota.  Completely  modern  and  newly  equipped 
medical  clinic  building.  Contact  Johnson  Clinic  at 
739-5050  or  write  to  2716  Upper  Afton  Road,  St. 
Paul,  Minnesota. 
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San  Francisco— the  Perfect  Opportunity  to  Mix  Postgraduate  Study  With  Pleasure! 


Start  the  summer  at  the  world’s  greatest  medical  meeting  in  America’s  most 
picturesque  city.  Now  after  six  years  the  AMA  returns  with  the  outstanding 
scientific  program  of  1964.  In  just  five  compact  days,  you  can  make  a compre- 
hensive review  of  the  most  recent  medical  progress  in  general  practice  and 
all  the  specialties. 

• 60  original  papers  on  organ  transplants  and  hyperbaric  oxygen 

• 6 general  scientific  meetings:  diagnosis  of  acute  liver  disease,  autoimmune 
mechanisms  & disease,  cardiovascular  opacification,  tumors  of  the  endo- 
crine function,  hyperbaric  oxygen  phenomena,  and  computers  in  medicine 

• 22  medical  specialty  programs 

• 750  scientific  and  industrial  exhibits 

• Special  program  on  heart  disease  by  the  AMA,  American  College  of  Cardi- 
ology, and  the  American  Heart  Association 

• Lectures,  Panel  Discussions,  Motion  Picture  Premieres,  Color  Television 
All  This,  and  San  Francisco,  too— and  Don’t  Forget  to  Bring  the  Family! 


JUNE 

21-25 

1964 


<3  <j  <]  See  JAMA  May  9 for  complete  scientific  program  — Forms  for  advance  registration  and  hotel  accommodations  I>  pk  > 
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FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SYMPTOMS-Antihistaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 

hydrochloride).  BENADRYL  (diphenhydramine  : 

hydrochloride)  is  supplied  in  several  forms  ^ 

including  Kapseals  containing  50  mg.  sseea 


Ir 


pollens  in  the  grass. ..alas 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’(carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (‘‘numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!- Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Somtf  Compound  ^ 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Godeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\^/®WALLACE  LABORATORIES/Crontur^,  N.J. 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority"  as 
acne.'  pHisoHex  “...is  a valuable 
part  of  the  management... since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”* 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.* 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.^  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.* 

The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachlorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  In  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498.  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges. 
F.  T.:  GP  14:86,  Nov.,  1956.  4.  McLean. 
I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  0.: 
Practitioner  189:82,  July,  1962. 
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RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
reiated  to  an  organic  condition 

-add  ‘Depror  to  your  therapy 


Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.+  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  Ije  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol'  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 


CD-2022 


WALLACE  laboratories/ C/-a/76i//y,  N.  J. 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them,  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


Current  Comment 

The  Hill-Burton  Program,  1948-1963 — 

Expenditures  for  the  construction  of  hos- 
pitals under  the  Hill  - Burton  Program 
reached  a high  of  Soli  million  in  1962.  Of 
this  total  the  sponsor’s  (non-federal)  share 
was  S327  million,  or  64  per  cent,  and  the 
federal  share  (also  taxpayers’  money)  S184 
million,  or  36  per  cent.  The  8511  million 
was  39  per  cent  of  the  nation’s  total  expen- 
ditures for  hospital  construction,  S1.3  bil- 
lion. The  volume  of  non-federal  construc- 
tion without  Hill-Burton  aid  was  8756  mil- 
lion, or  57  per  cent  of  the  nation’s  total. 
Direct  federal  construction  accounted  for  the 
remaining  855  million,  or  4 per  cent  of  the 
total  in  1962. 

Between  1948,  when  the  first  state  plans 
under  the  Hill-Burton  program  were  sub- 
mitted, and  1963,  the  total  volume  of  con- 
struction under  the  program  was  84.0  billion, 
an  average  of  8270  million  annually.  This 
was  31  per  cent  of  the  nation’s  total  spend- 
ing for  hospital  construction,  812.7  billion, 
during  the  fifteen  years. 


As  of  November  30,  1963,  a total  of  6975 
projects  had  been  approved  for  federal  aid 
under  the  Hill-Burton  program.  Of  this 
total  5648,  or  81  per  cent,  were  completed. 
The  remaining  1327,  or  19  per  cent,  were  un- 
der construction  or  in  the  planning  stage. 

The  6975  approved  projects  will  provide 
296,735  in-patient  beds.  In  addition,  they 
will  provide  1968  health  facilities,  such  as 
laboratories,  diagnostic  centers,  and  re- 
habilitation centers.  By  December  31,  1962, 
202,888  beds  were  actually  completed.  This 
was  12  per  cent  of  the  nation's  total  in- 
patient beds  at  that  time.  — Health  Informa- 
tion Foundation 

Small  Businessmen  Are  Powerful  Allies — 

Doctors  who  work  at  the  hometown  level 
to  strengthen  opposition  to  the  financing  of 
medical  care  through  Social  Security  may 
look  to  the  small  businessmen  for  support 
in  this  struggle. 

An  editorial  in  the  Texas  State  Journal  of 
Medicine  notes  that  those  who  operate  small 
(Continued  on  page  10-A) 
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HOW 


FRIENDS... 


We  will  be  pleased  to  send 
professional  samples  on  request 

THE  BAYER  COMPANY 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
{V/a  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 


■for- 


Division  of  Sterling  Drug  Inc.,  Dept.  1 12 
1450  Broadway,  New  York  18,  N.Y. 
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Gilmour- Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 


PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfablisbed  1927 


Small  Businessmen  Are  Powerful  Allies — 
(Continued  from  page  8-A) 

businesses  have  long  been  advocates  of  free 
enterprise  and  individual  responsibility  and 
are  in  no  mood  to  accept  government  inter- 
vention in  medicine. 

The  editorial  quotes  Mr.  C.  Wilson  Harder, 
President  of  the  National  Federation  of  In- 
dependent Business,  who  believes  that  all 
citizens  should  be  given  the  ground  rules  so 
that  none  may  be  deluded.  Proponents  of 
Medicare  state  that  it  would  require  only 
a 0.25  per  cent  increase  in  the  tax  deducted 
from  the  individual’s  paycheck.  It  is  not 
often  mentioned  that  the  employer  would 
pay  a like  amount,  or  that  both  would  be 
taxed  on  the  first  $5200  of  annual  salary 
instead  of  the  first  $4800  as  is  currently 
done.  The  Social  Security  tax  actually  paid 
then  is  increased  by  more  than  15  per  cent 
and,  in  effect,  would  wipe  out  a significant 
part  of  the  gain  to  the  economy  achieved 
by  the  recent  income  tax  reduction. 

It  is  likely  that  the  tax  would  gradually 
increase,  because  businessmen  have  seen 


this  happen  before  and  they  have  no  illu- 
sions that  it  could  not  happen  again.  They 
also  are  aware  that  every  time  the  employer 
half  of  Social  Security  taxes  is  raised,  labor 
cost  increases  thus  adding  to  inflation  and 
eroding  through  higher  prices  the  benefits 
that  employees  expect  to  receive. 

In  the  recent  poll,  about  three-fourths  of 
the  independent  proprietors  who  responded 
voted  against  Social  Security  medicine. 
They  realize  that  it  is,  among  other  things, 
bad  business  and  on  this  basis  they  should 
join  with  physicians  to  oppose  such  legisla- 
tion. 


Private  industry  has  donated  more  than 
$425,000  to  the  AMA-ERF  Student  Loan 
Fund.  This  support,  together  with  generous 
contributions  from  physicians,  has  made  it 
possible  for  thousands  of  medical  students, 
interns  and  residents  to  obtain  low-interest 
bank  loans  to  help  finance  their  medical  edu- 
cation. 
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below  for  your  FREE 
Physician’s  emblem 
and  Conoco  Credit  Card 
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GENERAL  CREDIT  DIVISION 


Il  I. 


I 


■4 


Mail  the  application 
below  for  your 
Physician’s  emblem 
and  Conoco  Credit  Card 


CONTINENTAL  OIL  COMPANY-APPLICATION  FOR  RETAIL  CREDIT  CARD 


I 


NAME  (PRINT), 


(LAST) 


(first) 


(MIDDLE  INITIAL) 

CITY  & 
STATE_ 


DO  NOT  WRITE  IN  THESE  BLOCKS 


ADDRESS:  STREET, 

IF  AT  THE  ABOVE  ADDRESS  LESS  THAN  ONE  YEAR,  GIVE  FORMER  ADDRESS  BELOW; 

STREET 
AGE 


CITY  a 
,STATE_ 


.MARRIED, 


.SINGLE, 


NUMBER  OF  DEPENDENTS 
_(OTHER  THAN  SELF) 


YES 


OWN  HOME 
NO 


EMPLOYED  BY:. 


.FOR:  YRS. 


,MOS. 


FOR  OFFICE  USE  ONLY 


NO.  a 

TYPE 


EMPLOYERS 

ADDRESS: 


PRESENT 

OCCUPATION. 


BANK, 


NAME 

CREDIT  REFERENCES  (30-DAY  OPEN  ACCOUNTS): 

Name 

Name 


Name, 


LOCATION  OR  BRANCH 


ADDRESS. 

address. 

Address, 


.CHECKING  □ SAVINGS  □ LOAN  □ 


PERSONAL  REFERENCE: 
Name 


Address, 


PHYSICIAN'S  EMBLEM 


.DEALER'S  NAME  AND  ADDRESS. 


NUMBER  I ( 1 ) for  PERSONAL  USE 

OF  CARDS  < ( ) For  Use  of  members  of  My  Family 

DESIRED  I ( ) FOR  USE  OF  My  Employees 

Total  Required 


To  Be  Charged  To 
Account  Carried 
In  My  Name 


DATE 


IF  THIS  APPLICATION  IS  APPROVED  I AGREE  TO  PAY  ALL  CHARGES  UPON  RECEIPT  OF  MONTHLY  STATEMENT 
DELINQUENT  ACCOUNTS  ARE  SUBJECT  TO  A NOMINAL  SERVICE  CHARGE 

SIGNED 


NOTE-ON  APPROVED  APPLICATIONS  CREDIT  CARDS  SHOULD  BE  RECEIVED  WITHIN  APPROXIMATELY  THREE  WEEKS 


increase,  because  businessmen  nave  seen  , canon. 
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This  distinguished  emblem  on 
your  car  can  save  you  time 
and  trouble  in  emergencies. 

It’s  yours  free  when  you  fill  out 
this  Conoco  Credit  Card  application! 


This  emblem  on  your  car  says  “Doctor”  loud 
and  clear.  It  identifies  you  as  a member  of  a 
respected  profession  . . . and  can  clear  the  way 
for  you  when  you’re  in  a hurry. 

Conoco  will  be  glad  to  send  it  to  you  just  for 
requesting  a handy  Conoco  credit  card.  This  is 
the  card  that  gives  you  a detailed  monthly 
statement  of  purchases  and  services  you’ve  re- 
ceived from  Conoco  dealers  anywhere.  Mighty 


CONOCO 

—HOTTEST  BRAND  GOING!® 


nice  figures  to  have  on  hand  at  tax  time. 

You  can  charge  all  sorts  of  things  with  your 
Conoco  card.  Tires.  Batteries.  Accessories.  Even 
oil  changes  and  lubrication  jobs  . . . all  without 
interest  or  carrying  charges  of  any  kind. 

There’s  no  charge  for  the  credit  card  and  none 
for  the  emblem.  So  take  advantage  of  Conoco’s 
offer  to  physicians.  Send  your  application  blank 
today.  We’ll  even  pay  the  postage. 


©1964,  Conlinental  Oil  Co. 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B’  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®bra„d 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  'Aerosporin'® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  ’A  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown 

(meprobamate) 

CM-202S  WALLACE  LABORATORIES/Cranbury,  N.  J. 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 


treatment 


QUINETHAZONE-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  just  right  for  patients  with  mild  to 

moderate  diastolie  elevations.  Systolie  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated. 

CONTRAINDICATION:  Anuria.  ] 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  /.  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 

6278-4 


Current  Comment 

The  Infallible  Drug — 

Officials  of  the  Food  and  Drug  Adminis- 
tration continue  to  demonstrate  their  appar- 
ent intense  desire  for  infallibility  in  drugs. 
The  recent  banning  of  Parnate  from  the 
market  is  a case  in  point.  An  editorial  in 
the  Pennsylvania  Medical  Journal  asks  why 
the  Food  and  Drug  Administration  is  doing 
this.  The  Executive  Director  of  the  Ameri- 
can Pharmaceutical  Association  is  quoted 
for  his  summing  up  of  the  problem.  He 
described  a well-known  drug  in  use  for  more 
than  a century  which  has  caused  gastric 
hemorrhage,  capillary  damage,  and  many 
other  problems.  The  drug  may  produce  seri- 
ous attacks  of  asthma  and  has  resulted  in 
countless  poisonings  each  year.  The  drug 
may  be  bought  without  prescription.  The 
drug  is  acetylsalicylic  acid  or  aspirin. 

If  aspirin  had  first  been  discovered  yes- 
terday, what  scientific  evidence  would  be 
required  and  how  long  would  the  Food  and 
Drug  Administration  take  to  approve  a new 


drug  application  for  aspirin  ? If  administra- 
tive interpretations  of  the  new  Food  and 
Drug  Laws  mean  that  all  drugs  must  be  com- 
pletely infallible  in  use,  for  everyone,  then 
the  law  should  be  changed. 


Prolonged  Severe  Obstructive  Jaundice  in 

Hodgkin’s  Disease  — K.  Juniper,  Jr.,  Gas- 
troenterology 44:199  (Feb)  1963. 

Persistant  marked  elevation  of  serum  bili- 
rubin and  alkaline  phosphatase  was  observed 
in  a patient  for  14  months  before  his  death. 
Needle  biopsy  of  the  liver  and  exploratory 
laparotomy  suggested  the  presence  of  chron- 
ic viral  hepatitis.  Autopsy  examination 
showed  typical  findings  of  Hodgkins  disease 
in  spleen  and  abdominal  lymph  nodes.  Al- 
though slightly  enlarged  lymph  nodes  were 
found  at  the  liver  hilus,  the  bile  ducts  and 
liver  showed  no  changes  suggestive  of  bile 
duct  obstruction.  Hodgkin’s  infiltrate  was 
not  found  in  liver.  Similar  cases  of  Hodg- 
kin’s disease  with  poorly  explained  jaundice 
have  been  reported  before.  However,  pro- 
longed and  marked  elevation  of  serum  bili- 
rubin and  alkaline  phosphate  is  unusual  in 
Hodgkin’s  disease. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


an  effective 

GERIATRIC 

i 

antiarthritic 
with  - 

REASSURING 


AFETY 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  tp  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 


A/so  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


Pabalate-SIF 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Butazolidin® 

Butazolidirf 

alka 


brand  of  phenylbutazone 
Tablets  of  100 mg. 

Each  capsule  contains: 
phenylbutazone,  lOOmg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


. their  feelings  of  anxiety  seemed  to  contribute  to  the  urge 
to  overindulge  in  cake,  candy,  and  other  rich  food.”^ 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 

Brief  Summary  of  Principal  Side  Effects  and  Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrof  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hypertension, 
advanced  cardiovascular  disease,  or  extreme  excitability. There  is  a possibility,  though  little  likelihood, 
of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms)  from  the  phenothiazine 
component  in  ‘Eskatrol’  Spansule  capsules. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Viglione,  J.P.;  Clin.  Med.  6Ptll57  (May)  1962. 

Smith  Kline  & French  Laboratories 


£SKATROLT.d,..k 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 

7.5  mg.,  as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 
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an  easier  way? 


‘methedrine: 

METHAMPHETAMINE  HYDROCHLORIDE 

is  an  easier  way  to  help  control  food  craving  & keep  the  reducer  happy 


With  "hunger  pains”  abolished,  the  patient  can 
shrug  off  the  chains  of  psychogenic  craving 
that  bind  him  to  his  habit  of  overeating  and 
cooperate  cheerfully  with  the  prescribed  diet. 

In  obesity,  "...our  drug  of  choice  has  been 
methedrine  (methamphetamine  hydrochlo- 
ride)... because  it  produces  the  same  central 
effect  with  about  one-half  the  dose  required 
with  plain  amphetamine,  because  the  effect 
is  more  prolonged,  and  because  undesirable 
peripheral  effects  are  significantly  minimized 
or  entirely  absent.”  Douglas,  H.  S.:  West.  J. 
Surg.  59:238  (May)  1951. 


Description;  Each  scored  tablet  contains  5 mg. 
‘Methedrine’  brand  Methamphetamine  Hydrochioride. 

Dosage:  2.5  mg.  (V2  tablet)  3 times  daily.  May  be  In- 
creased gradually  according  to  response;  more  than 
10  mg.  daily  rarely  is  needed.  The  last  dose  of  the  day 
should  not  be  taken  later  than  6 hours  before  bedtime. 

Side  effects:  insomnia  may  occur  if  taken  later  than  6 
hours  before  retiring.  The  usual  peripheral  actions  of 
sympathomimetic  amines  (vasoconstriction  and  accel- 
eration of  the  heart)  are  mlnimai  and  little  noticed  on 
low  or  moderate  dosage. 

Contraindications  and  precautions:  Should  not  be  used 
in  patients  with  myocardial  degeneration,  coronary  dis- 
ease, marked  hypertension,  hyperthyroidism,  insomnia 
or  a sensitivity  to  ephedrine-like  drugs.  Moderate  hyper- 
tension in  the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is  reduced. 

Supplied:  Tablets  5 mg.,  scored,  In  bottles  of  100  and 

1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Current  Comment 

A Difference  in  Fees — 

Considerable  unhappiness  arises  often  be- 
tween the  surgeons  and  the  referring  physi- 
cians. This  occurs  because  of  the  difference 
in  charges  which  a surgeon  can  collect  and 
what  the  nonsurgeon  collects,  according  to 
the  President’s  letter  in  the  Cornhusker 
G.P.  Noting  that  the  referring  physician 
often  sees  the  patient  at  inconvenient  hours 
and  spends  much  time  in  working  up  the 
patient  and  usually  makes  a diagnosis,  the 
surgeon  may  charge  and  collect  from  an 
insurance  company  a fee  of  several  hundred 
dollars  but  the  physician  who  first  sees  the 
patient,  if  a nonsurgeon,  may  use  equal  skill 
and  more  time  and  cannot  as  a rule  collect 
from  the  insurance  company.  The  letter 
further  states  that  this  is  as  things  are 
and  the  only  fair  thing  that  any  doctor  can 
do  is  charge  for  services  rendered.  One 
physician  cannot  charge  for  services  ren- 
dered by  another.  Each  physician  is  en- 
titled to  a reasonable  and  fair  fee,  and  if 
the  patient  is  attended  by  two  doctors  he 
has  had  the  benefit  of  two  doctors  and 
should  pay  more  than  if  he  has  had  only 


“I  hope  you’re  feeling  well  this  morning, 
doctor!” 


In  long-term 
treatment 
of  your  patients 
with  coronary 
insufficiency 


MORE  HELP  FOR 

THE  STRICKEN  HEARTHS 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 


Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  witli  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  m the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE* 

meprobamate  200  mg.  h- pentaerythritol  tetranitrate  10  mg. 


^W/^WALLACE  LABORATORIES /Craniury,  N.J. 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 
...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrk 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp]...was 
combined  with  hydrochloro- 
thiazide [Esidrix].”^ 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease. ”2 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects.”^ 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects  : 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide;  Tablets  #1  (white), 
each  containing 0.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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Singoserp*-Esidrix® 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


CIBA  Summit,  N.J. 
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PESTICIDE? 

POISONING  ! 


PROTOPAM®  CHLORIDE 

(PRALIDOXIME  CHLORIDE ) injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOPAM  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  emergencies:  telephone  212  AL  4-1140. 

^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.  Y.  10010 


Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


News  and  Views 

Inordinate  Use  of  Power,  or  Bumbling 
Incompetence?  — 

In  response  to  a press  release  issued  by  the 
Food  and  Drug  Administration,  May  27, 
charging  that  Quell  (modified  Sippy  die- 
tary) is  a new  drug,  the  following  state- 
ment was  made  by  D.  Mead  Johnson,  Presi- 
dent of  Mead  Johnson  & Company,  Evans- 
ville, Indiana,  a pioneer  in  the  field  of  nu- 
tritional research  for  more  than  50  years; 

“QUELL  is  properly  labeled  as  a ‘special 
dietary  food’  under  Section  403j  of  the  Fed- 
eral Food,  Drug  and  Cosmetic  Act. 

“The  product  is  an  improved  form  of  the 
cream-milk  mixtures  recommended  for  many 
years  by  physicians  for  the  dietary  treat- 
ment of  peptic  ulcer,”  Mr.  Johnson  said. 
“Increased  knowledge  of  nutrition  permitted 
modifications  in  the  basic  cream-milk  (or 
Sippy)  formula.  It  was  then  packaged  by 
Mead  Johnson  & Company  in  a convenient 
6 oz  can. 

(Continued  on  page  28-A) 


“I’m  at  the  awkward  age  ...  I get  too  sick 
to  ignore  it  and  not  sick  enough  for  a 
house  call.” 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 
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MEPROSPAN-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE) 


Simplified,  convenient  dosage  for  emotional  relief. 


de  effecis:  ‘Meprospan’  (meprobamate,  sustained  release) 
remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
IS  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
ay  occur,  generally  developing  after  1-4  doses  of  the  drug. 

intraindications:  Previous  allergic  or  idiosyncratic  reactions 
meprobamate  contraindicate  subsequent  use. 

ecautions:  Should  administration  of  meprobamate  cause 
owsiness  or  visual  disturbances,  the  dose  should  be  reduced, 
oeration  of  motor  vehicles  or  machinery  or  other  activity 
quiring  alertness  should  be  avoided  if  these  symptoms  are 
esent.  Effects  of  excessive  alcohol  may  possibly  be  increased 
meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 
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WALLACE  LABORATORIES  Cranbury,  N.  J. 


Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


Eli  Lilly  and  Company 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sui’e. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


• Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


CARTOONS 

After  a “go  around”  in  “Letters  to  the 
Editor”  about  cartoons  and  considerable  in- 
vestigation of  the  cartoons  in  history,  letters 
from  some  rather  conservative  elder  states- 
men in  the  association,  and  an  offer  from 
my  artist  to  take  back  the  “girlie”  ones  in 
equal  trade  for  “namby-pamby”  ones,  the 
editor  has  reached  the  decision  that  he  will 
use  cartoons  part  of  which  will  be  in  each 
of  the  two  classes  mentioned  by  the  artist. 

Besides  direct  consideration  of  cartoons, 
the  editor  has  been  watching  television  pro- 
grams, even  those  produced  for  children,  and 
finds  more  exposure  of  the  female  form  on 
television  than  in  our  cartoons.  I am  sure 
the  objectors  can’t  keep  their  wives  and 
children  from  watching  television,  either 
at  home  or  at  some  other  home. 

DOCTOR  JOSEPH  D.  McCARTHY 


It  may  be  somewhat  of  a record  to  repre- 
sent a state  medical  association  in  the 
American  Medical  Association’s  House  of 
Delegates  for  19  years.  Probably  no  one 
realized  that  Dr.  Joseph  D.  McCarthy  had 
done  just  that  until  he  appeared  before  the 
Nebraska  State  Medical  House  of  Delegates 
to  say  that,  having  been  one  of  our  Delegates 
for  that  length  of  time,  he  did  not  wish  to 


be  re-elected  — he  wished  to  quit.  A man 
who  gives  much  of  his  time,  often  at  a sac- 
rifice of  comfort  and  safety,  not  to  mention 
financial  loss,  to  the  organization  for  which 
he  labors  becomes  accepted  as  a fixture,  a 
wheel  horse,  so  to  speak  and  is  thought  of 
much  as  we  think  of  electricity  and  water 
supply  — things  that  just  are  and  always 
will  be. 

Our  House  of  Delegates  could  do  no  less 
than  grant  Dr.  McCarthy  his  wish.  Their 
reluctance  to  see  him  withdraw  and  their 
gratitude  for  his  long  service  were  ex- 
pressed in  a proper  resolution  (see  min- 
utes of  H.  of  D.  in  this  issue)  and  a 
plaque  appropriately  designed.  Resolution 
and  plaque  serve  a good  purpose  and  require 
a minimum  of  space  but  they  are  “cold” 
and  somewhat  impersonal.  In  a case  like 
Joe’s  one  feels  that  something  warmer  and 
more  personal  is  due,  hence  this  little  write- 
up. 

“Joe,”  as  he  is  familiarly  called,  came  to 
Omaha  to  practice  his  specialty  — internal 
medicine  — in  1928.  He  had  had  a heap 
of  training  in  which  we  must  include  sev- 
eral years  as  a general  practitioner  as  well 
as  the  usual  formal  training.  Most  of  the 
years  since  then  various  phases  of  organ- 
ized medicine  have  been  his  avocation.  Most 
of  these  phases  did  not  come  singly  but 
“piggy-back”  so  to  speak.  From  then  until 
now  have  been  years  filled  with  the  greatest 
activity  in  our  efforts  to  thwart  attempts 
of  our  own  central  government  to  socialize 
medicine  and  of  other  organizations  with 
the  same  goal  bent  on  the  destruction  of  pri- 
vate enterprise  and  the  American  way  of 
practicing  medicine.  Hence,  there  was  al- 
ways plenty  to  do  for  those,  like  Joe,  who 
would  do  it.  It  will  be  impossible  to  cover 
in  detail,  the  activities  of  Dr.  Joe  in  or- 
ganized medicine,  but  we  feel  attention 
should  be  called  to  the  great  number  of  di- 
verse activities  most  of  which  were  of  major 
significance. 

In  the  beginning  Dr.  McCarthy  was  on  a 
full  time  status  at  Creighton  University 
School  of  Medicine,  with  certain  duties  at 
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St.  Joseph’s  Hospital,  but  after  he  returned 
from  11  months  service  in  the  Army  and 
11  months  research  on  tjTDhoid  fever  at 
Walter  Reed  Hospital,  he  become  associated 
with  the  University  of  Nebraska  College  of 
Medicine.  At  first,  he  was  in  research, 
then  up  through  the  various  professorships 
to  full  professor  of  medicine  with  all  the 
ancillary  duties  that  attend  a professorship. 
He  was  a staff  physician  at  Bishop  Clarkson 
Memorial  Hospital  and  at  St.  Joseph's  Hos- 
pital. He  was  a member  of  more  than  a 
dozen  societies,  organizer  of  the  Omaha 
Mid-West  Clinical  Society,  a member  of  12 
committees  of  the  American  College  of 
Physicians  in  which  he  was  Governor  for 
Nebraska  from  1946  to  1955  and  Regent 
from  1955  to  1961.  He  was  a member  of 
many  committees  of  the  Nebraska  State 
Medical  Association  including  the  Board  of 
Trustees,  and  was  its  president  in  1949. 
As  much  could  be  said  of  the  Omaha-Doug- 
las  County  Society  and  of  the  Omaha  Mid- 
West  Clinical  Society  for  which  he  was 
editor  of  its  journal  for  its  first  five  years. 

Doctor  McCarthy  was  involved  in  at  least 
11  committees,  councils,  and  task  forces  of 
the  AMA  from  1946  to  1961;  in  some  in- 
stances he  was  chainnan  or  vice  chairman. 
jMany  of  these  were  overlapping  terms,  so 
that  his  trips  to  Chicago  were  almost  weekly 
at  certain  times.  This  enumeration,  brief 
and  lacking  in  detail  poorly  pictures  the 
work  that  Dr.  Joe  did  for  organized  medi- 
cine. He  had  many  appointments  and 
duties,  too,  that  were  only  indirectly  con- 
nected with  medicine,  such  as  the  Nebraska 
Board  of  Medical  Examiners,  the  North  Cen- 
tral Confe)’ence,  Chairman  of  the  Governor’s 
Commission  on  Aging,  and  designee  to  the 
White  House  Conference  on  Aging  in  1961. 

On  the  lighter  side,  he  was  president  of 
the  Aces  and  Deuces  in  1963.  The  Aces  and 
Deuces,  in  case  you  do  not  know,  is  an  or- 
ganization composed  of  delegates  from  states 
that  rate  only  one  or  two  delegates.  There 
are  a considerable  number  of  these.  A non- 
member knows  little  that  goes  on  in  their 
conclaves;  he  is  familiar  only  with  the  “fun” 
side  of  the  organization. 

As  one  reads  the  details  of  Dr.  Mc- 
Carthy’s avocation  he  gets  the  picture  of  a 


man  devoted  to  medical  organization  and 
familiar  with  almost  all  that  has  been  go- 
ing on  in  our  land  for  the  last  quarter  cen- 
tury or  more.  It  is  obvious  that  Joe’s 
knowledge  and  devotion  made  it  lucky  for 
us  that  we  could  keep  him  in  the  AMA 
House  of  Delegates  as  one  of  our  representa- 
tives all  these  19  years.  Of  course  that  is 
not  to  imply  that  we  have  not  had  other 
valuable  delegates  and  alternates  all  these 
years.  It  must  have  been  a gratifying  op- 
portunity for  these  men  to  work  with  Joe 
in  the  House  of  Delegates  and  should  make 
them  all  the  better  as  they  step  into  his 
shoes. 

This  writer  feels  sure  that  Dr.  Joe  has 
earned  a respite  from  the  arduous  duties 
and  hopes  he  has  many  years  and  the  good 
sense  to  contemplate  and  enjoy  the  fruits 
of  his  labors,  while  acting  in  the  role  of 
advisor  to  any  who  may  need  and  seek 
advise. 

THE  TIME  HAS  COME 

Nearly  2500  years  ago  a Greek  physician 
named  Hippocrates  pointed  out  that  epilepsy 
is  no  more  mysterious  than  any  other  illness. 

Hippocrates  was  right,  of  course,  but 
people  continued  to  look  upon  epilepsy  with 
fear  and  suspicion.  Even  now  — in  spite 
of  medical  advances  that  have  made  it  pos- 
sible for  most  epilepsy  victims  to  lead  nor- 
mal, active  lives  — persons  with  epilepsy 
are  severely  penalized  for  their  malady  by 
public  opinion  and  state  laws  in  many  areas. 

The  Epilepsy  Foundation,  which  is  cur- 
rently conducting  Epilepsy  Information 
Month,  believes,  and  we  most  heartily  agree, 
that  the  time  is  long  overdue  to  dispel  the 
myths  that  surround  one  of  our  most  mis- 
understood health  problems. 

For  epilepsy  is  a health  problem  — on  a 
national  scale.  The  number  of  epilepsy 
victims  in  the  United  States  is  conservative- 
ly estimated  at  over  two  million.  Last  year 
there  were  just  over  a million  patients  with 
cancer  and  tuberculosis  combined! 

Ironically,  most  of  the  two  million-plus 
Americans  with  epilepsy  suffer  more  from 
the  attitudes  that  surround  their  malady 
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than  they  do  from  the  malady  itself.  State 
laws  in  many  areas  still  forbid  even  the 
person  who  has  been  certified  completely 
free  of  the  danger  of  seizures  to  drive  a 
car  — a necessary  part  of  modern  living 
for  most  people. 

Other  states  forbid  marriage,  and  some 
even  sanction  sterilization  for  persons  “ad- 
judged” to  be  epileptic  — even  though  the 
genetic  factor  in  epilepsy  has  long  since 
been  shown  to  be  insignificant.  Teachers 
are  often  afraid  to  have  children  with 
epilepsy  in  their  classrooms  — and  the  child 
is  deprived  of  the  right  to  a normal  educa- 
tion. 

The  Epilepsy  Foundation  is  waging  its 
educational  campaign  in  the  belief  that  with 
public  understanding  of  epilepsy  will  come 
a better  deal  for  one  out  of  every  hundred 
Americans.  We  wish  them  well.  (From 
Epilepsy  Foundation) 

News  and  Views 

Tannic  Acid  Hepato-Toxic — 

A question  of  toxicity  of  tannic  acid  when 
used  in  or  as  a part  of  barium  enemas 
has  been  raised.  The  American  College  of 
Radiology  asks  reports  on  all  cases  in  which 
this  possibility  is  present.  The  toxic  evi- 
dence is  “fulminating  hepatic  necrosis.'’ 
There  seems  to  be  sufficient  evidence  ac- 
cumulated to  make  this  a strong  possibility. 
(From  Bulletin,  American  College  of  Radi- 
ology, Vol.  20,  No.  5,  May  15,  1964). 

Origin  of  New  Drugs — 

New  information  was  made  available  re- 
cently on  the  sources  of  key  drug  discoveries 
in  the  United  States.  According  to  a study 
of  the  origins  of  365  basic  new  drugs  intro- 
duced since  1941,  more  than  90  per  cent 
came  from  the  pharmaceutical  industry; 
about  nine  per  cent  came  from  universities 
and  state  institutions,  and  less  than  one  per 
cent  came  from  the  federal  government.  The 
study  was  made  by  the  Pharmaceutical 
Manufacturers  Association. 

The  information  was  presented  to  the 
House  subcommittee  on  intergovernmental 
relations  by  Austin  Smith,  MD,  president 


of  the  Pharmaceutical  Manufacturers  Asso- 
ciation. The  association  had  testified  April 
8,  and  Chairman  L.  H.  Fountain  (D-NC) 
invited  PMA  to  return  to  present  more  in- 
foiTnation  and  answer  questions. 

Dr.  Smith  praised  the  work  of  the  federal 
research  agencies  in  the  search  to  unearth 
fundamental  new  information  about  drugs. 
He  said  1962  federal  programs  in  this  area 
amounted  to  almost  $71  million,  according 
to  NIH,  while  the  drug  industry’s  research 
spending  that  year  was  $238  million.  He 
favored  frequent  contacts  between  govern- 
ment and  industry  scientists,  saying  they 
are  of  real  mutual  value,  though  no  specific 
drug  has  come  of  them  to  date. 

As  examples  of  current  government-indus- 
try cooperation,  he  described  the  massive 
National  Cancer  Institute  cancer  screening 
program  and  noted  that  drug  firms  donate 
most  of  the  substances  NCI  screens.  He 
said  other  joint  ventures  include  collabora- 
tion on  drug  research  to  combat  mental  ill- 
ness and  to  develop  common  cold  vaccines. 

310  Pathologists  Pass  Boards  for 
Diplomate  Certification — 

A total  of  310  pathologists  have  been  cer- 
tified this  spring  as  Diplomates  in  path- 
ology, the  American  Board  of  Pathology  has 
announced.  To  become  eligible  for  certifica- 
tion, an  MD  must  have  one  year  of  intern- 
ship and  three  or  four  years  of  training  as 
a resident  physician  in  pathology.  One  Ne- 
braska physician,  Arthur  L.  Larsen,  Omaha 
31,  is  included  in  the  310. 

This  spring’s  new  Diplomates  bring  to 
more  than  5500  the  number  of  physicians 
certified  in  one  or  more  of  the  seven  classi- 
fications of  pathology  — the  principal  ones 
of  anatomic  and  clinical  pathology,  and  the 
special  fields  of  forensic  pathology,  neuro- 
pathology, hematology,  clinical  chemistry, 
and  clinical  microbiology. 

The  American  Board  of  Pathology,  in  ad- 
dition to  examining  and  certifying  patholo- 
gists semi-annually,  collaborates  with  the 
Council  of  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  in  ap- 
proving hospitals  and  institutions  for  path- 
ology training. 
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Comments  From  Your  President 


Since  my  last  message,  your  Executive 
Secretary,  Ken  Neff,  and  I have  completed 
a tour  of  the  western  part  of  the  state.  We 
met  with  the  county  societies  in  Sidney, 
Scottsbluff  and  Chadron.  In  all  instances 
we  were  well  received  and  entertained.  It 
is  my  own  personal  feeling  that  our  meet- 
ings were  most  rewarding.  Certainly,  I 
learned  much  about  the  problems  of  the 
western  county  societies  and  I hope  that  in 
the  course  of  the  next  few  months,  a good 
many  of  the  ideas  and  suggestions  gained 
during  these  meetings  can  be  implemented. 
All  of  the  meetings  were  informal,  consist- 
ing of  question  and  answer  sessions,  with  an 
attempt  on  our  part  to  bring  to  the  com- 
ponent societies  the  actions  of  the  House  of 
Delegates,  the  functions  of  the  various  com- 
mittees, the  services  that  the  state  office 
has  to  offer,  and  the  plans  for  the  coming 
year.  Many  suggestions  will  be  conveyed 
to  the  appropriate  committee  to  aid  in  for- 
mulating its  actions.  I feel  that  these 
meetings  with  county  societies  should  be 
continued  in  future  years,  and  it  is  my  in- 
tent to  schedule  several  more  during  my  time 
in  office.  Our  sincere  thanks  to  the  mem- 
bers who  helped  make  our  meetings  such  a 
success. 

The  committees  have  already  started  to 
function  and  several  significant  steps  have 
been  taken.  The  Public  Relations  Commit- 
tee has  outlined  several  important  tasks  for 
the  coming  year.  I feel  that  this  will  prove 
to  be  one  of  the  most  active  and  productive 
committees  in  the  Association.  We  now 
have  funds  which  are  absolutely  necessary 
in  any  public  relations  program. 

The  Scientific  Sessions  Committee  has 
had  its  first  meeting,  with  several  others 
in  the  offing,  before  the  program  is  final- 
ized. The  first  meeting  was  spent  mainly 
in  deciding  on  the  format  of  the  next  annual 
meeting. 


The  Committee  on  Psychiatry  has  had  a 
meeting  in  which  the  matter  of  dissemina- 
tion of  information  to  members  of  the  Asso- 
ciation was  discussed  and  several  workable 
plans  were  devised.  The  important  actions 
of  various  committees  will  be  reported  to 
you  as  they  occur. 

By  this  time,  I am  sure  you  are  all  aware 
that  Dr.  Perry  Tollman  has  resigned  his 
position  as  Dean  of  the  University  of  Ne- 
braska College  of  Medicine.  During  the 
next  few  weeks,  a successor  to  Dean  Toll- 
man will  be  chosen.  Your  President  has 
been  made  a member  of  the  committee  to  aid 
in  advising  the  administration  in  this  ap- 
pointment. This  is  a great  step  in  cement- 
ing the  relationship  between  the  University 
of  Nebraska  and  the  medical  profession. 
The  State  Medical  Association  is  truly  ap- 
preciative of  this  honor  and  expression  of 
confidence  by  the  University  of  Nebraska. 

In  our  next  message,  we  will  attempt  to 
highlight  the  proceedings  of  the  AMA  at 
its  Annual  Meeting  in  San  Francisco. 

RICHARD  GARLINGHOUSE, 
President. 
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^ ARTICLES 


MALIGNANT  NASAL  DISCHARGE  — 

Cancer  of  the  Nasopharynx 


Most  patients  with  cancer  of 
the  nasopharynx  have  a chron- 
ic upper  respiratory  infection. 
They  may  have  a head  cold,  bleeding  from 
the  nose,  purulent  nasal  discharge,  “fullness 
in  the  ear”  (unilateral  deafness),  sinus  in- 
fection or  mastoid  infection.  By  the  time 
the  diagnosis  of  cancer  in  the  nasopharynx 
is  established  many  patients  have  received 
symptomatic  and  antibiotic  treatment  for 
many  months.  Sometimes  cervical  adeno- 
pathy is  the  first  symptom  and  initiates  a 
search  for  a primaiy  tumor.  Obviously,  the 
chronic  infection  results  from  the  basic 
cause  of  the  patient’s  distress  which  is  an 
obstructing,  irritating,  space  occupying  mass 
in  the  nasopharynx.  The  usual  antibiotic 
and  symptomatic  treatment  may  give  tem- 
porary relief,  but  recurrence  and  persistence 
of  infection  and  progressive  obstruction  is 
inevitable  and  should  serve  to  alert  one  to 
the  possibility  of  a more  serious  condition. 
In  his  excellent  book^  del  Regato  states 
that  the  most  common  initial  complaint  of 
patients  with  cancer  of  the  nasopharynx  is 
cervical  adenopathy.  This  may  be  true  by 
the  time  the  patient  eventually  meets  the 
radiotherapist,  but  history  will  reveal  most 
patients  initially  have  other  complaints  in- 
directly referable  to  the  primary  tumor  prior 
to  the  development  of  lumps  in  the  neck. 

The  long  delay  between  the  initial  visit  of 
the  patient  to  the  clinician  appealing  for  re- 
lief of  nasal  discharge  and  the  onset  of  defin- 
itive treatment  may  partially  explain  the 
relatively  poor  results  of  therapy.  However, 
a long  delay  before  anti-cancer  therapy  is 
begun  seems  likely  to  continue  to  plague  us 
in  the  future  because,  regrettably,  a tumor 
in  the  nasopharynx  is  often  extremely  dif- 
ficult to  find  even  with  the  most  diligent 
searching  by  expert  examiners  and  may  be 
quite  small  and  elusive  even  after  extensive 
metastases  have  occurred.  Undoubtedly  the 
nasopharynx  is  one  of  the  most  difficult  re- 
gions in  the  body  to  examine.  A nasal 
catheter  may  be  passed  in  through  the  nose 
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and  back  out  through  the  mouth  to  retract 
the  soft  palate  for  better  visualization  by 
mirror.^ 

Perhaps  the  one  hope  for  improvement  in 
control  of  these  tumors  is  a high  index  of 
suspicion  of  possible  cancer  in  patients  who 
have  a chronic  nasal  discharge  and  who  are 
only  temporarily  or  partially  helped  by  the 
usual  treatment.  Accordingly,  an  earlier 
diagnosis  might  be  made  and  treatment  in- 
stituted sooner.  Admittedly,  very  few  of 
such  a group  of  people  will  actually  have  a 
cancer  in  the  nasopharynx,  so  that  many 
examinations  of  the  nasopharynx  will  result 
in  a low  yield  of  significant  findings.  More- 
over, while  we  like  to  hope  that  earlier  diag- 
nosis would  result  in  more  cures,  it  is  by 
no  means  certain  that  such  a happy  conclu- 
sion can  be  substantiated  by  the  facts. 

TUMOR  HISTOLOGY 

The  classification  of  tumors  of  the  naso- 
pharynx is  confused  and  consequently  cor- 
relation of  various  reported  series  is  almost 
impossible.  Drs.  Schenken  and  Tamisiea* 
conclude  that  the  following  scheme  seems  to 
best  correlate  the  histology  of  the  tumor  with 
the  therapeutic  response  and  ultimate  fate 
of  the  patient.  The  most  common  cancer  of 
the  nasopharynx  is  the  transitional  cell  car- 
cinoma. This  is  an  epithelial  tumor  that  oc- 
curs in  an  area  of  rich  lymphatic  tissue. 
Another  name  sometimes  given  to  this  his- 
tologic pattern  is  Ijmiphoepithelioma  be- 
cause of  the  large  number  of  lymphocytes 
which  accompany  the  epidermoid  cells.  Most 

♦Department  of  Pathology,  Nebraska  Methodist  Hospital. 
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authorities  agree  that  only  the  epidermoid 
component  is  malignant  and  that  the  lym- 
phocytes are  not  active  in  the  cancer.  An- 
other common  type  of  cancer  is  the  malig- 
nant lymphoma.  Ljnnphosarcoma  (lympho- 
blastoma) is  the  usual  type,  but  reticulum 
cell  sarcomas  occur.  Reticulum  cell  sar- 
coma can  apparently  be  confused  histolog- 
ically with  transitional  cell  carcinoma  and 
lymphoblastoma  with  lymphoepithelioma. 
Squamous  cell  carcinoma  is,  fortunately, 
relatively  uncommon  in  our  experience,  but 
when  it  occurs  it  is  a vicious  tumor  that  is 
most  difficult  to  eliminate.  Finally,  cancers 
arising  from  salivary  glands,  mucous  glands 
or  nervous  tissue  may  rarely  be  diagnosed. 

NATURAL  HISTORY 

It  is  written  by  Flatman^  that  most  can- 
cers of  the  nasopharynx  originate  in  the 
lateral  recesses  and  specifically  in  the  fos- 
sae of  Rosenmuller.  Because  of  the  proxim- 
ity these  tumors  frequently  penetrate  the 
base  of  the  skull  through  one  of  several  fora- 
minae,  or  invade  the  maxillopharjmgeal 
space  but  in  either  case  involve  cranial 
nerves.  Both  Flatman^  and  Lederman^  re- 
port that  the  most  frequently  involved  cra- 
nial nerve  is  the  fifth  but  it  is  followed  very 
closely  in  incidence  by  the  sixth.  However, 
any  or  all  the  cranial  nerves  may  be  de- 
stroyed by  these  tumors.  It  is  likely  that 
dysfunction  of  the  mandibular  branch  of  the 
fifth  nerve  usually  results  from  tumor  inva- 
sion into  the  maxillopharyngeal  space  caus- 
ing compression  as  it  descends  from  the 
foramen  ovale.  The  most  common  initial 
result  of  invasion  of  the  base  of  the  skull  is 
dysfunction  of  the  sixth  cranial  neiwe.  Ac- 
cording to  del  Regato^  tumor  may  also  invade 
the  retroparotid  space  to  disturb  the  func- 
tion of  the  ninth,  tenth,  eleventh  and  twelfth 
cranial  nerves  and  also  the  sjunpathetic 
nerves  by  compression  as  they  emerge  from 
the  base  of  the  skull.  The  cancer  may  grow 
forward  into  the  cavernous  sinus  with  sub- 
sequent dj’sf unction  of  the  third,  fourth, 
fifth  and  sixth  cranial  nerves. 

When  therapy  is  initiated,  at  least  half  of 
the  cases  of  cancer  of  the  nasopharynx  have 
palpable  cervical  adenopathy  and  85  per  cent 
of  cases  ultimately  develop  IjTnph  node 


metastases.^  The  malignant  ceiwical  nodes 
usually  follow  the  coui*se  of  the  sternocleido- 
mastoid muscle  and  are  most  common  su- 
periorly. However,  the  retropharyngeal 
IjTnphatics  also  drain  the  nasopharynx  and 
the  retropharjmgeal  nodes  are  commonly 
seeded  with  malignant  cells. 

TREATMENT 

Surgical  treatment  of  carcinoma  of  the 
nasopharynx  is  not  acceptable  for  at  least  two 
reasons.  The  primary  tumor  is  inaccessible 
so  that  total  removal  is  unlikely  or  impos- 
sible and  the  retropharyngeal  lymph  nodes, 
which  are  frequently  involved,  cannot  be  re- 
moved. Irradiation  therapy  is  the  treat- 
ment of  choice  even  though  the  results  are 
not  gratifying.  Unlike  many  head-and-neck 
tumors  in  which  combination  therapy  is 
favored  whereby  the  primary  tumor  is  treat- 
ed with  irradiation  and  nodal  metastases 
are  surgically  removed;  the  primary  cancer 
of  the  nasopharynx  as  well  as  the  ceiwical  and 
retropharyngeal  lymph  nodes  are  irradiated 
in  continuitJ^  Since  tumor  erosion  of  the 
base  of  the  skull  is  common,  the  beam  of 
irradiation  should  extend  sufficiently  ceph- 
alad  to  include  probable  sites  of  extension 
into  the  cranial  vault.  The  posterior  orbit 
should  be  included  whenever  it  shows  evi- 
dence of  invasion.  However,  since  the  dose 
of  irradiation  required  to  destroy  transi- 
tional cell  carcinoma,  squamous  cell  carcin- 
oma, and  the  glandular  tumors  may  exceed 
the  radiation  tolerance  of  the  ceiwical  spinal 
cord  in  some  individuals,  meticulous  beam 
direction  is  absolutely  essential.  The  radia- 
tion dose  to  the  spinal  cord  should  be  as  low 
as  possible.  Higher  energy  radiation  (co- 
balt®®) is  advantageous^^  but  many  patients 
have  been  satisfactorily  treated  in  previous 
years  using  heavily  filtered  220  to  250  KV 
irradiation.  Regardless  of  the  modality  of 
irradiation  the  major  requirement  in  giving 
the  irradiation  therapy  is  careful,  painstak- 
ing, individualized  attention  to  the  patient. 

At  the  outset  the  extent  of  disease  must  be 
established  to  the  best  of  the  therapist’s 
ability  using  whatever  aids  are  available  and 
helpful.  The  treatment  must  be  planned  and 
prescribed  for  the  patient  as  an  individual. 
The  therapist  must  determine  the  optimum 
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enei'gy  of  the  irradiation,  the  most  advan- 
tageous target  — skin  distance,  the  num- 
ber of  portals,  their  angles  and  their  size, 
whether  to  use  wedges,  the  desired  daily  and 
weekly  doses,  and  finally  the  tentative  final 
dose  — time  relationship. 

In  the  planning  of  therapy  we  not  only 
use  clinical  examinations,  but  also  make  ex- 
tensive use  of  X-ray  examinations  including 
postero-anterior  and  lateral  films  of  the 
nasopharynx  with  air  contrast,  and,  in  par- 
ticular, we  depend  on  the  results  of  frontal 
laminography  of  the  nasopharynx.  The 
gross  extent  of  tumor  can  often  be  delineated 
most  effectively  by  this  method.  Views  of 
the  base  of  the  skull  are  made  to  search  for 
possible  basilar  skull  destruction,  but  these 
films  are  often  difficult  to  interpret.  It  is 
well  to  remember  that  the  lack  of  demon- 
stration of  destruction  does  not  eliminate 
the  possibility  of  invasion  by  the  tumor. 
Finally  we  depend  heavily  on  the  coopera- 
tion of  the  head-and-neck  surgeon  and  the 
otorhinolaryngologist.  Their  help  has  been 
invaluable  in  determination  of  the  extent  of 
the  disease,  evaluation  of  response  during  the 
progress  of  treatment,  and  in  the  follow-up 
management. 

The  physical  setup  of  beam  direction  is 
verified  by  X-ray  films  to  certify  desirable 
relationships  of  the  beam  to  the  patient. 
The  usual  tumor  dose  we  employ  is  calculat- 
ed to  be  about  6000  r at  the  midline  of  the 
nasopharynx  in  five  to  seven  weeks  for  car- 
cinomas and  3500  to  4500  r in  four  to  five 
weeks  for  malignant  lymphomas  of  the  naso- 
pharynx. We  do  not  use  the  nasopharyngeal 
radioactive  plaque.  A minute  change  in  po- 
sition can  cause  a significant  variation  in 
dose  rate,  rendering  accurate  calculation  of 
dose  impossible.  The  plaque,  of  course,  does 
not  treat  the  regional  lymph  node  areas 
which  we  feel  should  be  included  in  the 
fields  of  irradiation. 

We  do  not  believe  that  a total  dose  should 
be  set  the  first  day  the  patient  is  treated  and 
then  adhered  to  regardless  of  individual  con- 
siderations. On  the  other  hand,  the  system 
of  treatment  should  not  be  vague,  chaotic,  or 
haphazard.  We  further  feel  that  daily  ad- 
ministration of  the  irradiation  with  regard 


to  both  the  position  of  the  patient  and  the 
direction  of  the  beam  of  radiation  entering 
the  patient  is  the  personal  responsibility  of 
the  physician  and  should  not  be  delegated  to 
the  technician.  Lack  of  total  attention  to 
the  patient  cannot  be  compensated  for  by 
better  equipment,  the  finest  most  loyal  tech- 
nicians, or  the  administration  of  higher 
doses. 

Treatment  of  the  large  volume  of  tissue 
necessarily  included  in  these  cancers  to 
doses  of  the  magnitude  recommended  may 
cause  the  patient  distressful  symptoms. 
Some  patients  develop  pharyngeal  irritation 
manifested  by  tenderness  especially  on 
swallowing.  Food  seems  to  “stick”  in  the 
throat.  They  can  tolerate  only  bland  soft 
foods  of  moderate  temperature.  Examina- 
tion usually  reveals  “mucositis”  often  ap- 
pearing as  a dyphtheritic-like  smooth  coating 
or  injection  of  the  affected  mucous  mem- 
branes. Often  aspirin  or  aspirin  suspended 
in  gum  tragacanth  mucilage  taken  prior  to 
eating  gives  some  relief.  Topical  anesthetic 
agents  have  been  of  little  help.  Even  high 
energy  irradiation  may  cause  troublesome 
skin  reactions  in  some  individuals.  Tem- 
porary or  permanent  depilation  in  the  treat- 
ed  zones  relieve  the  male  patient  (and  some 
females)  from  shaving  the  periphery  of  their 
faces  and  so  might  be  considered  a fringe 
benefit.  Soon  after  completion  of  treatment, 
most  patients  state  that  their  throat  is  dry, 
and  it  is  obviously  dry  when  examined. 
High  fluid  intake  and  humidification  of 
their  bedrooms  at  night  help  to  relieve  this 
distress,  but  it  may  persist  for  years  and 
be  the  outstanding  complaint.  Most  patients 
complain  of  bizarre  distortions  of  taste  dur- 
ing and  for  several  months  after  irradiation 
treatment.  Besides  lack  of  control  of  the 
tumor,  probably  the  most  undesirable  se- 
quel of  the  irradiation  treatment  is  the 
rare  complication  of  chronic  pharyngeal  wall 
ulceration.  Symptomatic  care  can  be  ten- 
dered while  the  patient  and  the  therapist 
pray  for  re-epithelization  to  occur.  Inva- 
sion of  the  base  of  the  skull  by  the  tumor 
with  progressive  destruction  of  the  cranial 
nerves  so  that  the  eyes  look  off  in  different 
directions,  paralyses  occur,  and  other  neu- 
rological signs  develop,  should  be  recognized 
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for  what  it  is  and  not  be  ascribed  to  destruc- 
tion of  neiwes  by  excessive  irradiation  ther- 
apy. 

RESULTS 

The  results  of  treatment  of  cancer  of  the 
nasopharjTix  are  not  only  dependent  on  the 
quality  and  early  onset  of  therapy  but  are 
related  to  several  biologic  variables.  The 
histology*  of  the  original  tumor  has  an  im- 
portant bearing  on  the  outcome.  Squamous 
cell  carcinoma  is  very  difficult  to  control. 
Snelling®  reports  only  about  one  patient  out 
of  every  ten  treated  to  be  alive  at  five  years. 
About  one-half  of  the  patients  with  hmipho- 
sarcomas  are  controlled  locally  at  five  years,® 
but  many  of  these  patients  later  develop  gen- 
eralized lymphoma  and  it  eventually  causes 
their  death.  About  one-fifth  to  one-third  of 
patients  with  transitional  cell  carcinomas 
are  alive  at  five  years. ® 

Another  variable  that  affects  prognosis  is 
the  presence  of  hmiph  node  metastases  at  the 
time  of  therapy.  iNIetastases  markedly  re- 
duce the  ultimate  chance  of  control  of  the 
cancer.  For  example  Snelling®  reports  a re- 
duction from  about  thirty  per  cent  five  year 
cure  in  those  free  of  known  nodal  metastases 
to  twenty-six  per  cent  in  those  who  have 
metastases. 

The  over-all  five  year  survival  rate  con- 
sidering all  types  of  cancer  is  reported  to  be 
about  fifteen  to  thirty  per  cent.  (Table  1). 


Table  1 

RESULTS  OF  TREATMENT  OF  CANCER 
OF  THE  NASOPHARYNX 


Institution 

Number  of 
Patients 

5 Yr.  Survival 
in  Per  Cent 

University  of 
Virginia^ 

__  37 

27.0% 

Los  Angeles  Tumor 
Instituteio 

24 

33.0% 

Middlesex  Hospital, 
Londonrt 

54 

15.0% 

Radium  Center, 

Copenhagen"  

77 

14.3% 

Nebraska  Methodist 
Hospital 

23 

30.0% 

SU^DIARY 

1.  Cancer  of  the  nasophaiATix  is  often 
the  cause  of  chronic  upper  respiratory 
infection  for  months  prior  to  histolog- 
ic diagnosis. 


2.  Cancer  of  the  nasopharynx  is  treat- 
ed preferentially  by  iiTadiation  ther- 
apy. 

3.  Cancer  of  the  nasopharynx  tends  to 
destroy  cranial  nerves  by  invading 
contiguous  areas  including  the  base  of 
the  skull  and  frequently  metastasizes 
to  regional  lymph  nodes. 

4.  Successful  treatment  of  cancer  of  the 
nasopharynx  depends  not  only  on  high 
dose  irradiation  and  widefield  cover- 
age but  on  careful  personalized  atten- 
tion by  the  physicians  managing  the 
case. 

5.  The  results  of  treatment  are  poor, 
only  fifteen  to  thirty  per  cent  of  the 
patients  remaining  alive  for  five 
years,  but  might  be  improved  with 
earlier  diagnosis. 
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A Quinquennial  Study 
on  Infant  Mortality 

Omaha-Douglas  County,  Nebraska,  1880-1960* 


INTRODUCTION 

SINCE  1950  it  has  become  evi- 
dent that  the  downward  trend 
in  infant  mortality  in  the 
United  States  has  ceasedd  International 
data  on  infant  moi’tality,  however,  reveals 
that  the  rates  for  many  other  countries  have 
continued  to  decline  to  points  substantially 
lower  than  that  of  the  United  States.  In 
1950  the  United  States  ranked  sixth  among 
those  countries  with  lowest  rates  and  which 
had  relatively  complete  reporting  based  on 
internationally  accepted  definitions.^  Since 
that  time  the  United  States  has  slipped  to 
11th  position.  Included  among  those  coun- 
tries with  infant  mortality  rates  lower  than 
the  United  States  are  Australia,  England, 
the  Netherlands,  and  Sweden. 

PURPOSE 

The  purpose  of  this  study  is  to  provide  an 
historical  perspective  to  the  general  causes 
of  infant  mortality  in  Omaha  - Douglas 
County  from  1880  to  1960  and  to  present 
contemporary  epidemiologic  data  regarding 
infant  mortality.  Finally,  it  was  considered 
important  to  compare  the  local  data  on  in- 
fant mortality  with  that  available  for  the 
United  States  and  selected  countries.  It  is 
the  ultimate  aim  of  any  epidemiological 
study  to  identify  factors  which  can  be 
altered  to  prevent  or  reduce  the  occurrence 
of  death  or  disease.^ 

METHODS 

In  this  study  covering  80  years,  three 
factors  must  be  taken  into  consideration. 
First,  modern  tenninology  as  to  cause  of 
death  differed  considerably  from  that  of 
former  days.  Second,  in  the  earlier  period, 
particularly  1880-1905,  symptoms  such  as 
convulsions  or  spasm  were  acceptable  as 
causes  of  death.  Third,  inconsistency  in  re- 

July,  1964 


RICHARD  McCARTY. 

Junior  Medical  Student, 
Department  of  Preventive  Medicine, 
Creighton  University  School  of  Medicine 

and 

E.  D.  LYMAN,  MD,  MPH 
Health  Director, 

Omaha-Douglas  County  Health  Department 
Omaha,  Nebraska 


porting  prematurity  and  stillbirth  prevailed 
up  to  fairly  recent  times. 

The  data  were  collected  on  a quinquennial 
basis  from  1880  to  1960  in  Omaha-Douglas 
County  and  comparisons  were  made  with 
national  figures. 

Information  from  all  infant  deaths  (4244) 
was  coded  on  data  processing  cards,  using  a 
modification  of  the  World  Health  Organiza- 
tion international  classification  of  cause  of 
death. 

The  denominator  information  in  comput- 
ing the  death  rate  was  obtained  from  the 
demogram  prepared  in  an  earlier  study.^ 
The  infant  mortality  rate  employed  herein, 
therefore,  expresses  the  ratio  of  deaths  un- 
der one  year  to  1000  population  under  one 
year  of  age.  In  the  later  data  computed  by 
census  tracts,  birth  figures  were  available. 

RESULTS 

Crude  infant  mortality 

Infant  mortality  showed  no  discernible 
trends  downward  until  1920,  from  which 
date  sizeable  reductions  occurred  until  1940. 
Since  1940  the  decline  has  been  less  marked. 
From  1945  the  figures  for  the  United  States 
declined  at  a more  rapid  rate  than  those  for 

♦This  study  was  prepared  under  the  Ak-Sar-Ben  Scholarship 
for  Public  Health. 
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INFANT  DEATHS  PER  1,000  POPULATION 


Table  1 


INFANT  DEATHS  PER  1000  POPULATION  UNDER 
ONE  YEAR  OF  AGE  BY  SEX  AND  RACE  IN 
OMAHA-DOUGLAS  COUNTY,  1880-1962 


United  States 

Omaha-Douglas  County 
Sex 

Race 

Death  Rate* 

Death  Rate  Male 

Female  White 

Non-White 

1880 

102 

120 

80 

1885 

59 

64 

54 

1890 

66 

64 

60 

1895 

77 

78 

72 

1900 

86 

98 

73 

1905 

70 

82 

58 

1910  _ 

85 

94 

78 

1915  __  100 

58 

65 

51 

1920  86 

95 

108 

81 

1925  72 

81 

91 

70 

1930  _ 65 

55 

69 

40 

1935  56 

49 

59 

38 

1940  47 

41 

44 

38 

38 

58 

1945  _ 38 

36 

43 

28 

33 

81 

1950  29 

39 

43 

35 

39 

40 

1955  _ 26 

38 

38 

36 

35 

62 

1960  26 

32 

37 

27 

31 

40 

1961  25 

27 



1962  _ 

24 

— 







Omaha-Douglas  County  Health 
Department  of  Commerce. 

♦Per  1000  live  births. 

Department 

Records, 

1880-1960, 

and  U.  S. 

FigTire  1 

INFANT  DEATHS  PER  1,000  POPULATION 

UNDER  ONE  YEAR  OF  AGE 


O 

«0 

o> 


OD 

0) 


O 

0) 

o 


€> 

QD 


O 

o 


YEAR 


ir> 

lO 


356 


Nebraska  S.  M.  J. 


Omaha  and  Douglas  County.  Fifteen  years 
later  the  local  figures  are  beginning  to  ap- 
proximate those  for  the  nation. 

Without  exception  infant  males  died  in 
greater  numbers  during  the  first  year  of  life 
in  all  years  studied.  Death  rates  for  non- 
whites exceeded  those  for  white  infants  by 
a wide  margin  except  for  1950.  Socio-eco- 
nomic comparisons  on  a racial  basis  were  not 
available  for  study. 

Season 

Variations  in  seasonal  distribution  of  in- 


fant mortality,  although  once  very  obvious, 
have  ceased  to  be  of  significance  since  1920. 
This  is  due  to  the  changing  picture  in  cause 
of  death  evident  throughout  the  study.  En- 
teric disease,  which  in  early  years  ran  ram- 
pant throughout  the  summer  months,  has 
been  all  but  eliminated  as  a cause  of  death 
from  this  age  group. 

Age 

Figure  3 illustrates  the  increasing  im- 
portance to  survival  of  the  first  days  of  life. 
Deaths  from  0-7  days  now  account  for  al- 


Fig-ure  2 
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most  75  per  cent  of  all  infant  mortality. 
From  1900  to  1930  a major  decline  in  deaths 
in  the  8-28  day  period  occurred,  reaching  the 
level  which  it  is  today.  The  group  of  infant 
deaths  over  28  days  of  age  has  been  reduced 
sharply  and  it  is  continuing  to  decline  al- 
though nt  a somewhat  slower  pace. 

The  study  reveals  a growing  predominance 
of  prematurity  as  a cause  of  infant  mortal- 
ity. By  1960  it  was  directly  related  to  50  per 
cent  of  the  cases  studied.  This  correlates 
well  with  the  age  of  death,  as  most  of  these 
deaths  occur  during  the  first  week  of  life. 

Etiology  in  infant  mortality 

This  chart  depicts  the  changing  trends  in 
diagnosis  given  on  death  certificates  for  the 
major  classifications:  (1)  Infectious  and 

Parasitic;  (2)  Respiratory;  (3)  Diseases  of 


Infancy;  (4)  Malformations;  (5)  Other,  and 
(6)  Unknown. 

Although  infectious  and  parasitic  diseases 
as  a primaiy  cause  of  death  have  largely  dis- 
appeared from  the  death  certificates  since 
1935,  they  still  remain  a significant  cause 
of  death.  Deaths  from  such  infectious  dis- 
eases as  pneumonia  and  nephritis  are  not 
included  under  this  category.  One  veiy  im- 
portant cause  of  death  — the  acute  crib 
death  — still  has  not  been  characterized  en- 
tirely, but  it  is  thought  viruses  may  play  a 
major  role. 

Malformations  did  not  appear  as  a major 
classification  until  1940,  and  represent  a 
step  up  in  the  sophistication  of  pediatric 
diagnosis  — and  not  necessarily  a new 
phenomenon. 

The  category  for  respiratory  illness  has 


Figure  3 
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held  fairly  constant  throughout  the  study, 
being  absent  only  in  1905. 

Only  the  category  of  “Other”  is  found  in 
each  year,  accounting  in  1960  for  12  per 
cent  of  the  infant  deaths. 

Until  1905  the  diagnosis  of  “Unknown” 
apparently  was  acceptable  but  subsequently 
was  eliminated  in  an  effort  to  secure  a de- 
finitive diagnosis  for  every  death. 

Geographical  distribution 

Figure  5 is  a census  tract  map  indicating 
the  birth  rate  per  1000  population  for  each 
tract  for  1962.  The  census  tracts  with  the 
highest  birth  rates  are  mostly  located  either 
in  the  Near  North  Side  area  wherein  the 
non-white  population  is  mainly  concentrated 
or  in  the  peripheral  suburban  census  tracts 
where  young  white  adults  dwell.  Birth  rates 
range  from  8.4  to  63.8  per  1000  population, 
with  the  average  at  28.0  per  1000  popula- 
tion. The  highest  rate  is  in  Census  Tract  9 


located  on  the  Near  North  Side.  Fifty  per 
cent  of  the  births  occur  within  25  per  cent 
of  the  census  tracts. 

The  figure  also  reveals  the  top  quartile 
of  census  tracts  with  the  highest  infant  mor- 
tality rates  for  the  same  year.  Infant  mor- 
tality rates  for  the  top  quartile  range  from 
35.1  to  76.9;  average  for  the  entire  city  is 
21.8  deaths  per  1000  live  births.  Again  fifty 
per  cent  of  the  deaths  occurred  in  25  per 
cent  of  the  census  tracts. 

Correlation  with  housing  and 
socio-economic  status 

Geographic  distribution  raised  questions 
involving  the  correlation  of  infant  mortality 
with  housing  and  economic  status.  Figure 
6 portrays  the  distribution  of  infant  mortal- 
ity by  census  tract  together  with  certain  ad- 
verse environmental  factors  measuring  qual- 
ity of  housing  and,  in  turn  socio-economic 
status.  Environmental  factors  employed 
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relate  to  average  value,  deterioration,  dilap- 
idation, and  overcrowding  of  occupied  hous- 
ing units  as  defined  by  the  United  States 
Census  Bureau. 

Symbols  used  to  indicate  each  factor  indi- 


cate a range  as  follows: 

Top  Quartile  City  Average 

Average  value  $5,000-$8,000 $13,000 

Deterioration  22-43%  12.6% 

Dilapidation  6-34%  3.0% 

Overcrowding  15-32%  10.5% 


Inasmuch  as  no  attempt  was  made  to 
weigh  the  factors,  the  same  symbol  was 
used  to  indicate  the  census  tract  in  the  top 
quartile,  namely,  least  value,  most  deteriora- 
tion, dilapidation,  and  overcrowding  for  each 
factor. 

Table  2 shows  the  number  of  adverse  en- 
vironmental symbols  for  each  quartile  dis- 
tribution of  infant  moifality. 


Figure  5 


BIRTH  RATE  PER  1000 
POPULATION  BY  CENSUS  TRACT 
1962 


QUARTILE 

RATE 

1st 

31.9 

to  63.8 
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4th  

8.4 

to  21.9 
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From  table  2 it  is  apparent  that  51  ad- 
verse factors  are  located  in  those  census 
tracts  with  infant  mortality  above  the 
median  and  25  in  census  tracts  below  the 
median.  Only  six  adverse  factors  were  locat- 
ed in  four  census  tracts  with  no  infant 
deaths.  Births  for  the  four  tracts,  however, 
totaled  less  than  three  per  cent  of  the  total 
of  9652  births  for  the  year. 


The  number  of  total  deaths  in  one  year  is 
quite  small  for  highly  reliable  rates  to  be 
developed  on  a census  tract  basis.  A five-to- 
ten-year  study  would  be  far  more  depend- 
able. The  lumping  together  of  four  adverse 
environmental  factors  presupposes  each  to 
be  of  equal  weight  and  significance,  an  as- 
sumption which  of  course  is  not  to  be  ac- 
cepted without  questioning. 


Figure  6 
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Table  2 

ADVERSE  ENVIRONMENTAL  FACTORS 
MEASURING  QUALITY  OF  HOUSING 
PER  CENSUS  TRACT  QUARTILE 
DISTRIBUTION  OF  INFANT 
MORTALITY 


Number  of 

Range  in  Adverse 

Infant  Environmental 

Quartile  Mortality  Factors 

First  35.1  - 76.9  35 

Second  22.2  - 35.0  16 

Third  9.1  - 22.1  16 

Fourth  0.0  - 9.0  11 


DISCUSSION 

Any  statistical  study  of  medical  records 
covering  a span  of  80  years  is  bound  to  be 
fraught  with  many  inaccuracies,  incomplete- 
ness, and  irreconcilable  data.  The  material 
in  this  paper  is  no  exception,  and  the  most 
that  one  should  expect  to  gain  is  an  appre- 
ciation and  better  understanding  or  perspec- 
tive of  the  problem  in  spite  of  these  short- 
comings. Much  data  have  been  gathered 
which  should  furnish  baseline  material  for 
any  subsequent  research  to  focus  down  on. 
Fundamental  data,  for  example,  are  avail- 
able upon  single  disease  entities  related  to 
infant  mortality. 

One  of  the  most  interesting  aspects  raised 
in  the  study  dealt  with  the  correlation  of  in- 
fant mortality  with  housing  and  socio-eco- 
nomic status.  Infant  mortality  occurring, 
especially  in  the  age  group  over  28  days, 
might  logically  be  expected  to  be  more 
closely  related  to  a hostile  environment  than 
a death  during  the  first  seven  days  of  life. 
The  greatest  decline  in  death  rate  during 
the  80-year  period  has  occurred  in  the  over- 
28-day  group.  This  period  corresponds  with 
the  sanitary  awakening  of  our  country  re- 
sulting from  the  establishment  of  the  germ 
theory  of  disease  which  lead  to  improved 
water,  milk,  and  food  supplies  and  programs 
of  sanitary  waste  disposal. 

This  study,  based  on  such  limited  num- 
bers, particularly  in  the  older  age  group, 
precludes,  however,  the  formulation  of  def- 
inite conclusions  in  this  regard. 

SUMMARY 

1.  Infant  mortality  in  Omaha  and  Doug- 
las County  has  been  presented  on  a 


basis  of  five-year  intervals  from  1880 
to  1960. 

2.  Rates  have  fallen  from  a high  of  102 
to  32  deaths  per  1000  population  un- 
der one  year  of  age  in  1960,  but  still 
exceed  the  national  figure  of  26  deaths 
per  1000  live  births. 

3.  Infant  mortality  originally  concen- 
trated in  the  summer  months  now  is 
distributed  equally  among  the  seasons. 

4.  Seventy-five  per  cent  of  infant  deaths 
occur  in  the  first  seven  days  of  life, 
being  associated  chiefly  with  prema- 
turity. The  greatest  decline  in  deaths 
has  occurred  in  the  ages  over  28  days; 
the  next  greatest  in  8-28  days;  while 
the  0-7  day  group  actually  rose  from 
1880  to  1925  and  has  declined  but  little 
since. 

5.  The  study  of  etiology  of  infant  mortal- 
ity over  the  80-year  period  is  most  dif- 
ficult because  of  changes  in  terminol- 
ogy, use  of  symptoms  as  cause  of 
death,  and  inconsistencies  in  the  re- 
porting of  prematurity. 

6.  Geographical  distribution  indicates 
concentration  of  infant  mortality  in 
areas  of  substandard  housing.  Con- 
siderably more  work  is  necessary  to 
ascertain  the  validity  of  this  associa- 
tion. 
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Cine-Hysterosal  pingography* 


Hysterosalpingography 

or  uterotubography  has  been  the 
subject  of  synonomy  in  medical 
literature  since  its  introduction ; however, 
the  term  hysterosalpingography  is  now  the 
one  most  universally  employed.  The  addition 
of  the  prefix  CINE  indicates  that  the  radi- 
ogi*aphy  is  performed  by  motion  pictures. 

Cine-hysterosalpingography  is  accomplished 
by  taking  motion  pictures  of  the  fluoroscopic 
image  of  an  image  intensifier.  The  image 
intensifier  electronically  increases  the  bright- 
ness of  the  fluoroscopic  image  2000  to  3000 
times.  The  accomplishment  of  this  overcame 
the  hurdle  of  recording  the  image  on  motion 
picture  film  and  still  using  only  small  doses 
of  radiation. 

More  recently,  an  additional  improvement 
has  been  incorporated  replacing  the  motion 
picture  camei'a  with  a Vidicon  television 
tube  and  recording  the  image  in  a television 
tape  recorder.  Stop-frame  viewing  which 
enables  the  operator  to  select  and  view  single 
frames  of  the  image  could  not  be  accom- 
plished with  the  television  tape  recorder  un- 
til a few  months  ago.  The  drawback  of  both 
motion  picture  and  especially  of  the  televi- 
sion recording  is  the  expense.  This  confines 
the  use  of  these  procedures  to  institutions 
of  sufficient  size  to  afford  the  overhead 
created  by  such  an  installation.  While  there 
are  some  advantages  to  the  use  of  image 
amplication  and  cine  or  TV  recording  of  the 
hysterosalpingograms,  this  should  in  no  way 
deter  one  from  the  conventional  method.  In 
fact,  with  present-day  equipment  and  high 
speed  films  the  radiation  dosage  is  of  no 
consequence  when  used  judiciously.  In  fact, 
lack  of  information  that  can  be  gained  by 
the  hysterosalpingogram  is  a much  more 
serious  health  hazard  than  the  small  radia- 
tion-dose delivered  to  the  ovaries. 

The  advantages  and  disadvantages  of  the 
cine  method  will  be  discussed.  Further  re- 
marks on  the  subject  of  hysterosalpingog- 
raphy will  apply  equally  to  conventional 
roentgenography. 


RALPH  C.  MOORE,  MD 
Associate  Radiologist, 

Nebraska  Methodist  Hospital 
and 

Professor  of  Radiology, 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 


Let  US  first  consider  the  conventional 
method.  Even  though  the  method  is  not  used 
as  much  as  might  be  expected  for  such  a well 
established  procedure,  the  literature  is  too 
extensive  for  more  than  cursory  reference  in 
this  presentation.  A very  comprehensive  dis- 
cussion of  the  subject  is  found  in  Diagnostic 
Roentgenology,  edited  by  Ross  Golden,  MD, 
and  published  by  Williams  and  Wilkins. 

History 

Rubin,  in  1920,  introduced  the  test  which 
bears  his  name,  of  tubal  insufflation  to  test 
the  patency  of  the  fallopian  tubes.  In  many 
instances  of  sterility  the  test  was  also  thera- 
peutic if  the  cause  was  tubal  occlusion  due  to 
loose  adhesions  or  kinking. 

Sicard  and  Forestier,  in  1922,  called  atten- 
tion to  the  innocuous  properties  of  Lipiodol 
in  myelography.  “It  was  well  tolerated  by 
most  delicate  tissues  and  was  a fluid  con- 
trast medium  perfectly  suited  for  roentgen 
ray  purposes.”  St  Portret  in  France,  in 
1924,  and  Carlos  Heuser  in  Argentina  intro- 
duced the  use  of  Lipiodol  for  the  study  of 
the  cavities  of  the  uterus  and  tubes.  Heuser 
also  proved  that  the  repeated  use  of  Lipiodol 
injections  could  sometimes  re-establish  the 
patency  of  obstructed  tubes. 

The  air-insufflation  method  of  Rubin  is 
good  when  its  errors  and  limitations  are 
recognized.  Hysterosalpingography  is  much 
more  infonnative  and  is  fully  as  effective 
therapeutically. 

Method 

There  are  individual  preferences  in  the 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyneco- 
logic Society,  December  6-7,  1963. 
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choice  of  instruments  to  perfoiTn  the  proce- 
dure but  basically  the  following  should  be 
included:  a small  pressure  manometer; 

special  uterine  cervical  cannulae  with  acorn 
tips ; a fiber  (radiolucent)  speculum ; tenacu- 
lum; and  syringes  capable  of  exerting  suffi- 
cient injection  pressure,  together  with  flex- 
ible rubber  tubing  attached  between  the 
cannula  and  syringe  to  allow  some  freedom 
of  movement  during  the  injection  procedure. 
The  manometer  is  not  necessary  during  ra- 
diogi'aphj",  especially  if  the  injection  can  be 
controlled  by  fluoroscopic  viewing.  The  use 
of  hand  and  finger  pressure  obviates  the  use 
of  too  much  pressure  but,  of  course,  does 
not  eliminate  the  hazard  of  over-enthusiasm. 

The  capacity  of  the  normal  cervical  canal, 
uterine  cavity,  and  lumina  of  the  fallopian 
tubes  is  about  seven  cc  with  variations  de- 
pending on  age,  parity,  and  so  forth,  from 
two  cc  to  eight  cc.  It  is  best  to  use  the 
smallest  amount  that  will  just  spill  into  the 
peritoneal  cavity. 


The  anatomical  features  can  be  well  dem- 
onstrated by  films  taken  immediately  and 
five  to  ten  minutes  after  injection.  If  there 
has  been  much  spasm  of  the  tubes,  the  can- 
nula can  be  left  in  place  and  a film  can  be 
taken  in  fifteen  minutes  which  is  usually  suf- 
ficient for  spasm  to  relax.  We  use  Medo- 
paque-H®  which  is  an  aqueous  viscous 
solution.  It  is  sterile,  stable  and  non-toxic. 
It  is  water  soluble  and  spreads  well  without 
droplet  formation.  It  is  absorbed  in  about 
thirty  minutes  from  serous  and  mucous  mem- 
branes. Oil  preparations  absorb  much  more 
slowly  and  give  rise  to  some  foreign  body 
reaction.  If  the  oily  preparation  inadvert- 
antly gets  into  the  blood  stream  the  pulmon- 
ary reaction  is  much  more  intense  than  with 
a soluble  medium  which  is  considerably  dilut- 
ed in  the  bloodstream. 

Cine  films  are  taken  during  the  filling  pro- 
cedure until  the  medium  is  seen  to  flow 
through  the  fimbriated  end  of  the  tube  or 


Figure  1.  Enlargement  of  16  mm.  frame  showing  mucosal  folds  in  the  fundus  — these  details  are  seen  despite 
the  graininess  of  the  film.  Finer  grain  may  be  obtained  by  using  fine-grain  developer  but  much  of  the  contrast  is  lost. 
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tubes.  Conventional  X-ray  films  are  taken 
immediately  and  five  to  ten  minutes  later. 
(See  fgiures  1,  2,  and  3). 

Advantages  and  Disadvantages  of  the 
Cine  Method 

Advantages — 

Numerous  frames  record  each  stage 
of  the  filling  and  details  may  be  seen 
which  might  be  only  transient  and  elim- 
inated wdth  complete  filling. 

Contractility  of  the  uterus  and  tubes 
can  be  observed.  These  contractions 
can  be  correlated  with  the  patient’s  com- 
plaint of  cramps. 

Mirror  arrangements  on  the  viewer 
allow  the  radiologist  and  the  operator 
doing  the  injection  to  observe  the  filling 
simultaneously.  The  operator  could  do 
it  alone  if  necessary.  Furthermore  the 
image  amplifier  allows  the  image  to  be 


viewed  in  dim  light  rather  than  in  a 
dark  fluoroscopic  room. 

The  details  ai'e  much  better  visualized 
with  the  2 to  3000  times  increase  in 
brilliance  obtained  of  the  fluoroscopic 
image. 

Disadvantages — 

The  equipment  is  very  expensive. 

The  details  of  the  cine  frames  are 
not  as  good  as  on  conventional  films. 
For  this  reason  we  use  both. 

Indications 

1.  Irregular  or  heavy  vaginal  bleeding  in 
patients  with  no  clinically  detectable 
pelvic  abnormality,  negative  cancer 
smears,  and  one  unsuccessful  curet- 
tage. 

2.  Scanty  menstruation  or  amenorrhea — 
if  pregnancy  is  excluded. 


Figure  2.  Further  filling  of  uterus  demonstrated  in  Figure  1,  showing  minute  1 mm  submucosal  polyps  in  the  fundus. 
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3.  Painful  menstruation,  if  it  is  acquired 
or  progressive. 

4.  Infertility 

(a)  If  pregnancy  does  not  occur 
within  three  months  after  tubal 
insufflation. 

(b)  If  two  attempts  at  insufflation 
are  unsuccessful  or  yield  un- 
reliable information. 

5.  As  a research  tool  to  study  post- 
caesarian scars ; competency  of  the 
uterine  os;  pre  and  post-radiation  ef- 
fects on  carcinoma  and  so  forth. 

Contraindications 

1.  Pregnancy 

2.  Acute  pelvic  infection 

3.  Active  uterine  bleeding 

4.  Known  allergy  to  iodine  - containing 
substances 


One  should  avoid  certain  errors  in  the  in- 
terpretation of  the  hysterosalpingogram  as: 

a.  Wrong  assessment  of  the  size  of  the 
uterus  by  not  realizing  that  the  hys- 
terosalpingogram depicts  only  the  uter- 
ine cavity. 

b.  Omission  of  details  regarding  length, 
caliber,  tortuosity,  irregular  filling, 
and  so  forth. 

c.  To  make  a diagnosis  of  the  state  of 
the  tubes  from  the  salpingogram  alone. 

d.  Omission  of  details  regarding  irregu- 
larity of  contour  of  the  uterine  cavity. 

William  J.  Sweeney  reviewed  the  accur- 
acy of  1000  preoperative  hysterosalpingo- 
grams  in  Surgery,  Obstetrics  and  Gynecol- 
ogy, in  June  of  1958,  and  found  578  patho- 
logic conditions,  410  normal,  and  12  incon- 
clusive. The  commonest  pathologic  finding 
was  of  submucous  myoma.  Of  these,  there 


Figure  3.  Conventional  X-ray  film  (spot  film  at  time  of  fluoroscopy)  showing  finer  grain  but  similar  details  with 
two  large  3 to  5 mm  polyps,  one  occluding  the  ampulla  of  the  right  Fallopian  tube. 
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were  122  diagnosed  and  50  confirmed  sur- 
gically. 

Conclusions 

The  procedure  of  hysterosalpingography 
is  a valuable  adjunct  to  the  diagnosis  of 
gynecological  conditions.  Cine  - hysterosal- 
pingography allows  serial  filming  and  review 
of  fluoroscopic  visualization.  It  also  gives 
information  concerning  the  function  of  the 
tubes  and  uterus;  degree  of  spasticity;  ra- 
pidity of  filling  and  emptying,  and  so  forth. 

Visualization  of  the  contrast  shadows  of 
the  interior  of  the  uterus  and  tubes  may  not 
always  yield  a definitive  diagnosis  but  it  al- 
most invariably  distinguishes  between  the 
normal  and  abnormal.  The  procedure  should 


be  as  valuable  to  the  gynecologist  as  retro- 
grade pyelography  is  to  the  urologist. 

Hysterosalpingography  is  a safe  method  for 
the  visualization  of  uterine  and  tubal  lesions. 
It  is  invaluable  in  the  investigation  of  female 
infertility,  repeated  abortion,  and  abnormal 
uterine  bleeding.  In  instances  of  adhesions 
and  kinking  of  the  fallopian  tubes  it  is  thera- 
peutic by  restoring  patency. 
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THE  ESSENTIALITY  OF  LABORATORY  ANIMALS 

The  introduction  of  a new  drug  and  indeed  the  continued  use 
of  some  established  dnigs  would  be  impossible  without  the  use 
of  experimental  laboratory  animals.  Only  when  a drag  has  passed 
stringent  initial  tests  on  animals  for  toxicity,  clinical  safety  and  use- 
fulness can  it  pass  into  the  hands  of  the  clinical  investigator  for  use 
in  man.  These  tests  constitute  a vital  chain  in  the  long  process 
from  the  time  a new  drag  is  prepared  until  it  finds  its  way  into 
the  hands  of  the  physician  for  use  in  the  alleviation  of  human 
disease.  (Arthur  Grollman,  MD,  in  Southern  Medical  Bulletin,  Dec., 
1963). 
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MANAGEMENT  of 


Varicose  Veins 
in  Pregnancy* 


VARICOSE  veins  are  a common 
problem  in  pregnancy.  Fifteen 
to  twenty  per  cent  of  pregnant 
women  develop  some  form  of  varicosities. 
The  management  of  varicose  veins  in  preg- 
nancy is  somewhat  debatable.  The  major- 
ity of  surgeons  and  obstetricians  feel  that 
conservative  management  throughout  preg- 
nancy, followed  by  ligation  and  stripping 
shortly  after  delivery,  is  the  procedure  of 
choice.  There  are,  however,  experts  in  this 
field  who  have  had  excellent  results  by  liga- 
tion and  stripping  at  any  time  during  preg- 
nancy that  the  situation  is  demanding. 

Certain  physiologic  changes  during  preg- 
nancy directly  affect  the  venous  function  of 
the  lower  extremity  and  must  be  appreciated 
to  understand  this  condition.  Total  blood 
volume  increases  during  pregnancy.  The 
blood  volume  and  flow  in  the  pelvis  are 
markedly  increased  as  the  uterus  grows,  and 
the  placenta  and  its  numerous  arteriovenous 
communications  develop.  The  growing 
uterus  causes  mechanical  pressure  on  the 
iliac  veins  and  thus  gives  rise  to  increased 
venous  pressure  in  the  lower  extremities  (as 
shown  by  Burw^elh)-  McLennan^  made  simi- 
lar observations.  He  found  that  increased 
pressure  in  the  femoral  veins  returned 
promptly  to  normal  after  delivery.  The  ve- 
nous flow  from  the  foot  to  the  groin  slows 
during  pregnancy,  as  was  demonstrated  by 
Wright^  and  co-workers  in  a study  using 
radioactive  sodium.  The  increased  blood 
flow  in  the  pelvis  secondarily  impairs  the  re- 
turn flow  through  the  femoral  veins  and  thus 
contributes  to  venous  congestion  in  the  lower 
limbs.  The  role  of  hormones  in  causing  vaso- 
dilatation during  pregnancy  is  another  fac- 
tor about  which  not  all  are  in  agreement. 

In  the  non-pregnant  state,  varices  have 
a characteristic  pathogenesis.  Invariably 
there  is  a family  history,  and  the  patient 
first  notices  prominent  veins  in  the  late 
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twenties  or  early  thirties.  The  varicosities 
usually  result  from  (1)  a sapheno-femoral 
insufficiency;  (2)  short  saphenous-popliteal 
insufficiency;  or  (3)  incompetent  perfor- 
ators. The  varices  become  most  prominent 
along  the  course  of  the  long  or  short  saphen- 
ous veins,  unless  they  are  atypical  “blow- 
outs.” 

Varicose  veins  of  pregnancy  present  an 
entirely  different  picture.  They  usually  ap- 
pear during  the  second  or  third  month  of 
pregnancy  and  become  progressively  larger 
until  the  time  of  delivery.  They  may  be 
unilateral,  or  scattered  over  both  thighs 
and  legs.  They  frequently  involve  the  vulva. 
Variations  in  hormonal  balance  undoubted- 
ly affect  the  development  of  varicose  veins, 
in  the  opinion  of  Nabatoff."*  He  believes 
that  their  occurrence  at  the  times  of  physi- 
ological change,  such  as  pregnancy,  puberty, 
and  the  menopause,  support  this  contention. 
In  the  antenatal  department  of  the  Uni- 
versity College  Hospital  in  London,  a vari- 
cose vein  clinic  was  established  to  reduce 
the  incidence  of  puerperal  complications. 
Dodd  and  WrighU  reported  that  their  clinic 
received  about  eight  per  cent  of  all  women 
booked  for  antenatal  care  during  a two 
year  period.  This  represented  343  cases 
from  a total  of  4267  pregnancies.  The  ma- 
jority of  women  attending  this  clinic  were 
young  primipara.  In  the  multipara  the  in- 
cidence would  be  significantly  higher.  Of 
the  patients  examined  in  the  varicose  vein 
clinic,  23  per  cent  had  involvement  of  the 
vulva.  Kilbourne,®  in  a series  of  some  600 
pregnant  women,  found  an  incidence  of  vari- 
cose veins  in  20  per  cent.  Quattelbaum,"^ 
reported  an  incidence  of  11  per  cent  in  600 
consecutive  pregnant  w o m e n,  in  private 
practice.  Thirty-three  and  one  third  per 
cent  of  these  had  thrombophlebitis,  and  two 

‘Presented  before  the  NebrEiska  State  Obstetric  and  Gyno- 
eologic  Society,  December  6-7,  1963,  at  Las  Vegas. 
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patients  had  non-fatal  pulmonary  emboli. 
Quattelbaum'^  treated  75  per  cent  of  his  pa- 
tients with  Ace  Bandages  and  sodium  psyl- 
liate  (Sylnasol)  injections.  Twenty-five  per 
cent  were  subjected  to  radical  vein  stripping 
and  ligations.  Those  submitted  to  surgery 
were  divided  into  three  groups:  (1)  incom- 
petent varicose  veins  between  pregnancies, 
(2)  previous  phlebitis,  and  (3)  incapacitat- 
ing vulvar  varicosities.  Fourteen  of  these  in 
the  latter  group  were  operated  on,  regard- 
less of  the  period  of  pregnancy,  with  no  ill 
effects  to  either  mother  or  fetus.  One  fourth 
were  operated  upon  in  the  first  trimester 
and  3/4ths  by  midterm.  Six  were  operated 
on  in  the  third  trimester,  all  being  physically 
incapacitated,  two  with  vulvar  and  four  with 
leg  varicosities.  Five  of  the  patients  so 
treated  by  surgical  procedure,  subsequently 
went  through  pregnancies  with  no  recur- 
rence of  varicosities. 

Lofgren,®  from  the  Mayo  Clinic,  feels  that 
varicose  veins  during  pregnancy  are  best 
managed  conservatively  with  adequate  elastic 
support  until  after  delivery,  when  a complete 
stripping  operation  can  be  performed  thor- 
oughly and  safely.  He  waits  for  a minimum 
of  six  weeks  before  operating  on  these  pa- 
tients. He  feels  that  extensive  surgical  pro- 
cedures can  then  be  more  safely  accom- 
plished with  better  long  term  results. 

In  the  management  of  varicose  veins  in 
pregnant  patients,  Lofgren  also  recommends 
elevation  of  the  legs,  periodically,  to  lower 
the  hydrostatic  pressure  in  the  veins.  If  in- 
duration, usually  due  to  superficial  phlebitis, 
cellulitis,  or  stasis  is  present,  additional  elas- 
tic compression  with  foam  rubber  pads  is 
very  effective.  Anticoagulant  therapy  has 
not  been  found  necessary  except  in  the  very 
rare  instance  in  which  thrombosis  has 
threatened  to  extend  into  the  femoral  or 
popliteal  veins.  Superficial  thrombosed 
veins  are  not  ligated  as  the  phlebitis  usually 
subsides  satisfactorily  with  conservative 
treatment.  Stasis  dermatitis,  an  infrequent 
complication,  is  treated  with  antipruritic  lo- 
tions or  wet  dressings.  Injection  therapy  is 
rarely  used,  probably  because  these  are 
usually  temporary  dilations  and  therefore 
injection  of  sclerosing  solutions  inadvisable. 
On  the  other  hand,  injection  of  sclerosing  so- 


lutions is  inadequate  if  there  is  significant 
valvular  insufficiency.  The  occasional  local 
or  generalized  reaction  to  sclerosing  agents 
is  particularly  undesirable  during  pregnancy. 
If  future  surgery  is  contemplated,  the  use  of 
sclerosing  agents  with  subsequent  scarring 
only  adds  to  the  problem  of  the  surgeon  at  a 
later  date. 

NabatofH  also  follows  the  conservative 
program,  supporting  the  varicosities  in  the 
leg  with  elastic  stockings,  if  they  are  not 
severe,  and  with  elastic  bandages  for  the 
more  extensive  varicosities.  For  compres- 
sion of  vulval  varices  an  adjustable  support 
has  been  devised  that  is  soft  in  texture, 
comfortable  to  wear,  but  still  provides  ade- 
quate compression,  conforming  snugly  to  all 
body  configurations.  This  support,  in  his 
experience,  effectively  relieves  symptoms 
arising  from  vulvar  varices. 

If  phlebitis  extends  upward  along  the 
greater  saphenous  vein  toward  the  groin,  a 
high  saphenous  vein  ligation  under  local 
anesthesia,  on  an  ambulatory  basis,  is  rec- 
ommended. Deep  vein  phlebitis  presents  an 
entirely  different  problem,  requiring  one 
week  of  bed  rest  at  least,  and  anticoagulant 
therapy  for  three  to  six  weeks. 

It  has  been  my  practice  to  treat  each  case 
individually.  I believe  it  inadvisable  to 
make  a blanket  statement  covering  varicose 
veins  in  all  pregnant  patients. 

For  the  most  part,  I believe  conservative 
management  of  these  patients  is  adequate 
and  satisfactory.  I have  followed  the  prac- 
tice of  performing  ligation  and  stripping 
procedures  in  the  immediate  postpartum 
period.  It  has  been  my  experience  that  on 
the  4th  or  5th  postpartum  day,  the  patient 
is  sufficiently  recovered  from  problems  of 
delivery  and  has  been  ambulatory  sufficient- 
ly long  that  the  dangers  of  phlebitis  and 
thrombosis  are  negligible.  At  this  time,  I 
will  submit  the  patient  to  general  anesthesia 
and  perform  bilateral  ligation  at  the  sapheno- 
femoral  junction,  and  then  strip  the  greater 
saphenous  vein  from  the  ankle  to  the  groin, 
along  with  the  lesser  or  short  saphenous 
if  this  too  is  involved.  Incompetent  deep 
communicating  veins  are  ligated  individu- 
ally. I have  found  that  the  use  of  a 
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team  in  perfoiTnance  of  this  operation  great- 
ly reduces  the  postoperative  morbidity  and 
shortens  the  period  of  anesthesia  and  subse- 
quent recoveiy.  In  the  average  case,  this 
procedure  can  be  performed  in  one  half 
hour  with  an  associate  surgeon,  if  one  is  for- 
tunate enough  to  have  a skilled  partner  in 
this  procedure.  We  strongly  believe  in  ap- 
plication of  pressure  dressings  from  toes 
to  groin.  These  consist  of  five  yard  gauze 
roll  in  several  bulky  layers,  followed  by  firm- 
ly wrapped  stockinette  cut  on  the  bias,  ap- 
plied at  the  exact  time  of  stripping.  This 
greatly  reduces  the  incidence  of  subcutaneous 
ecchymosis  and  hemorrhage.  The  patient  is 
ambulated  that  evening  and  the  next  day, 
being  kept  in  bed  when  not  walking,  with  the 
lower  extremities  elevated  approximately  30 
degrees.  On  the  second  postoperative  day, 
these  dressings  are  removed  and  Ace  band- 
ages applied  from  toes  to  knees.  In  a few 
patients  it  is  necessary,  where  there  has  been 
considerable  involvement  in  the  thigh  areas, 
to  also  include  the  thighs.  These  patients  are 
then  dismissed  on  the  second  postoperative 
day,  unless  there  are  unusual  circumstances. 

The  patient  is  then  advised  that  she  is  to 
walk  as  much  as  possible,  not  to  leave  her 
legs  dependent  for  any  period  of  time,  and 
I see  them  once  a week  in  the  office,  for 
change  of  dressings,  removal  of  sutures,  and 
institution  of  an  injection  program.  Pa- 
tients are  cautioned  that  if  they  become  preg- 
nant again  they  will  develop  small  varicosi- 
ties that  can  be  controlled  by  injection  ther- 
apy. They  are  also  advised  that  the  surgical 
removal  of  varicose  veins  is  not  always  a 
curative  procedure  by  any  stretch  of  the 
imagination ; “Once  varicose  veins  — always 
varicose  veins.”  This  eliminates  consider- 
ably the  chances  of  ill  feeling  of  the  pa- 
tient and  family  toward  the  surgeon  when 
small  recurrent  veins  do  appear. 

Special  situations  at  any  time  during 
pregnancy,  particularly  vulvar  varicosities, 
may  demand  immediate  surgery,  and  this  has 
been  done  with  satisfactory  results.  I will 
perform  ligation  and  strippings  on  any  pa- 
tient, up  to  the  last  trimester,  who  is  becom- 
ing incapacitated  with  her  varicose  veins, 
even  though  compressive  stockings,  or 
bandages,  have  been  employed.  My  immedi- 


ate and  long-term  results  have  been  most 
satisfactory  \vith  this  combination  of  both 
conservative  and  so-called  “radical”  manage- 
ment programs  — tailored  to  the  individual 
patient. 
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DISCUSSION  OF  DR.  WILSON’S 
PAPER 

MANAGEMENT  OF  VARICOSE  VEINS  IN 
PREGNANCY 

Robert  W.  Gillespie,  MD,  Lincoln — 

I will  confine  my  remarks  to  a study  of  ambula- 
tory venous  pressure  in  lower  limb  varicosities  and 
to  one  of  the  sequelae  of  varicosities,  namely,  venous 
thrombosis. 

Ambulatory  venous  pressure  studies  carried  out 
by  ourselves  and  others  have  revealed  some  inter- 
esting findings.  Noi-mally  with  ambulation  the 
pressure  rapidly  falls  from  45-60  cm  below  the 
level  of  the  right  auricle.  By  contrast,  ambulation 
does  not  affect  the  venous  pressure  in  patients 
with  primaiy  varicose  veins.  Following  compression 
of  the  incompetent  varicosities  with  elastic  supports 
the  ambulator^'  venous  pressure  closely  parallels  the 
findings  in  the  normal  group. 

These  observations  on  venous  pressure  serve  only 
to  direct  your  attention  to  the  fact  that  the  venous 
pressure  does  not  fall  dui’ing  ambulation  and  the 
effectiveness  of  the  “Muscular  Heart”  in  the  lower 
limb  is  severely  impaired  in  the  presence  of  incom- 
petent saphenous  valves.  The  failure  of  the  in- 
competent vein  to  reduce  venous  and  capillary  pres- 
sure in  an  extremity  results  in  edema  from  an  ab- 
normally high  filtration  of  fluid  from  the  vascular 
tree.  Edema  coupled  with  trauma,  infection,  and 
stasis  present  the  most  frequent  precursor  to  phle- 
bothrombosis  and  thrombophlebitis.  To  this  end  it 
would  appear  that  the  pregnant  patient  should  be 
carefully  instructed  early  in  pregnancy  in  the  care 
of  her  extremities. 

Our  program  of  conservative  therapy  is  directed 
toward  those  factors  which  will  reduce  the  ortho- 
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static  pressure  in  the  patient  with  lower  limb  vari- 
cosities. This  program  requires  the  complete  co- 
operation of  the  patient  with  her  understanding 
that  to  prevent  sequelae,  treatment  must  be  carried 
out  meticulously  every  day. 

Elastic  supports  are  most  beneficial  when  util- 
ized early  in  pregnancy,  and  applied  daily  upon 
arising.  Patients  are  cautioned  to  avoid  standing 
for  long  periods  of  time  without  walking.  We  ad- 
vocate further  that  the  patient  observe  rest  periods 
during  every  day  with  elevation  of  the  leg  from 
a supine  position.  We  realize  that  the  mother  of 
several  children  will  find  this  impractical,  how- 
ever, to  advise  her  less  stringently  tends  to  minimize 
the  importance  of  the  entire  program. 

Trauma  and  infection  are  immediate  precursors 
to  phlebothrombosis  and  for  this  reason  we  stress 
the  importance  of  protection  of  the  leg  from  minor 
injuries  and  bruises.  They  are  advised  further  to 
report  for  examination  at  the  slightest  injury  to 
the  extremity. 


Robert  R.  Koefoot,  MD,  Grand  Island — 

There  are  two  main  theories  on  this  manage- 
ment. It  has  been  my  rule  to  follow  the  conserva- 
tive nonoperative  management  of  varicose  veins  in 
pregnancy,  and  to  wait  approximately  six  weeks 
after  delivery  before  undertaking  surgical  treat- 
ment. All  of  us  realize  that  even  though  the  greater 
and  lesser  saphenous  vein  is  stripped,  there  still 
must  be  long  term  follow-up  care.  I do  not  inject 
veins  at  the  present  time  in  follow-up  care,  but 
ligate  the  perforating  vessels  under  local  anes- 
thesia, in  the  office.  The  results,  I feel,  are  much 
better  by  ligating  and  removing  the  vein  rather 
than  to  inject  them. 

In  cases  of  deep  thrombophlebitis  with  pulmon- 
ary emboli,  one  should  not  overlook  the  possible 
consideration  of  ligation  of  the  inferior  vena  cava. 
Two  such  patients  were  presented  without  apparent 
effect  on  the  pregnancy. 


EFFECTS  OF  “MORE  ADEQUATE”  DRUG  TESTING 
Another  approach,  and  the  one  now  most  fashionable,  is  to  call 
for  “more  adequate”  testing  of  drugs  in  animals  and  humans.  Yet, 
when  a drug  given  to  pregnant  rabbits  results  in  birth  of  malformed 
offspring,  it  may  be  unreasonable  to  rule  it  off  the  market.  For, 
under  such  a policy,  the  sale  of  insulin,  streptomycin,  penicillin,  or 
cortisone  might  have  been  forbidden.  A recent  editorial  in  The 
Lancet  calls  attention  to  this  point.  Under  the  latest  FDA  rulings, 
aspirin  might  not  be  allowed  on  the  market!  (J.  F.  Lucey,  MD, 
in  Pediatrics,  Dec.,  1963). 
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SPECIAL  ARTICLE  : 


The  Title  of  Doctor* 


Name  calling  has  never  achieved 
the  status  of  a social  grace. 
Yet,  I am  prepared  to  defend 
the  art  as  long  as  it  serves  a useful  purpose. 
That  purpose,  as  I see  it,  is  to  define  accur- 
ately the  outstanding  attributes  of  the  ob- 
ject or  person  called. 

Recently,  I indulged  in  some  name  calling 
on  my  own  part.  I called,  and  suggested  that 
others  call,  medical  technical  writers  by  the 
name  of  Medical  Technographers.  The  word 
technography  is  an  established  word  listed 
in  any  unabridged  dictionary.  It  is  ac- 
curate and  dignified.  I have  suggested  this 
name  for  medical  writers  in  recognition  of 
their  ability  in  the  technography  of  the 
medical  writing  art.  I believe  they  are  en- 
titled to  the  fairness  of  a title  and  this 
gives  them  one. 

Speaking  of  titles,  I am  distressed,  as 
I am  sure  many  others  are,  by  the  indefinite 
area  of  professional  competence  covered  by 
the  title  of  Doctor.  To  those  of  us  who  have 
labored  hard  and  long  in  medical  college, 
who  have  served  arduous  internships  and 
residencies,  not  to  mention  long  years  of 
practice,  it  does  seem  unfair  to  allow  the 
use  of  the  title  in  connection  with  doctors 
of  divinity,  philosophy,  law  and  manj^  other 
alien  arts. 

Our  resentment  (or  chagrin)  at  what  the 
medical  profession  feels  is  the  misuse  of  the 
title  Doctor  is  not,  however,  completely 
logical.  Nor  is  it  anybody’s  fault  but  our 
own.  The  word  doctor  means  teach- 
er. Surely  there  are  other  things  to 
teach  than  medicine  and  there  are  other 
teachers  than  doctors.  In  fact,  the  very 
first  doctor  was  a lawyer!  When,  in  the 
13th  century,  the  University  of  Bologna  de- 
cided to  give  a degree  to  its  graduate  in  law, 
they  conferred  the  degree  of  LL.D.,  Doctor 
of  Laws,  upon  the  graduate.  The  legal  pro- 


lOSEPH  FRANKLIN  MONTAGUE,  MD.  FAPHA 
New  York,  New  York 


fession  has  never  asserted  its  rights  of  prior 
usage  and,  hence,  in  this  respect  has  been 
guilty  of  laches.  But,  for  that  matter,  so 
has  the  medical  profession.  Logically,  there- 
fore, neither  law  nor  medicine  can  give  valid 
opposition  to  the  appropriation  of  the  title 
of  Doctor  by  musicians,  statisticians,  or 
radio  repairmen.  Yet,  it  is  a source  of  petty 
annoyance,  and  that  it  is  so  is  a reflection 
on  the  resourcefulness  of  the  medical  mind. 
As  a suggestion  to  remedy  this  lack  of  a dis- 
tinctive device,  I suggest  that  doctors  of 
medicine  refer  to  themselves  as  Meddoctors. 

The  general  adoption  of  this  title  would 
certainly  obviate  any  uncertainty  as  to  what 
kind  of  doctor  was  referred  to.  Meddoctor 
can  only  refer  to  a doctor  of  medicine.  Den- 
tists should  avail  themselves  of  the  title 
Dentdoctor,  Veterinarians,  the  title  of  Vet- 
doctor,  and  so  on. 

Widespread  adoption  of  the  title  Meddoc- 
tor would  relieve  Doctors  of  Philosophy  of 
the  annoyance  of  being  called  upon  to  render 
first  aid.  Doctors  of  Science  would  be  less 
likely  to  be  called  on  to  deliver  babies.  And 
Doctors  of  Music  could  lead  their  artistic 
lives  untrammeled  by  calls  for  materialistic 
advice  on  bowel  trouble. 

Like  every  other  idealist,  I can  see  no  dis- 
advantage to  the  use  of  the  title  Meddoctor. 
Like  every  other  person  realist  enough  to 
have  lived  three  score  years,  I am  sure  that 
someone  will  conjure  up  one.  But,  until 
then,  allow  me  to  be  Meddoctor  Montague. 

•Reprinted  by  permission  of  the  author  and  of  the  Journal 
of  the  American  Medical  Association  186:166  (Oct.  12)  1963. 


“The  man  who  advises  in  life  has  to  be  above  normal  behavior, 
othervvise  his  advice  loses  the  edge  of  authority.”  (From  Darrow: 
Medicine  and  TV,  CMD  30:3,  November,  1963). 
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; ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 

July  11  — Chadron,  Elks  Club 
July  25  — Ogallala,  Elks  Club 
August  1 — Broken  Bow,  Elks  Club 
August  15  — O’Neill,  High  School  Build- 
ing 

August  29  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

AMERICAN  PHYSICAL  THERAPY  AS- 
SOCIATION — 41st  Annual  Conference, 
Denver,  July  5 through  10,  1964,  Denver- 
Hilton  Hotel. 

EIGHTEENTH  ANNUAL  ROCKY  MOUN- 
TAIN CANCER  CONFERENCE  — July 
10-11,  1964,  Denver.  (See,  also,  under 
“Announcements”) . 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  POSTGRADUATE 
COURSES  COMING  UP— 

1.  Respiratory  Allergy  and  Immunity: 
Lake  Tower  Motel,  Chicago,  July  27, 
28  and  29,  1964. 

2.  Electrocardiography  in  Infants  and 
Children:  Henry  Ford  Hospital,  De- 
troit, September  24,  25,  and  26,  1964. 

3.  Environmental  Diseases  of  the  Heart 
and  Lungs:  Pick-Carter  Hotel,  Cleve- 
land, September  28,  29,  and  30. 

4.  Clinical  Cardiopulmonary  Physiology: 
Continental  Hotel,  Chicago,  October 
26-30,  1964. 

5.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart 
and  Lungs:  International  Inn,  Wash- 
ington, D.C.,  November  9-13,  1964. 

6.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  the  Heart  and  Lungs; 
Barbizon  Plaza  Hotel,  New  York  City; 
November  16-20, 1964. 

7.  Same  title : Hotel  Fontaineblau,  Miami 
Beach,  February  1-5,  1965. 

Registration  is  limited  and  tuition  fee 
charged. 

7th  ANNUAL  POSTGRADUATE  COURSE 
IN  PEDIATRICS,  Clinical  and  Research 
Advances  in  Pediatrics  and  Child  Guid- 
ance Problems  — Will  be  held  August  3-7, 


1964,  at  the  Stanley  Hotel,  Estes  Park, 
Colorado. 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  — 
Annual  Meeting,  August  24-27,  1964,  Stat- 
ler-Hilton  Hotel,  Boston. 

ANNUAL  WEST-NORTHCENTRAL  CON- 
FERENCE ON  DISEASES  COMMON  TO 
MAN  AND  ANIMALS  — September  11 
and  12;  on  campus  of  University  of  Ne- 
braska College  of  Medicine. 

THE  NEBRASKA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  — Will  hold  a two-day  Scien- 
tific Meeting  at  the  Cornhusker  Hotel, 
Lincoln,  September  16th  and  17th,  1964. 

FIFTH  NATIONAL  CANCER  CONFER- 
ENCE— September  17,  18,  19,  1964  at 
the  Bellevue-Stratford  Hotel  in  Philadel- 
phia, Pa. 

THE  24th  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH  — Will  be 
held  in  Houston,  Texas,  September  26-27, 
sponsored  by  the  AMA  Council  on  Occu- 
pational Health.  The  meeting  will  be  at 
the  Rice  Hotel.  For  additional  informa- 
tion write  to:  Council  on  Occupational 
Health,  American  Medical  Association, 
535  North  Dearborn,  Chicago  10. 

VIII  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST  — Will  be 
held  in  Mexico  City,  October  11-15,  1964. 


Medicare  in  Operation 

Filing  of  Medicare  Claims — 

The  following  are  some  suggestions  in  re- 
gard to  the  filing  of  Medicare  claims  in  order 
that  doctors  submitting  claims  under  the 
Medicare  Program  may  be  reimbursed  for 
their  services  more  promptly. 

First,  and  foremost,  the  doctor  must  make 
sure  that  the  services  he  is  rendering  are 
covered  under  the  Medicare  program.  Many 
of  the  Service  dependents  are  of  the  opinion 
that  because  the  sponsor  is  a member  of  the 
Armed  Forces  that  all  civilian  Medical  care 
is  covered  under  Medicare. 
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Second,  the  claim  form  DA  1863-2  should 
be  filled  out  by  the  patient  or  sponsor  at 
the  beginning  of  care.  Each  item  of  the 
top  half  of  this  form  should  be  completely 
answered,  and  special  note  should  be  taken 
of  the  ID  card  number  and  the  Seiwice  num- 
ber. These  two  numbers  cannot  be  the 
same.  The  wife  of  a sponsor  must  have 
her  own  ID  card  number.  All  children  un- 
der 10  years  should  use  the  mother’s  ID 
card  number,  except  in  a case  when  the 
parents  are  divorced,  then  all  children,  re- 
gardless of  age,  must  have  their  own  num- 
ber. All  children  over  the  age  of  10  years 
must  have  their  own  card  number,  whether 
the  parents  are  divorced  or  not.  Also,  a 
non-availability  statement  must  be  request- 
ed, at  the  beginning  of  care,  if  the  patient 
and  sponsor  are  residing  together.  This 
does  not  apply  when  it  is  an  emergency  or 
when  the  patient  and  sponsor  are  residing 
apart.  The  expiration  date  should  be  care- 
fully checked  to  make  sure  that  the  eligi- 
bility of  the  sponsor  is  correct. 

Third,  when  the  attending  physician  has 
to  call  in  another  doctor  on  a case,  it  is  ad- 
visable to  state  this  when  submitting  his 
claim.  Also,  if  surgery  has  been  performed, 
a note  to  that  effect  should  be  mentioned. 
If  a doctor  is  submitting  a claim  for  seiw- 
ices  rendered  after  surgery,  a letter  of  jus- 
tification should  be  attached.  It  is  im- 
portant that  the  attending  physician  submits 
his  claim  as  soon  as  possible  after  the  seiw- 
ice  is  completed.  If  a radiologist,  consultant 
or  anesthesiologist  have  rendered  services 
to  a Medicare  dependent,  payment  cannot 
be  made  to  these  doctors  without  first  hav- 
ing the  attending  physician’s  claim.  Fre- 
quently, we  do  not  obtain  the  attending 
physician’s  report  for  many  months.  This 
causes  a long  delay  in  other  doctors  receiv- 
ing payment.  Therefore,  we  would  suggest 
that  after  the  radiologist,  anesthesiologist 
and  consultant  have  completed  the  Medicare 
forms,  that  they  be  forwarded  to  the  Attend- 
ing Physician,  so  that  all  forms  can  be  sub- 
mitted to  our  office  at  the  same  time. 

Fourth,  when  a doctor  submits  his  report 
under  the  Medicare  program,  it  is  advisable 
to  use  his  doctor  code  after  his  name,  in 
Item  14  on  the  Medicare  foiTn,  and  also,  to 


use  the  various  codes  for  the  seiwices  he 
performed  from  the  Medicare  Manual  and 
Schedule  of  Procedures.  This  helps  to  un- 
derstand more  clearly  the  exact  procedure 
that  has  been  performed,  and  eliminates  a 
great  deal  of  correspondence  and  time. 


THE  MONTH  IN  WASHINGTON 

A new  Food  and  Dnig  Administration 
regulation  requires  manufacturers  to  sub- 
mit proof  of  effectiveness  of  drugs  cleared 
between  1938  and  June  20,  1963,  and  still 
on  the  market. 

This  retroactive  regulation  was  the  most 
controversial  of  a group  of  new  drug  regula- 
tions issued  under  the  Kefauver-Harris  FDA 
Act  amendments  enacted  into  law  in  1962. 

The  Pharmaceutical  Manufacturers  Asso- 
ciation said  the  government  was  “making  a 
mistake  in  blanketing  in  drugs  which  have 
been  regarded  as  old,  safe  and  effective.” 
The  PMA  questioned  whether  the  FDA  “has 
put  too  broad  an  interpretation  on  the  1962 
drug  amendments.” 

In  protesting  such  a regulation  before 
it  was  issued  in  final  form,  the  PMA  said 
a retroactive  regulation  would  comprise 
“such  sweeping  requests  for  information  as 
to  be  unreasonably  burdensome  on  the  in- 
dustry . . . and  ultimately  on  the  Food  and 
Drug  Administration.” 

“The  consumption  of  manpower,  par- 
ticularly of  scarce,  highly  trained  scientific 
personnel,  that  would  be  required  to  comply 
with  the  proposed  regulations  is  staggering 
and  bears  no  reasonable  relationship  to  any 
possible  benefit  to  the  public,”  the  PMA 
said : 

“In  fact  the  demand  on  the  time  of  the 
scientific  personnel  of  our  member  com- 
panies would  be  of  such  magnitude  that  it 
would  impede  and  delay  clinical  research 
and  the  development  of  new  drugs.  Need- 
less to  say  such  a result  would  not  be  in 
the  public  interest.” 

Drug  manufacturers  had  argued  that  so- 
called  “grandfather  rights”  allowed  them  to 
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continue  to  make  claims  contained  in  new 
drug  applications  cleared  in  the  past,  and 
that  they  should  not  now  have  to  produce 
medical  evidence  to  support  these  claims. 

The  FDA  disagreed.  It  held  that  Con- 
gress, in  passing  the  drug  amendments  in 
1962,  specifically  made  it  the  agency’s  duty 
to  review  all  medical  claims  for  “new  drugs’’ 
cleared  in  the  past  on  safety  alone,  “with 
the  intention  that  any  claim  unsupported 
by  substantial  medical  evidence  should  be 
discontinued  after  next  October.’’ 

The  FDA  held  that  the  “grandfather 
clause’’  gives  the  right  to  make  unsupported 
claims  for  only  two  classes  of  drugs;  (1) 
those  on  the  market  before  1938  and  there- 
fore exempted  from  new-drug  clearance  by 
the  1938  Act,  and  (2)  those  introduced  after 
1938  which  were  generally  recognized  as 
safe  and  therefore  were  never  cleared  as 
“new  drugs.’’ 

“We  are  glad  that  Congress  has  given  us 
this  unique  opportunity  to  review  past  medi- 
cal decisions  permitting  several  thousand 
new  drugs  to  go  on  the  market.  This  re- 
view will  include  not  only  a new  look  at  the 
safety  of  these  drugs,  but  a first-time  com- 
parison of  the  actual  promotional  claims 
with  the  medical  evidence  on  which  they  are 
based,’’  FDA  Commissioner  George  P.  Lar- 
rick  said. 

The  new  regulations  require  firms  mar- 
keting drugs  approved  since  1938  to  ex- 
amine both  their  promotional  materials  and 
their  clinical  records  to  be  sure  that  all 
claims  being  made  are  justified  by  experi- 
ence and  that  the  promotional  materials  in- 
clude all  necessary  warnings,  contra-indica- 
tions, side  effects,  and  untoward  reactions 
which  may  have  shown  up  after  the  drugs 
were  originally  placed  on  the  market. 

Under  the  old  law,  new  drugs  were  cleared 
on  the  basis  of  safety  alone.  There  was  no 
requirement  that  they  be  shown  to  be  effec- 
tive as  well  as  safe  for  their  intended  uses, 
other  than  that  claims  of  benefits  be  sup- 
ported. 

Boisfeuillet  Jones  resigned  as  Special  As- 
sistant to  the  Secretary  of  Health,  Educa- 
tion and  Welfare  effective  June  30. 


Jones  told  President  Johnson  in  his  letter 
of  resignation  that  when  he  began  the  job 
as  Special  Assistant  for  Health  and  Medical 
Affairs  in  January,  1961,  he  expected  to 
stay  about  two  years,  but  challenges  in  the 
position  kept  him  there  longer. 

“I  shall  return  now  to  private  life  in  At- 
lanta,’' Jones  said,  “in  a unique  situation 
which  will  permit  me  to  engage  in  a side 
range  of  philanthropic  activity,  including 
health,  education,  and  welfare  with  which 
my  interests  have  long  been  identified.’’ 

Johnson  replied  that  he  acceded  with  re- 
luctance to  Jones’  wish  to  return  to  private 
life. 

Jones  had  been  considered  influential  in 
HEW  policy  matters  and  often  had  been 
spokesman  for  the  department  and  HEW 
Secretary  Anthony  J.  Celebrezze.  There 
was  no  advance  indications  that  Jones  would 
leave  the  department  and  his  resignation 
came  as  a surprise. 

The  Public  Health  Service  has  reported 
that  the  nation’s  birth  rate  has  beep  de- 
clining steadily  for  the  past  two  years.  But 
the  PHS  anticipated  a reversal  of  the  down- 
ward trend. 

There  were  49,000  fewer  births  in  the 
United  States  during  the  year  ended  March 
31,  1964,  than  in  the  previous  12  months. 
The  337,000  births  registered  in  this  March 
was  the  smallest  number  for  the  month 
since  1955. 

An  increase  in  marriages  in  March  — to 
a total  of  109,000  — was  interpreted  as 
foreshadowing  a reversal  in  the  decline  in 
the  birth  rate. 

“The  marriage  trend,’’  the  PHS  said,  “is 
now  showing  signs  of  increase,  but  it 
would  take  some  time  for  this  to  affect  the 
birth  rate.  The  age  composition  of  the 
female  population,  with  increasing  numbers 
of  women  entering  the  childbearing  ages,  is 
also  favorable  to  a higher  level  of  fertility.” 

The  National  Academy  of  Sciences  has  re- 
duced its  recommended  daily  calorie  intake 
for  adults  on  the  ground  that  Americans 
are  living  a softer  life  with  less  physical 
activity. 
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The  calorie  requirement  of  the  so-called 
“reference  man”  — 25  years  old,  weighs 
145  pounds,  and  moderately  active  — was 
cut  to  2,900  calories  daily  from  the  3,200- 
calorie  diet  recommended  in  1958. 

The  recommended  diet  of  the  so-called 
“reference  woman”  — 25  years  old,  weighs 
128  pounds,  and  moderately  active  — was 
reduced  to  a 2,100  calories  per  day  from 
the  2,300  calories  of  1958. 

The  recommended  daily  consumption  of 
the  nutrients  thiamin,  niacin,  and  riboflavin 
also  were  cut. 

The  new  revision  included  alcohol  for  the 
first  time  in  the  consideration  of  nutrients. 
The  Board  estimated  that  Americans,  on  a 
per  capita  basis,  consume  76  calories  of  al- 
cohol per  day.  This  estimate  includes  chil- 
dren and  other  non-users,  and  the  average 
consumption  of  drinking  adults  is  much 
higher. 

The  PHS  also  has  reported  that  the  de- 
cline in  the  U.S.  death  rate  has  been  halted. 
This  was  attributed  to  (1)  the  leveling  off 
of  infectious  disease  deaths  and  (2)  in- 
creased death  rates  from  some  chronic  dis- 
eases and  accidents. 

Any  further  declines  in  the  U.  S.  death 
rate  probably  will  be  small,  the  PHS  said. 


PROCEEDINGS 
of  the 

BOARD  OF  COUNCILORS 
Nebraska  State  Medical  Association 

First  Session  — April  28,  1964 

The  first  session  of  the  Board  of  Councilors  was 
held  at  the  Hotel  Cornhusker,  Lincoln,  Nebraska, 
Api’il  28,  1964.  The  meeting  was  called  to  order 
by  the  Chairman,  Dr.  Waddell. 

Members  present  wei’e  Drs.  Leroy  Lee,  John 
McGreer,  Jr.,  George  B.  Salter,  W.  W.  Waddell, 
K.  C.  Reeder,  C.  L.  Anderson,  H.  V.  Nuss,  Dan 
Nye,  L.  S.  McNeill,  Max  Raines,  C.  J.  Cornelius, 
R.  E.  Garlinghouse,  and  R.  F.  Sievers. 

The  motion  was  made  and  seconded  to  accept  the 
minutes  of  the  midwinter  meeting  of  the  Board 
of  Councilors  as  published  in  the  April  Journal. 
Motion  carried. 

The  Chairman  called  for  the  report  of  the  Nom- 


inating Committee,  and  Dr.  Reeder,  Chairman,  gave 
the  following  nominations: 

Member  of  the  Board  of  Trustees  — H.  V.  Nuss, 
Sutton  (Term  of  A.  A.  Ashby,  Geneva,  expir- 
ing) 

Member  of  the  Medicolegal  Advice  Committee — 

0.  A.  Kostal,  Hastings  (Term  of  J.  R.  Schenk- 
en,  Omaha,  expiring) 

Member  of  the  Council  on  Professional  Ethics — 
C.  B.  Dorwart,  Sidney  (Term  of  Clarence  Min- 
nick,  Cambridge,  expiring) 

There  being  no  further  nominations  from  the 
floor,  the  motion  was  made  by  Dr.  McGreer  that 
an  unanimous  ballot  be  cast  for  the  nominees  sub- 
mitted by  the  committee.  The  motion  was  seconded 
and  carried. 

Dr.  Salter  was  asked  to  give  a report  on  his 
investigation  of  complaints  which  had  been  re- 
ceived against  a physician  in  his  Councilor  Dis- 
trict. After  considerable  discussion,  it  was  moved 
that  this  matter  be  tabled  until  the  third  session 
of  the  Board  of  Councilors  on  Thursday  moming. 
The  motion  was  seconded  and  carried. 

Dr.  Waddell  reported  to  the  Councilors  on  the 
drug  situation  in  his  Councilor  District,  which  he 
had  been  asked  to  investigate.  He  infonned  the 
Councilors  that  he  felt  that  this  situation  was  now 
under  control. 

The  following  requests  for  Life  Membership 
were  read  by  the  Chairman: 

G.  B.  Lennox,  Omaha;  J.  W.  McNamara,  Omaha; 
Charles  G.  McMahon,  Superior;  Arthur  J.  Griot, 
Chadron;  A.  J.  Callaghan,  North  Platte;  and  H.  H. 
Walker,  North  Platte. 

Dr.  Nuss  moved  that  these  Life  Memberships  be 
accepted  and  the  motion  was  seconded  and  carried. 

Dr.  Nuss  was  granted  permission  of  the  floor, 
and  stated  that  as  Chairman  of  the  Nominating 
Committee  of  the  House  of  Delegates,  he  would 
like  to  present  a matter  for  the  consideration  of  the 
Board  of  Councilors.  He  stated  that  the  term  of 
Dr.  J.  D.  McCarthy,  Delegate  to  the  AMA,  expires 
with  this  session,  and  that  Dr.  McCarthy  informed 
the  Nominating  Committee  that  he  did  not  wish 
to  be  re-elected.  Dr.  Nuss  suggested  that  some 
recognition  should  be  given  Dr.  McCarthy  for 
the  many  years  he  had  served  as  Delegate  to  the 
AMA.  After  discussion,  it  was  moved  that  a 
plaque  be  given  Dr.  McCarthy,  along  with  a resolu- 
tion expressing  the  Association’s  appreciation  for 
his  long  time  efforts  as  Delegate  to  the  AMA.  The 
motion  was  seconded  and  carried. 

Dr.  Garlinghouse  was  granted  permission  of 
the  floor,  and  stated  that  he  would  like  to  pre- 
sent several  items  for  consideration  of  the  Board 
of  Councilors.  These  items  were  as  follows: 

1.  Consideration  of  a permanent  Headquarters 
building. 

2.  Consideration  of  initiating  enabling  acts  in 
the  Nebraska  Legislature  to  allow  the  NSMA 
to  be  more  effective  in  dealing  with  prob- 
lems of  unethical  or  even  harmful  medical 
practices. 

3.  Indoctrination  of  new  members  and  members 
transferred. 
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4.  Closer  cooperation  with  the  component  coun- 
ty societies,  which  could  be  done  by:  (a) 

establishment  of  a yearly  or  semiyearly  in- 
stitute or  workshop  with  county  society  offi- 
cers; (b)  increasing  activities  and  responsi- 
bility of  the  Councilor  in  his  District;  and 
(c)  re-establishment  of  the  old  “circuit  riders 
postgraduate  courses”  and  Association’s 
Speakers  Bureau. 

Following  discussion,  it  was  moved  by  Dr.  Mc- 
Greer  that  these  projects  presented  by  Dr.  Garling- 
house  be  foi’warded  to  the  House  of  Delegates 
for  action,  with  the  recommendation  that  they  be 
considered  for  study  by  the  appropriate  committee. 
This  motion  was  seconded  and  carried. 

Mr.  Neff  reported  on  the  progress  of  the  new 
expanded  loan  program  of  the  Nebraska  Medical 
Foundation,  which  was  now  in  operation. 

There  being  no  further  business.  Dr.  Salter  moved 
that  the  meeting  be  adjourned.  Motion  was  sec- 
onded and  carried. 

Second  Session  — April  29,  1964 

The  second  session  of  the  Board  of  Councilors 
was  called  to  order  by  the  Chairman,  Dr.  Waddell. 

Members  present  were  Drs.  Leroy  Lee,  John  Mc- 
Greer,  Jr.,  W.  W.  Waddell,  George  Salter,  R.  C. 
Reeder,  C.  L.  Anderson,  H.  V.  Nuss,  Dan  Nye,  L. 

S.  McNeill,  Max  Raines,  and  C.  J.  Cornelius. 

The  minutes  of  the  first  session  were  read  by 
Dr.  Waddell.  A motion  was  made  by  Dr.  Anderson 
to  approve  these  minutes  as  read.  The  motion  was 
seconded  and  carried. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

Third  Session  — April  30,  1964 

The  third  session  of  the  Board  of  Councilors 
was  called  to  order  by  the  Chairman,  Dr.  Waddell. 

Members  present  were  Drs.  Leroy  W.  Lee,  John 

T.  McGreer,  Jr.,  W.  W.  Waddell,  George  Salter, 
R.  C.  Reeder,  C.  L.  Anderson,  H.  V.  Nuss,  Dan 
Nye,  L.  S.  McNeill,  Max  Raines,  C.  J.  Cornelius  and 
R.  E.  Garlinghouse. 

Dr.  Garlinghouse  introduced  Willis  D.  Wright, 
J.D.,  President-elect,  to  the  Board  of  Councilors. 

Dr.  McCarthy  was  granted  permission  of  the 
floor  and  expressed  his  thanks  and  appreciation  to 
the  Board  of  Councilors  for  their  efforts  of  appre- 
ciation for  his  services  to  the  Association  as  Dele- 
gate to  the  AMA. 

The  minutes  of  the  second  session  were  read 
and  approved. 

Dr.  Waddell  informed  the  Councilors  that  there 
was  one  item  of  unfinished  business  — that  of  the 
complaint  against  a physician  which  had  been  tabled 
at  the  first  session  until  the  final  session. 

Following  considerable  discussion,  the  motion 
was  made  by  Dr.  Reeder  that,  in  view  of  the  fact 
that  this  physician  has  not  yet  paid  the  1964  mem- 
bership dues,  a recommendation  be  sent  to  his  local 
county  society  from  the  Board  of  Councilors  that 
before  this  man’s  dues  are  accepted  in  the  future, 
he  be  advised  that  as  far  as  the  Board  of  Coun- 
cilors are  concerned,  he  will  be  on  probation.  Dr. 
Reeder  also  moved  that  the  Council  on  Professional 


Ethics  be  advised  of  this  action  taken  by  the  Coun- 
cilors. 

This  motion  was  seconded  and  carried. 

There  being  no  further  business,  the  meeting 
was  adjourned. 


ROSTER  OF  HOUSE  OF  DELEGATES 

APRIL  28.  29  and  30.  1964 


ADAMS— 

Chas.  Landgraf.  Jr.,  Hastings  (D)  P P P 

ANTELOPE— 

Dwaine  J.  Peetz,  Neligh  (D)  P P P 

Frank  McClanahan,  Neligh  (A) 

BOONE— 

Wm.  J.  Reeder.  Cedar  Rapids  (D)  P p 


Gerald  Spethman,  Albion  (A) 
BOX  BUTTE— 

W.  L.  Howell,  Hyannis  (D) 

T.  D.  Fitzgerald,  Alliance  (A) 


BUFFALO— 

H.  V.  Smith.  Kearney  (D1  p p 

F.  L.  Richards,  Kearney  (A)  

BURT— 

I.  Lukens,  Tekamah  iD)  P P P 

L.  E.  Sauer,  Tekamah  (A)  

BUTLER— 


W.  C.  Niehaus.  David  City  (D)  

L.  J.  Ekeler,  David  City  

CASS— 

R.  R.  Andersen,  Nehawka  (D)  P P P 

R.  Brendel,  Plattsmouth  (A)  

CHEYENNE-KIMBALL-DEUEI^ 

J.  E.  Thayer,  Sidney  (D)  

C.  B.  Dorwart,  Sidney  (A)  

CLAY— 

H.  V.  Nuss,  Sutton  (D)  P P P 

COLFAX— 

John  R.  O’Neal,  Clarkson  (D)  

H.  Dey  Myers,  Schuyler  (A)  

CUMING— 

CUSTER— 


Ted  Koefoot,  Broken  Bow  (D)  P 

Ralph  Blair,  Broken  Bow  fA)  

DAWSON—  r 

P.  Bryant  Olsson,  Lexington  (D( 

Victor  D.  Norall,  Lexington  (A)  p P P 

DODGE— 

Robert  Sorensen,  Fremont  (D)  P P P 

J.  L.  Dyer,  North  Bend  (A)  

FILLMORE — 

V.  S.  Lynn,  Geneva  iD)  P P P 

A.  A.  Ashby,  Geneva  (A)  

FIVE  CO.— 

C.  M.  Coe.  Wakefield  ID)  p 

L.  T.  Gathman.  South  Sioux  City  (A) 

John  Keown,  Pender  (D)  !. p 

George  John,  Wayne  (A)  

R.  P.  Carroll,  Laurel  (D)  P p 

H,  Billerbeck,  Randolph  (A)  

FOUR  CO.— 

Otis  Miller,  Ord  (D)  P P P 

Roy  Cram,  Burwell  (A)  

FRANKLIN— 

W.  A.  Doering.  Franklin  (Dl  P P P 

C.  J.  Thomas,  Franklin  (A)  

GAGE— 

Elmer  Penner,  Beatrice  (D)  P P 

John  Chapp,  Beatrice  (A)  

GARDEN-KEITH-PERKINS- 

Ernest  Colglazier.  Grant  ID)  P P P 

James  Burwell,  Ogallala  (A)  

HALL— 

Warren  Bosley,  Grand  Island  (D) P P P 

Pierce  Sloss,  Grand  Island  (A)  

HAMILTON— 

H.  G.  Steenburg,  Aurora  (D)  P P P 

E.  A.  Steenburg,  Aurora  (A)  

HARLAN— 

H.  R.  Walker,  Alma  (D)  P p 

K,  C.  McGrew,  Orleans  (A  I 

HOLT  and  N.W.— 

James  E,  Ramsay,  Atkinson  (D)  P P P 


Robert  Anderson,  Ainsworth  (A) 
HOWARD  - 

M.  D.  Mathews,  St.  Paul  (D)  

R.  W.  Hanisch,  St.  Paul  (A)  

JEFFERSON— 

K.  J.  Kenney,  Fairbury  (Dl  

Frank  Falloon,  Fairbui-y  (A)  
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JOHNSON— 

KNOX— 

R.  L.  Tollefson,  Wausa  (D)  P P 

Stanlo'  R.  Neil,  Niobrara  (A)  

LANCASTER— 

Paul  J.  Maxwell,  Lincoln  (D)  P P P 

Frank  Tanner.  Lincoln  (A)  

M.  D.  Frazer,  Lincoln  (D)  P P 

A.  L.  Smith.  Jr.,  Lincoln  (A)  

Donald  F.  Puiwis,  Lincoln  (D)  P P P 

Donald  Matthews,  Lincoln  (A)  

Bernard  F.  Wendt.  Lincoln  (D)  P P 

Paul  Goetowski,  Lincoln  (A)  P 

LINCOLN— 

Bruce  F.  Claussen,  North  Platte  (D)  P P P 

Gorden  E.  Sawj-ers.  North  Platte  (A)  

MADISON— 

James  Dunlap.  Norfolk  (D)  P P P 

J.  D.  Pollack,  Norfolk  (A)  

MERRICK— 

John  Campbell.  Central  City  (D)  P 

K.  R.  Treptow,  Central  City  (A)  

NEMAHA— 

Paul  M.  Scott,  Auburn  (D)  P P 


Jackson  J.  Bence,  Auburn  (A) 
N.W.  NEBRASKA— 

A.  J.  Alderman,  Chadron  (A) 
NUCKOLLS— 
OMAHA.DOUGLAS— 


Arnold  Lempka,  Omaha  (D)  P P P 

J.  J.  Grier.  Omaha  (A)  

J.  R.  Schenken.  Omaha  (D)  P P P 

R.  D.  Smith,  Omaha  (A)  

R.  L.  Egan.  Omaha  (D)  P P P 

W.  E.  Kelley.  Omaha  (A)  

D.  J.  Bucholz,  Omaha  (D)  P P P 

J.  D.  Coe.  Omaha  (A)  

A.  W.  Abts,  Omaha  (D)  P 

C.  A.  McWhorter.  Omaha  (A) 

W.  McMartin.  Omaha  (D)  P P P 

G.  C.  Schreiner.  Omaha  (A)  

Wm.  F.  Giles,  Omaha  (D)  P P P 

E.  L.  MacQuiddy,  Jr..  Omaha  (A)  

Dwight  Burney,  Jr..  Omaha  (D)  

Maurice  Stoner,  Omaha  (A)  

G.  B.  McMurtrey.  Omaha  (D)  P P P 

Joseph  A.  Pleiss,  Omaha  (A)  

Thomas  Gurnett.  Omaha  (D(  P P 

J.  J.  O’Neil.  Omaha  (A)  

OTOE — 

T.  L.  Weekes.  Nebraska  City  (D)  P P P 

W.  C.  Kenner,  Nebraska  City  (A)  

PAWNEE— 

H.  C.  Stewart.  Pawnee  City  (D)  P P P 

A.  B.  Anderson.  Pawnee  City  (A)  

PHELPS— 

Harold  McConahay,  Holdrege  (D)  P P 


Walter  Reiner,  Holdrege  (A)  

PIERCE— 

W.  I.  Devers,  Pierce  ( D ) 

A.  E.  Mailliard,  Osmond  (A)  

PLATTE— 

E.  G.  Brillhart.  Columbus  (D)  P 

H.  D.  Kuper,  Columbus  (A)  P P 

POLK  — 

H.  S.  Eklund,  Osceola  (D)  P 

R.  L.  Bierbower.  Shelby  (A)  

RICHARDSON— 

Wm.  Glenn.  Falls  City  (D)  P P P 

L.  V.  Brennan.  Falls  City  (A)  

SALINE— 

L.  W.  Forney.  Crete  (D)  P 

S.  L.  Lars.on,  Crete  (A)  

SAUNDERS— 

Robert  Youngman.  Ceresco  (D)  P P P 

I.  M.  French,  Wahoo  lAl  

SCOTTS  BLUFF— 

E.  J.  Loeffel.  Mitchell  (D)  

Carl  L.  Frank.  Scottsbluff  (A)  P P P 


SEWARD  — 

W.  Ray  Hill.  Seward  (D)  

R.  W.  Herpolsheimer,  Seward  (A)  

S.W.  NEBRASKA— 

Fay  Smith.  Imperial  (D)  P P P 

E.  E.  Y^aw,  Imperial  (A)  

THAYER— 

L.  G.  Bunting,  Hebron  (D1  

R.  E.  Penrj".  Hebron  (A)  


WASHINGTON— 

Leslie  Grace,  Blair  (D)  P 

C.  D.  Howard,  Blair  (A)  

YORK— 

R.  E.  Harr>-,  York  (D)  P P P 

H.  Friesen.  Henderson  (A)  

Wm.  Nutzman,  Speaker  P P P 

Harr>-  McFadden,  Jr.,  Vice  Speaker  P P P 


PROCEEDINGS 
of  the 

HOUSE  OF  DELEGATES 
Nebraska  State  Medical  Association 
First  Session  — April  28,  1964 

The  first  session  of  the  House  of  Deleg-ates  was 
held  at  the  Hotel  Comhusker,  Lincoln,  Nebraska, 
April  28,  1964.  The  meeting  was  called  to  order 
by  the  Speaker,  Wm.  Nutzman,  MD,  at  8:20  a.m. 

Dr.  Nutzman  called  attention  to  the  fact  that 
at  the  midwinter  meeting  of  the  House,  it  was 
requested  that  a tape  recorder  be  used  for  meet- 
ings of  the  House;  and  in  carrying  out  these  direc- 
tions, a tape  recorder  would  be  used  for  sessions 
of  the  House  of  Delegates. 

The  report  of  the  Credentials  Committee  showed 
that  46  delegates  were  present;  and  inasmuch  as 
20  members  constitute  a quorum,  the  House  was 
declared  in  session. 

The  Speaker  called  for  a motion  to  accept  the 
minutes  of  the  midwinter  meeting  as  published  in 
the  April  Journal.  The  motion  was  m^e  and  sec- 
onded to  accept  these  minutes  as  published.  Mo- 
tion carried. 

The  Speaker  called  for  a short  recess  for  the 
selection  of  the  Nominating  Committee. 

Upon  reconvening,  the  following  members  were 
selected  for  the  Nominating  Committee: 

1st  District — Thos.  Guimett,  Omaha 
2nd  District — Maurice  Frazer,  Lincoln 
3rd  District — Wm.  Glenn,  Falls  City 
4th  District — James  Dunlap,  Norfolk 
5th  District — I.  Lukens,  Tekamah 
6th  District — H.  Steenburg,  Aurora 
7th  District — H.  V.  Nuss,  Sutton 
8th  District — James  Ramsay,  Atkinson 
9th  District — Otis  Miller,  Ord 
10th  District — Hiram  Walker,  Alma 
11th  District — E.  E.  Colglazier,  Grant 
12th  District — Carl  Frank,  Scottsbluff 

It  was  moved  and  seconded  to  accept  these  mem- 
bers to  serve  on  the  Nominating  Committee.  Mo- 
tion cai’ried. 

Dr.  Nutzman  read  the  appointments  for  members 
of  the  Reference  Committees.  It  was  moved  and 
seconded  to  accept  these  as  read.  Motion  carried. 

I'nfinished  Business 

Dr.  Nutzman,  Chairman  of  the  ad  hoc  committee 
to  consider  the  question  of  admitting  the  press  to 
the  official  sessions  of  the  House  of  Delegates,  sub- 
mitted the  following  resolution  from  this  committee: 

WHEREAS,  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  at  its  mid- 
winter meeting  on  February  22  and  23,  1964, 
directed  that  the  President  of  the  Association, 
R.  F.  Sievers,  MD,  appoint  an  ad  hoc  commit- 
tee to  consider  the  question  of  admitting  the 
press  to  the  official  sessions  of  the  House  of 
Delegates  and  that  this  ad  hoc  committee  con- 
sider what  portion  of  the  sessions  the  press 
should  be  allowed  to  attend  and  that  all  news 
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media  representatives  should  be  consulted  and 
that  this  committee  present  their  recommenda- 
tions at  the  opening  session  of  the  House  of 
Delegates  at  their  April  meeting;  and 

WHEREAS,  Dr.  R.  F.  Sievers  appointed  Drs. 
R.  E.  Garlinghouse,  Hariy  W.  McFadden, 
George  McMurtrey,  Otis  Miller,  Wm.  E.  Nutz- 
man,  Horace  Hunger,  Executive  Secretary 
Kenneth  Neff,  and  himself  to  this  ad  hoc  com- 
mittee; and 

WHEREAS,  this  committee,  with  the  excep- 
tion of  Dr.  Harry  McFadden,  met  with  repre- 
sentatives of  the  various  news  media  consisting 
of  Mr.  Joe  R.  Seacrest  and  Bess  Jenkins  of  the 
Lincoln  Journal,  Don  Shasteen  of  the  Omaha 
World-Herald,  and  Don  Wright  of  KOLN-TV 
on  April  8,  1964;  and 

WHEREAS,  following  considei-able  discussion 
with  these  representatives,  this  committee,  after 
due  deliberation,  recommends  to  the  House  of 
Delegates,  that  it  be 

RESOLVED,  that  representatives  from  the 
various  news  media,  as  specified  and  accredited 
by  the  Executive  Secretary  of  the  Nebraska 
State  Medical  Association  be  admitted  to  the 
business  sessions  of  the  House  of  Delegates; 
and  be  it  further 

RESOLVED,  that  all  news  releases  will  be 
subject  to  approval  by  the  press  committee  con- 
sisting of  the  President,  President-elect  and  the 
immediate  Past  President  of  the  Nebraska  State 
Medical  Association,  the  Chairman  of  the  Boai’d 
of  Councilors,  the  Speaker  and  Vice-Speaker  of 
the  House  of  Delegates  and  the  Executive  Sec- 
retary of  the  Association;  and  be  it  further 

RESOLVED,  that  the  press  committee  and 
representatives  of  the  news  media  will  meet 
immediately  following  every  session  of  the 
House  of  Delegates  in  a place  provided  by  the 
State  Association  for  such  purpose;  and  be  it 
further 

RESOLVED,  that  accredited  representatives 
of  the  visual  news  media  be  allowed  to  take 
pictures  either  at  the  beginning  or  end  of 
each  session  of  the  House  of  Delegates. 

A minority  group  consisting  of  Drs.  Garlinghouse 
and  Miller  differed  with  the  majority  opinion  and 
present  the  following  opinion: 

That  accredited  representatives  of  the  vari- 
ous news  media  be  permitted  to  attend  only 
a conference  with  the  Press  Committee  of  the 
Nebraska  State  Medical  Association  that  will 
release  information  pertaining  to  the  business 
sessions  of  the  House  of  Delegates  and  to  the 
scientific  meetings  of  the  Association.  This 
conference  is  to  be  held  immediately  following 
each  business  session  of  the  House  of  Delegates 
and  whenever  necessary  in  regard  to  the  scien- 
tific sessions. 

This  resolution  was  referred  to  Reference  Com- 
mittee No.  5. 

Dr.  Loyd  Wagner,  Chairman  of  the  Allied  Pro- 
fessions Committee,  submitted  the  following  report 
of  this  committee: 

At  a meeting  of  the  Allied  Professions  Com- 


mittee on  April  1,  1964,  there  was  discussed  the 
proposal  referred  to  it  by  the  midwinter  meet- 
ing of  the  House  of  Delegates  of  the  NSMA. 
This  proposal  referred  to  the  suggestion  that 
pharmacists  could  or  should  be  given  additional 
training  as  laboratory  technicians,  in  order  to 
provide  laboratory  coverage  in  some  of  the 
smaller  towns  in  the  State  of  Nebraska. 

After  discussion  of  this  proposal  in  the  com- 
mittee, it  was  the  opinion  that  if  pharmacists 
were  willing  to  subject  themselves  to  the  ad- 
ditional year  of  training  necessary  in  medical 
technology,  and  to  take  the  necessary  steps  to 
gain  American  Society  of  Clinical  Pathology 
registration  as  a medical  technologist,  and 
then  were  willing  to  subject  themselves  to 
physician  supervision  as  is  required  by  such 
registration,  that  there  could  be  no  objection 
to  such  a dual  role  for  pharmacists.  The  impli- 
cation of  this  decision,  however,  is  that  the 
pharmacist  in  such  a role  could  not  perfonn 
laboratory  analyses  independently,  but  could 
do  so  only  under  the  direct  supei-vision  of  a li- 
censed physician. 

It  is  the  opinion  of  the  Allied  Professions 
Committee  that  the  NSMA  should  not  favor 
such  a plan,  inasmuch  as  they  would  tend  to 
foster  a split  between  the  professional  and 
technical  aspects  of  the  practice  of  medicine. 
Such  a division  of  medical  practice  into  tech- 
nical and  professional  spheres  is  clearly  con- 
traiy  to  statements  of  principle  made  by  both 
the  House  of  Delegates  of  the  AMA,  and  the 
House  of  Delegates  of  the  NSMA. 

Resolution  Concerning  Postgraduate 

Courses  for  Nurses 

WHEREAS:  There  appears  to  be  a continu- 
ing deficit  of  professional  nurses  in  the  State 
of  Nebraska,  and 

WHEREAS:  There  appears  to  be  a need  for 
continuing  education  and  refreher  courses  for 
professional  nurses  in  the  state,  both  not  only 
to  upgrade  the  skills  of  those  presently  practic- 
ing their  profession,  but  also  to  offer  refresher 
courses  to  nurses  who  are  not  actively  engaged 
in  their  profession,  and 

WHEREAS:  There  is  a lack  of  such  con- 

tinuing education  programs  for  professional 
nurses  at  the  present  time;  now  therefoie  be  it 

RESOLVED:  That  the  Nebraska  State 

Nurses  Association,  the  University  of  Nebraska 
College  of  Medicine,  the  Creighton  University 
School  of  Medicine,  and  the  various  schools  of 
professional  nursing  in  the  State  of  Nebraska 
be  urged  to  cooperate  in  establishing  such 
coui’ses;  and  be  it  further 

RESOLVED:  That  the  Nebraska  State  Medi- 
cal Association  supports  such  action  as  a means 
of  improving  total  patient  care. 

Report  on  Congress  of  Medicine  and  Pharmacy 

The  Chairman  of  the  Allied  Professions  Com- 
mittee and  the  Executive  Secretary  of  the  NSMA 
recently  attended  the  Congress  on  Medicine 
and  Pharmacy  held  in  Chicago.  This  Con- 
gress was  discussed  with  members  of  the  Al- 
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lied  Professions  Committee,  and  was  reported 
to  the  House  of  Delegates  by  this  report. 

It  was  the  pui-pose  of  the  Congress  on  Medi- 
cine and  Pharmacy  to  explore  problems  of  pro- 
fessional inter-relationships.  The  major  areas 
of  disagreement  and  conflict  facing  these  two 
professions  are  summarized  as  follows: 

1.  Physician  Ownership  of  Pharmacies 

The  pharmacist  objects  strenuously  to  any 
situation  in  which  a member  of  their  profes- 
sional organization  is  employed  by  a physician, 
or  any  arrangement  in  which  the  pharmacist 
rents  space  from  a physician  or  physician 
group  in  which  rentals  are  determined  on  a per- 
centage basis. 

2.  Physician  Dispensing 

When  other  local  qualified  phaiTnacists  are 
available  such  a practice  is  unethical  for  physi- 
cians inasmuch  as  members  of  our  profession 
are  to  obtain  their  income  from  fees  for  profes- 
sional seiwices,  not  from  profit  of  sale  of  com- 
modities. 

3.  Coding  of  Prescriptions 

This  practice  in  which  a prescription  can  be 
filled  in  only  one  pharmacy,  is  tantamount  to 
restrictive  trade,  and  removes  from  the  patient 
the  right  of  free  choice  of  pharmacist. 

4.  Unauthorized  Refilling  of  Prescription  by 
Pharmacists 

This  procedure  is  contrai’y  to  the  best  intei’- 
ests  of  the  patient.  As  a general  pi'inciple,  the 
number  of  refills  within  reason  may  be  indicat- 
ed on  the  original  prescription.  Beyond  this, 
each  refill  must  be  authorized  at  least  by  con- 
versation with  the  prescribing  physician. 

There  is  evidence  of  federal  investigative 
activity  in  the  field  of  physician  owmership 
of  pharmacies,  physician  dispensing  and  pre- 
scription refilling.  It  has  followed  naturally  in 
the  past  that  when  abuses  in  the  free  practice 
of  business  or  professions  has  been  uncovered, 
then  corrective  legislative  measures  are  taken 
which  in  many  instances  are  totally  undesirable. 
Restrictive  legislation  has  already  been  enacted 
in  several  of  the  states. 

It  appears  obvious  that  problems  in  both  the 
field  of  pharmacy  and  medicine  could  be  re- 
solved simply  by  strict  adherence  to  profes- 
sional codes  of  ethics  by  members  of  both  pro- 
fessions. 

There  are  several  problem  areas  in  the  State 
of  Nebraska  in  pharmacy-medicine  relationships 
in  regard  to  the  areas  of  conflict  listed  above. 
In  order  to  avoid  restrictive  legislation  in  the 
State  of  Nebraska,  these  problems  should  be 
solved  voluntarily  by  our  own  profession.  It  is 
the  request  of  the  Allied  Professions  Commit- 
tee that  the  House  of  Delegates  of  the  NSMA 
institute  action  to  eliminate  any  problems  in 
medicine  and  pharmacy  which  exist  in  the  state. 

This  report  was  referred  to  Reference  Committee 
No.  1. 

Dr.  Sievers  was  asked  to  present  Dr.  Edward 
Annis,  President  of  the  American  Medical  Associa- 
tion, who  spoke  briefly  to  the  House. 

The  Speaker  read  the  following  report  of  the  Com- 


mittee on  Health  Education  in  Schools  and  Colleges 
which  had  been  submitted  by  Dr.  Robert  Morgan, 
Chairman: 

At  the  interim  session  of  the  House  of  Dele- 
gates, a resolution  condemning  cigarette  smok- 
ing was  introduced.  The  resolution  stated  that 
the  NSMA  should  start  an  educational  program 
against  smoking  to  be  carried  to  the  people  of 
the  State  of  Nebraska.  This  resolution  was 
passed  on  to  this  committee  with  a directive  to 
formulate  a plan  in  order  to  cany  out  this 
dictate. 

As  stated  in  our  first  report,  this  commit- 
tee was  formed  for  the  primary  puiposes  of 
studying  the  present  status  of  health  instruc- 
tion in  schools  and  for  suggesting  ways  and 
means  for  up-gi’ading  such  instruction.  There- 
fore, the  members  of  the  committee  agree  unani- 
mously that  the  resolution  mentioned  above 
does  not  come  within  the  scope  of  our  intended 
activities.  It  is  recommended  that  the  mat- 
ter be  returned  to  the  House  of  Delegates  with 
the  recommendation  that  the  proposals  which 
the  Public  Health  Committee  made  to  the  House 
last  annual  session  be  reviewed  and  followed  at 
its  discretion. 

This  report  was  referred  to  Reference  Commit- 
tee No.  6. 

The  following  report  of  the  Insurance  Committee, 
submitted  by  E.  M.  Walsh,  Chairman,  w’as  read  by 
the  Speaker: 

This  committee,  as  reported  to  you  at  the 
midwinter  meeting,  has  been  pursuing  the  study 
of  several  retirement  progi’ams  for  physicians. 
Meetings  were  held  on  January  15  and  March 
11,  1964.  The  programs  studied  were  The  Jones 
Plan,  headquartered  in  Kansas  City,  which  is 
currently  being  distributed  by  the  American 
Academy  of  General  Practice;  and  the  Meridian 
Fund.  A third  program  also  considered  by  the 
committee  was  the  retirement  program  of  the 
American  Medical  Association.  Mr.  A1  Hoff- 
man, Kansas  City,  of  the  Jones  Plan,  and  Mr. 
Merle  Lemley,  Denver,  of  the  Meridian  Fund, 
were  present  to  discuss  these  proposals  at  the 
January  15th  meeting. 

A second  meeting  wms  held  by  this  commit- 
tee on  March  11th,  to  give  further  consideration 
to  these  two  programs.  In  addition  to  the 
committee  members  present,  we  had  the  benefit 
of  counsel  of  the  financial  advisors  of  the  Ne- 
braska State  Medical  Association,  Mr.  Vince 
Goeres  and  Mr.  Robeid;  Hines  of  the  National 
Bank  of  Commerce.  It  was  noted  in  the  dis- 
cussion that  both  plans  were  fairly  good  and 
offered  a choice  of  Keogh  or  non-Keogh  par- 
ticipation. Also  both  of  the  plans  offered  an- 
nuities or  common  stock  investment  or  both. 
One  program  proposed  circularization  of  the 
Association  members  by  mail,  and  the  other 
program  planned  for  an  individual  approach. 
It  was  noted  that  the  AMA  plan  provides  only 
for  Keogh  participation. 

During  the  meeting,  it  wms  noted  that  pos- 
sibly the  Keogh  bill  may  be  improved  w'ithin 
a matter  of  several  years,  and  delaying  spon- 
sorship of  a single  plan  might  result  in  consid- 
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erable  benefits  being  added  on  to  the  Keogh 
bill  at  a future  date.  It  was  the  general  con- 
census of  opinion  that  rather  than  to  go  into 
a Keogh  or  non-Keogh  program  as  it  now 
stands,  that  the  Association  might  wait  a year 
or  two  and  then  review  the  Keogh  program. 

The  committee  does,  however,  recommend 
at  the  present  time,  for  those  who  want  to  en- 
ter a Keogh  program,  that  the  AMA  program 
is  the  best  plan  that  is  presently  available. 

Following  the  conclusion  of  discussion,  it  was 
officially  agreed  by  the  committee  that,  con- 
sidering the  infoiTnation  available  on  the  two 
programs,  the  committee  does  not  feel  it  can 
endorse  a Keogh  or  non-Keogh  program  to  the 
NSMA  at  this  time. 

The  committee  will  continue  to  watch  the 
progress  of  such  programs;  and  if,  in  the  future, 
such  a program  which  we  feel  would  be  bene- 
ficial to  the  membership  is  proposed,  the  com- 
mittee will  give  it  further  consideration  and 
proposal  to  the  House  of  Delegates. 

In  closing,  we  wish  to  express  our  thanks  to 
Mr.  Goeres  and  Mr.  Hines  for  their  valuable 
counsel  and  willingness  to  give  freely  of  their 
time. 

This  report  was  refen-ed  to  Reference  Commit- 
tee No.  4. 

The  following  report  of  the  Policy  Committee  was 
read  by  Dr.  McFadden: 

The  Policy  Committee  met  March  19,  1964. 

The  following  members  were  present:  Drs. 

Fritz  Teal,  A.  J.  Offerman,  R.  E.  Garlinghouse, 
R.  F.  Sievers,  Mr.  Ken  Neff,  and  Mr.  Bill  Schell- 
peper. 

Thirty  Medicare  cases  were  adjudicated. 

The  committee  reviewed  the  items  referred 
to  it  by  the  House  of  Delegates  during  its  Feb- 
ruary, 1964,  session.  It  was  advised  that  the 
resolution  of  the  Adams  County  Medical  So- 
ciety regarding  the  article  written  by  Stephen 
Crane,  PhD,  be  referred  to  Mr.  Flavel  Wright, 
our  legal  counsel.  This  is  the  article  concern- 
ing the  negro  medical  student  being  dismissed 
from  a medical  school  in  Nebraska. 

It  was  Mr.  Wright's  judgement  that  there 
is  no  basis  for  any  legal  action  since  Dr.  Crane 
had  not  singled  out  any  particular  school  or 
individual  in  the  state.  The  libel,  if  any,  is 
against  the  State  of  Nebraska,  and  the  courts 
do  not  generally  consider  any  cause  of  action 
accrues  in  such  a situation. 

“Dr.  Crane  could  not  be  sued  in  Nebraska 
unless  he  could  be  personally  served  with  sum- 
mons within  the  state,  and  if  it  was  desired 
to  make  Di’.  Crane  a party  to  any  such  action, 
it  would  be  necessai-y  to  bring  the  suit  in  the 
State  of  Illinois.  Under  all  of  the  circum- 
stances, it  is  my  opinion  that  any  effort  to 
institute  any  legal  proceedings  in  this  mat- 
ter will  only  serve  to  fui'ther  publicize  the  con- 
tentions of  Dr.  Crane.  I would  suggest  that  the 
best  procedure  to  follow  would  be  to  take  no 
action  and  allow  the  matter  to  die  out.” 

A letter  was  prepared  for  the  President’s 


signature  to  Dr.  Henry  M.  Lemon  regarding 
his  quotes  in  the  World  Herald  several  months 
ago  regai’ding  the  position  of  the  NSMA  and 
the  problem  of  health  with  relation  to  smoking. 
It  is  suggested  this  be  referred  to  the  proper 
Reference  Committee  for  consideration  along 
with  the  letter  sent  to  Dr.  Lemon  and  his  reply. 

With  respect  to  the  request  by  the  House  of 
Delegates  to  investigate  the  salary  situation 
of  the  State  Department  of  Health,  Dr.  Rogers 
will  appear  at  the  next  meeting  of  the  Policy 
Committee  to  provide  the  necessary  data.  The 
proper  legislation  will  then  be  drawn  up  by  our 
attorney.  This  will  then  be  presented  to  the 
Board  of  Health  which  has  offered  to  introduce 
such  legislation  in  the  next  session  of  the 
Legislature. 

The  Policy  Committee  will  meet  in  May  with 
a committee  of  the  Nebraska  Hospital  Associa- 
tion to  discuss  mutual  problems.  It  is  antici- 
pated that  a permanent  committee  from  mem- 
bers of  the  two  associations  will  develop  to 
handle  these  problems  in  the  future. 

The  Policy  Committee  approved  the  new 
Series  90  policy  to  be  offered  soon  by  Blue 
Cross-Blue  Shield.  This  action  is  presented  to 
the  House  of  Delegates  at  the  Annual  Ses- 
sion for  its  approval. 

This  report  was  refei-red  to  Reference  Commit- 
tee No.  2. 

Dr.  Fuenning,  a member  of  the  Committee  on 
Health  Education  in  Schools  and  Colleges,  presented 
an  oral  report  of  this  committee  to  be  ap'^ended 
to  the  written  report  submitted  by  Dr.  Morgan. 

The  Speaker  informed  the  House  that  they  had 
been  requested  to  reconsider  the  resolution  from 
the  Franklin  County  Medical  Society  which  had 
been  approved  at  the  midwinter  meeting.  Dr.  Mc- 
Carthy, Delegate  to  the  AMA,  was  called  on  to  dis- 
cuss the  reasons  for  requesting  reconsideration. 

It  was  moved  and  seconded  that  this  resolution 
be  reconsidered.  However,  following  considerable 
discussion,  the  Speaker  called  for  a standing  vote 
which  showed  18  for  reconsideration  and  21  against 
reconsideration.  The  Delegates  to  the  AMA  were, 
therefore,  insti-ucted  to  present  the  Franklin  County 
Medical  Society  resolution,  as  previously  adopted, 
to  the  House  of  Delegates  of  the  AMA. 

Dr.  Landgraf  was  granted  permission  of  the  floor 
and  asked  whether  or  not  the  Policy  Committee  had 
considered  the  resolution  submitted  by  the  Adams 
County  Medical  Society  at  the  1963  Annual  Session, 
relative  to  equitable  representation  of  constituents 
in  their  governing  bodies.  Dr.  Sievers,  Chairman 
of  the  Policy  Committee,  stated  that  this  commit- 
tee had  not  studied  this  resolution. 

The  motion  was  made  that  the  Policy  Commit- 
tee consider  this  resolution  and  report  to  the  House 
of  Delegates  at  the  1965  midwinter  session.  The 
motion  was  seconded  and  carried. 

New  Business 

Dr.  Bosley,  Chairman  of  the  Maternal  and  Child 
Health  Committee,  submitted  the  following  report: 

This  committee  wishes  to  report  that  the 
physicians  of  the  state  have  been  most  cooper- 
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ative  in  completing  forms  for  the  study  of  ma- 
temal  deaths.  To  date,  nine  forms  have  been 
sent  out,  and  seven  have  been  retumed.  All 
those  received  have  been  veiy  informative. 

In  order  that  all  maternal  deaths  may  be 
studied,  the  Committee  recommends  that  the 
death  certificate  be  expanded  to  include  a 
question  about  the  presence  of  pregnancy  if 
the  deceased  is  a female.  This  addition  will 
gi’eatly  simplify  the  work  of  the  Division  ot 
Maternal  and  Child  Health,  which  has  been 
locating  reports  of  deaths  during  pregnancy. 
Both  the  Director  of  the  Division  and  the  Direc- 
tor of  the  State  Health  Department  favor  this 
addition  and  have  asked  that  the  House  of  Dele- 
gates make  such  a recommendation  to  them. 

This  report  was  referred  to  Reference  Commit- 
tee No.  7. 

The  Speaker  then  called  for  resolutions  from  the 
floor,  and  the  following  were  presented: 

Dr.  McMurtrey  introduced  a resolution  relative 
to  Medical  Education  and  Hospitals.  This  was  re- 
ferred to  Reference  Committee  No.  2. 

Dr.  Schenken  introduced  two  resolutions  relative 
to  Area  Wide  Planning  for  Hospitals  and  Opposi- 
tion to  Nationalization  of  Medicine.  These  were 
referred  to  Refei’ence  Committee  No.  1. 

Dr.  Nutzman  infonned  the  House  that  a pro  tern 
Secretaiy-Treasurer  should  be  selected  to  seiwe 
during  the  absence  of  Dr.  Munger.  He  stated  that 
Dr.  McGreer,  former  Secretary  - Treasurer,  was 
willing  to  assume  this  office  during  the  absence 
of  Dr.  Munger.  It  was  moved  and  seconded  that 
Dr.  McGreer  be  selected.  Motion  canned. 

Dr.  Nutzman  stated  that  approval  of  the  House 
was  needed  for  an  additional  50-year  recipient.  Dr. 
George  McArdle  of  Omaha.  It  was  moved  and  sec- 
onded to  accept  Dr.  McArdle  for  this  recognition. 
Motion  canned. 

Dr.  Gilligan,  Chainnan  of  the  Medicolegal  Advice 
Committee,  was  asked  to  make  an  oral  report  to  the 
House  of  Delegates. 

There  being  no  further  business,  it  was  moved 
and  seconded  that  this  session  of  the  House  of  Dele- 
gates be  adjourned,  to  reconvene  again  on  Wednes- 
day moiming.  Motion  carried. 

Second  Ses.'ion  — April  29,  1964 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  at  8:10  a.m.,  April  29,  1964, 
by  the  Speaker,  Dr.  Nutzman. 

Roll  call  showed  that  49  delegates  were  present, 
and  the  House  was  declared  in  session. 

The  minutes  of  the  first  session  were  read;  and 
it  was  moved  and  seconded  to  accept  these  minutes 
as  read.  Motion  carried. 

Unfinished  Business 

Dr.  Fay  Smith  was  granted  permission  of  the 
floor  and  stated  that  the  subject  of  malpractice 
insurance  was  brought  up  at  the  1963  Annual  Ses- 
sion of  the  House  of  Delegates.  It  was  recom- 
mended at  that  time  that  a special  committee  be 
appointed  to  study  this  matter,  and  this  recommen- 


dation had  been  approved  by  the  House.  However, 
no  action  had  been  taken  on  this  matter. 

Dr.  Schenken  moved  that  an  ad  hoc  committee 
be  appointed  by  the  President  to  study  this  subject 
of  malpractice  insurance,  and  that  this  committee 
report  back  to  the  House  of  Delegates  at  the  1965 
Annual  Session.  The  motion  was  seconded  and 
carried. 

New  Business 

The  requests  for  Life  Membership  were  read  by 
the  Speaker.  It  was  moved  and  seconded  that  these 
requests  be  granted.  Motion  carried. 

Dr.  McFadden,  Vice  Speaker,  read  the  minutes  of 
the  first  session  of  the  Board  of  Councilors.  Dr. 
Garlinghouse  was  asked  to  present  his  repoi’t  to 
the  House  of  Delegates,  which  had  been  presented 
to  the  Board  of  Councilors. 

The  following  items  were  presented  by  Dr.  Gar- 
linghouse for  consideration  and  referral  to  stand- 
ing committees: 

1.  Consideration  of  a permanent  headquar- 
ters building. 

2.  Consideration  of  initiating  enabling  acts  in 
the  Nebraska  Legislature  to  allow  the  NSMA 
to  be  more  effective  in  dealing  with  prob- 
lems of  unethical  or  even  haiTnful  medical 
practices. 

3.  Indoctrination  of  new  members  and  mem- 
bers transferred. 

4.  Closer  cooperation  with  the  component 
county  societies,  which  could  be  done  by: 
(a)  establishment  of  a yearly  or  semi-year- 
ly institute  or  workshop  with  county  society 
officers;  (b)  increasing  activities  and 
responsibility  of  the  Councilor  in  his  Dis- 
trict; and  (c)  re-establishment  of  the  old 
“circuit  ridei-s  postgraduate  courses”  and 
the  Association’s  Speakers  Bureau. 

The  Speaker  called  for  approval  of  the  minutes 
of  the  Board  of  Councilors.  It  was  moved  and  sec- 
onded to  accept  these  minutes,  and  the  motion  car- 
i-ied. 

Dr.  Nuss  was  granted  permission  of  the  floor  and 
stated  that  in  addition  to  the  action  of  the  Boairi 
of  Councilors  to  present  Dr.  McCarthy,  Delegate  to 
the  AMA,  a plaque  along  with  a resolution  express- 
ing the  Association’s  appreciation  for  his  long-time 
efforts  as  Delegate,  he  would  also  like  to  further 
suggest  that  this  resolution  be  sent  to  the  AMA, 
commending  Dr.  McCarthy  for  the  many  years  he 
has  seiwed  as  Delegate.  It  was  moved  and  seconded 
that  this  resolution  be  prepared.  Motion  cai’ried. 

Dr.  Nutzman  referred  this  to  Reference  Committee 
No.  3 for  implimentation  of  this  resolution. 

Dr.  Nutzman  stated  that  the  items  presented  in 
Dr.  Garlinghouse’s  report  would  be  given  to  the 
following  standing  committees  of  the  Association: 

Items  No.  1 and  No.  4 — Planning  Committee 

It  was  moved  by  Dr.  Schenken  that  these  items 
be  given  to  the  Planning  Committee.  The  motion 
was  seconded  and  carried. 

Item  No.  2 — Medical  Service  Committee,  for 
immediate  action. 

It  was  moved  by  Dr.  Harry  that  this  be  given 
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to  the  Medical  Service  Committee  for  action.  Mo- 
tion was  seconded  and  carried. 

Item  No.  3 — Constitution  and  By-Laws  Commit- 
tee. 

It  was  moved  by  Dr.  Nuss  that  this  item  be  re- 
ferred to  the  Constitution  and  By-Law's  Committee 
for  action.  This  was  seconded  and  carried. 

The  Speaker  called  for  reports  of  Reference  Com- 
mittees, as  follows: 

Reference  Committee  No.  5 — Dr.  Peetz,  Chairman 
of  this  committee,  submitted  the  following  repoiT: 

It  was  the  opinion  of  this  Reference  Committee 
that  the  press  should  be  admitted  to  sessions  of 
the  House  of  Delegates;  however,  we  recommend 
some  changes  in  the  resolution,  as  follow's: 

WHEREAS,  the  House  of  Delegates  of  the 
Nebraska  State  Medical  Association  at  its  mid- 
winter meeting  on  February  22  and  23,  1964, 
directed  that  the  President  of  the  Association, 
R.  F.  Sievers,  MD,  appoint  an  ad  hoc  commit- 
tee to  consider  the  question  of  admitting  the 
press  to  the  official  sessions  of  the  House  of 
Delegates  and  that  this  ad  hoc  committee  con- 
sider what  portion  of  the  sessions  the  press 
should  be  allowed  to  attend  and  that  all  news 
media  representatives  should  be  consulted  and 
that  this  committee  present  their  recommenda- 
tions at  the  opening  session  of  the  House  of 
Delegates  at  their  April  meeting;  and 

WHEREAS,  Dr.  R.  F.  Sievers  appointed  Drs. 
R.  E.  Garlinghouse,  Harry  W.  McFadden, 
George  McMurtrey,  Otis  Miller,  Wm.  E.  Nutz- 
man,  Horace  Munger,  Executive  Secretary  Ken- 
neth Neff,  and  himself,  to  this  ad  hoc  commit- 
tee; and 

WHEREAS,  this  committee,  with  the  excep- 
tion of  Dr.  Harry  McFadden,  met  with  repre- 
sentatives of  the  various  news  media  consisting 
of  Mr.  Joe  R.  Seacrest  and  Bess  Jenkins  of  the 
Lincoln  Journal,  Don  Shasteen  of  the  Omaha 
World  Herald  and  Don  Wright  of  KOLN-TV  on 
April  8,  1964;  and 

WHEREAS,  following  considerable  discus- 
ion  with  these  representatives,  this  committee, 
after  due  deliberation,  recommends  to  the  House 
of  Delegates  that  it  be 

RESOLVED,  that  representatives  from  the 
various  news  media,  as  specified  and  accredited 
by  the  Executive  Secretary  of  the  NSMA  be 
admitted  to  the  business  sessions  of  the  House 
of  Delegates;  and  be  it  further 

RESOLVED,  that  a Press  Committee  consist- 
ing of  the  President,  President-elect,  and  Im- 
mediate Past  President  of  the  NSMA,  the  Chair- 
man of  the  Board  of  Councilors,  the  Speaker 
and  Vice  Speaker  of  the  House  of  Delegates 
and  the  Executive  Secretary  of  the  Association 
be  created;  and  be  it  further 

RESOLVED,  that  the  Press  Committee  will 
be  available  to  meet  representatives  of  the 
news  media  immediately  following  every  ses- 
sion of  the  House  of  Delegates  for  the  purpose 
of  consultation  and  clarification  of  newsworthy 
items;  and  be  it  further 


RESOLVED,  that  accredited  representatives 
of  the  visual  news  media  be  allowed  to  take 
pictures  either  at  the  beginning  or  end  of  each 
business  session  of  the  House  of  Delegates. 

Your  Reference  Committee  recommends  that  the 
minority  report  be  deleted,  and  that  this  resolution 
be  accepted  as  read. 

Dr.  Reeder  moved  that  this  resolution  be  accepted, 
and  this  was  seconded  by  Dr.  McMurtrey.  Following 
discussion,  the  motion  carried. 

Reference  Committee  No.  2 — Dr.  Bosley,  Chair- 
man of  this  committee,  submitted  the  following 
report: 

This  Reference  Committee  was  asked  to  con- 
sider the  report  of  the  Policy  Committee. 

In  regard  to  the  article  written  by  Dr.  Crane, 
we  agree  with  the  legal  counsel  of  the  Asso- 
ciation — that  no  action  be  taken  and  allow 
the  matter  to  die  out. 

We  have  considered  the  letter  written  by 
Dr.  Sievers  to  Dr.  Lemon  regarding  his  quotes 
in  the  World  Herald,  and  also  the  letter  which 
Dr.  Lemon  has  written  to  Dr.  Sievers.  We 
recommend  that  the  Association  should  acknowl- 
edge this  letter  and  let  it  go  at  that. 

We  were  asked  to  consider  the  resolution 
from  Omaha-Douglas  County  Medical  Society 
as  follows: 

WHEREAS,  Chapter  XI,  Section  2 (b)  of  the 
By-Laws  of  the  AMA  governs  the  membership 
of  the  Council  on  Medical  Education,  and 

WHEREAS,  this  section  fails  to  provide  any 
assurance  of  representation  for  the  majority 
group  of  physicians  involved  in-  graduate  and 
postgraduate  education,  namely  those  physi- 
cians engaged  primarily  in  the  private  prac- 
tice of  medicine  but  also  trained,  experienced 
and  participating  in  graduate  and  postgraduate 
medical  education  programs  in  private  commun- 
ity hospitals,  and 

WHEREAS,  the  physicians  involved  in  post- 
graduate continuing  education  specialty  educa- 
tion training  programs,  and  many  undergradu- 
ate ti’aining  programs  are  poorly  represented; 

THEREFORE  BE  IT  RESOLVED,  that  the 
Speaker  of  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  appoint  an  ad  hoc  com- 
mittee to  study  the  actions,  functions,  qualifica- 
tion of  members,  and  manner  of  election  of 
members  of  the  Council  on  Medical  Education 
and  Hospitals  and  to  make  recommendations 
which  may  seem  appropriate  to  remedy  the 
apparent  dissatisfaction  which  recent  council 
actions  have  created  within  the  medical  pro- 
fession in  recent  years. 

This  Reference  Committee  recommends  that  this 
resolution  be  accepted. 

I move  the  acceptance  of  this  Reference  Com- 
mittee report  as  a whole.  This  motion  was  sec- 
onded by  Dr.  Frazer,  and  canned. 

Reference  Committee  No.  6 — Dr.  Nuss,  Chair- 
man of  this  committee,  submitted  the  following  re- 
port: 
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This  committee  was  asked  to  consider  the 
report  of  the  Committee  on  Health  Educa- 
tion in  Schools  and  Colleges.  A resolution 
against  smoking  was  accepted  at  the  mid- 
winter meeting  and  passed  on  to  this  commit- 
tee with  a directive  to  foiTnulate  a plan  to 
cany  out  an  educational  program  against  smok- 
ing. It  was  the  recommendation  of  the  Com- 
mittee on  Health  Education  in  Schools  and 
Colleges  that  this  matter  be  returned  to  the 
House  of  Delegates  with  the  recommendation 
that  the  proposals  which  the  Public  Health 
Committee  made  to  the  House  at  the  last  an- 
nual session  be  reviewed  and  followed  at  its 
discretion. 

Reference  Committee  No.  6 recommends  that 
the  recommendation  of  the  Committee  on  Health 
Education  in  Schools  and  Colleges  be  accepted. 
I so  move. 

Following  discussion,  a motion  was  made  by  Dr. 
Doering  that  the  report  of  Reference  Committee 
No.  6 be  amended  to  include  these  rtvo  points: 
(1)  NSMA  commend  the  Tobacco  Institute  for  ini- 
tiating a self-disciplining  program  in  regard  to 
this  recent  announcement  regarding  changes  in  ad- 
vertising policies;  and  (2)  that  the  Tobacco-Insti- 
tute decision  be  noted  as  an  action  taken  by  private 
enterprise  without  the  prodding  from  third  party 
interests. 

This  motion  was  seconded  by  Dr.  Landgraf,  and 
carried. 

Considerable  discussion  followed  relative  to  the 
resolution  and  news  release  which  had  been  pro- 
posed by  the  Public  Health  Committee  at  the  1963 
Annual  Session. 

It  was  moved  that  the  previous  amendment  to 
the  report  of  Reference  Committee  No.  6 be  with- 
drawn, and  that  the  whole  report  be  refeired  back  to 
this  Reference  Committee  and  re-submitted  again 
tomorrow.  The  motion  was  seconded  and  carried. 

Reference  Committee  No.  7 — Dr.  Landgraf, 
ChaiiTiian  of  this  committee,  submitted  the  follow- 
ing report: 

This  committee  was  asked  to  consider  the  re- 
port of  the  Maternal  and  Child  Health  Com- 
mittee, in  which  they  recommended  that  the 
death  certificate  be  expanded  to  include  a ques- 
tion about  the  presence  of  pregnancy  if  the 
deceased  is  a female. 

We  suggest  that  this  committee  meet  with 
the  Director  of  the  Division  and  the  Director  of 
the  State  Health  Department  to  discuss  this 
expansion  of  the  death  certificate. 

It  was  moved  and  seconded  to  accept  the  report 
of  this  Reference  Committee.  The  motion  carried. 

Dr.  Lee,  Chairman  of  the  Public  Relations  Com- 
mittee, presented  a progress  report  of  this  commit- 
tee to  the  House  of  Delegates.  He  informed  the 
House  that  a public  relations  finn  had  been  hired, 
and  that  money  had  been  budgeted  for  this  year’s 
public  relations  program. 

Dr.  Landgraf  moved  to  accept  this  report.  It 
was  seconded  and  carried. 

There  being  no  further  business,  the  motion  was 
made  and  seconded  to  adjourn.  Motion  carried. 


Third  Session  — April  30,  1964 

The  third  session  of  the  House  of  Delegates  was 
called  to  oixier  bv  the  Speaker,  Dr.  Nutzman,  at 
8:15  a.m.,  April  30,  1964. 

Roll  call  showed  40  delegates  present,  and  the 
House  was  declared  in  session. 

The  minutes  of  the  second  session  were  read  by 
Dr.  McFadden,  Vice  Speaker.  It  was  moved  and 
seconded  to  accept  the  minutes  as  I’ead.  Motion 
carried. 

The  Speaker  called  for  the  report  of  the  Nom- 
inating Committee,  and  Dr.  Nuss,  ChaiiTnan,  pre- 
sented the  following  slate  of  officers: 

President-elect  — Willis  D.  Wright,  Omaha 
Vice  President  — Robert  C.  Reeder,  Fremont 
Councilor’s: 

5th  District  — Herbert  D.  Kuper,  Columbus 
6th  District  — C.  L.  Anderson,  Stromsburg 
7th  District  — Charles  F.  Ashby,  Geneva 
8th  District  — Rex  Wilson,  O’Neill 

Delegate  to  AM  A — John  R.  Schenken,  Omaha 
Alt.  Delegate  to  AMA — Harold  S.  Morgan,  Lin- 
coln 

Board  of  Directors,  Nebraska 
Medical  Sei-vice  — 

George  W.  Covey,  Lincoln 
J.  Jay  Keegan,  Omaha 
Arthur  J.  Offerman,  Omaha 
Fay  Smith,  Imperial 
Donald  B.  Steenburg,  Aurora 

Delegate  to  Noi’th  Central  Conference — Paul  J. 
Maxwell,  Lincoln 

Other  nominations  were  called  for;  and  there 
being  none,  it  was  moved  and  seconded  that  the 
slate  of  officers  presented  by  the  Nominating  Com- 
mittee be  accepted.  Motion  carried. 

Dr.  R.  F.  Sievers  was  asked  to  present  Dr.  Willis 
D.  Wright,  President-elect  of  the  Association,  to 
the  House  of  Delegates. 

Reports  of  Reference  Committees  were  called  for 
by  the  Speaker. 

Reference  Committee  No.  1 — Dr.  Egan,  Chair- 
man, gave  the  following  report: 

'This  committee  has  considered  the  report  of 
the  Allied  Professions  Committee,  and  we  com- 
mend the  activities  of  this  committee.  We  rec- 
ommend adoption  of  the  conclusion  of  the  Allied 
Professions  Committee  relative  to  the  proposal 
that  pharmacists  be  trained  to  provide  labora- 
tory sei'V’ices. 

We  recommend  adoption  of  the  resolution  sub- 
mitted by  this  committee  pertaining  to  post- 
graduate courses  for  nui’ses. 

The  report  of  this  committee  relevant  to  the 
relations  between  pharmacists  and  physicians 
was  considered  and  approval  of  this  section 
of  the  report  is  recommended  with  the  addi- 
tional recommendation  that  the  President  direct 
appropriate  spokesmen  for  the  Association  to 
attempt  the  negotiation  of  problems  which  may 
now  strain  the  relation  in  Nebraska  between 
the  professions  of  pharmacy  and  medicine. 
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This  Reference  Committee  considered  the 
resolution  on  Area- Wide  Planning-  for  Hospitals 
and  recommends  the  adoption  of  this  resolution 
amended  as  follows: 

WHEREAS,  the  United  States  Public  Health 
Sei-vice  in  collaboration  with  the  American  Hos- 
pital Association,  has  conducted  a sui-vey  and 
issued  a joint  report  on  “Area-Wide  Planning 
for  Hospitals,”  and 

WHEREAS,  this  report,  as  well  as  burgeoning 
literature  on  the  subject,  presents  the  thesis 
that  compulsory  area-wide  planning  is  neces- 
sary for  good  medical  care,  and 

WHEREAS,  these  reports  encourage  compul- 
sory area-wide  planning  for  hospitals  and  other 
health  facilities  to  be  implemented  by  legalized 
state  agencies,  and  imply  ultimate  governmental 
control  of  hospital  planning,  and 

WHEREAS,  federal  money  is  now  being  used 
for  state-wide  surveys  for  area-wide  planning 
for  health  facilities  in  several  states,  and 

WHEREAS,  efforts  are  being  made  in  vari- 
ous states  to  establish  compulsory  area-wide 
health  facilities  planning  on  a statutoiy  basis, 
and 

WHEREAS,  S.  855  by  Senator  Hubert  Hum- 
phrey, which  passed  the  Senate  last  month 
without  debate,  affords  federal  recognition  and 
commendation  for  all  such  planning  boards  and 
commissions  and  lays  the  ground  work  for  ulti- 
mate complete  control  by  such  boards;  there- 
fore, be  it 

RESOLVED,  that  the  American  Medical  As- 
sociation, while  encouraging  voluntary  local 
community  planning  by  physicians  and  others 
of  health  facilities,  opposes  compulsory  area- 
wide planning  for  health  facilities  and  express 
this  opinion  as  its  official  position. 

This  Reference  Committee  recommends  adoption 
of  the  resolution.  Opposition  to  the  Nationalization 
of  Medicine,  amended  as  follows: 

WHEREAS,  the  House  of  Delegates  of  the 
American  Medical  Association  in  June,  1963, 
called  for  a re-evaluation  of  its  previous  en- 
dorsement of  “bricks-and-mortar”  federal  aid, 
and 

WHEREAS,  evaluation  of  the  Public  Health 
Service  Act  (1944)  and  subsequent  additions 
and  amendments  thereto  — beginning  with 
Hill-Burton  Act  of  1946  and  continuing  through 
the  present  Harris  proposals  (HR  10041  and  HR 
10042)  — lends  credence  to  the  opinion  that  all 
these  acts  are  part  of  a steadily  evolving  plan 
to  accomplish  the  Nationalization  of  Medicine 
attempted  earlier  by  the  discredited  Wagner- 
MuiTay-Dingell  bills,  and 

WHEREAS,  legal  decisions  have  controverted 
the  apparent  intention  of  Congress  when  enact- 
ing the  Hill  Burton  Act  of  1946,  which  intention 
was  to  preserve  the  non-govemmental  charac- 
ter of  pai-ticipants  in  the  Hill  Burton  program; 
therefore,  be  it 

RESOLVED,  that  the  House  of  Delegates  of 
the  American  Medical  Association  affirm  its 
opposition  to  “bricks-and-mortar”  federal  aid. 


if  such  aid  threatens  local  control;  and  be  it 
further 

RESOLVED,  that  the  House  of  Delegates  of 
the  American  Medical  Association  thoroughly 
re-evaluate  its  stands  regarding  federal  aid  and 
to  come  out  with  a statement  based  on  principle 
in  strict  opposition  to  all  proposals  which  may 
lead  to  the  Nationalization  of  Medicine,  regard- 
less of  the  route  such  proposals  may  take. 

I move  that  the  report  of  Reference  Committee 
No.  1 be  adopted,  and  that  the  resolutions  as  pre- 
sented by  this  committee  be  approved. 

This  motion  was  seconded  and  carried. 

Reference  Committee  No.  4 — Dr.  Bucholz,  Chair- 
man, gave  the  following  report: 

This  Reference  Committee  has  considered  the 
report  of  the  Insurance  Committee.  We  recom- 
mend approval  of  this  report. 

This  committee  has  studied  the  Proposed 
Series  90  Blue  Shield  Agreement  presented 
by  Dr.  Offennan.  We  recommend,  with  the 
concurrance  of  Dr.  Offerman,  that  this  be  re- 
ferred back  to  the  standing  committee  for 
further  study.  We  also  recommend  that  all 
doctors  of  the  state  be  urged  to  become  par- 
ticipating physicians. 

We  recommend  acceptance  of  this  Reference 
Committee  No.  4 report  as  a whole.  I so  move. 

The  motion  was  seconded  and  carried. 

Reference  Committee  No.  6 — Dr.  Nuss,  Chair- 
man, gave  the  following  report:  ^ 

This  Reference  Committee  has  been  asked 
to  reconsider  its  report  of  April  29th.  We  have 
therefore,  reconsidered  the  report  and  hereby 
offer  the  following  resolution  relative  to  cigar- 
ette smoking: 

WHEREAS,  there  is  evidence  that  cigarette 
smoking  is  injurious  to  health; 

BE  IT  RESOLVED,  that  the  Nebraska  State 
Medical  Association  endorses  a program  of 
public  information  in  order  to  call  attention  to 
this  problem;  and 

BE  IT  FURTHER  RESOLVED,  that  this  pro- 
gram be  especially  emphasized  through  the 
medium  of  health  education  in  our  school  sys- 
tems; and 

BE  IT  FURTHER  RESOLVED,  that  the  main 
objective  of  this  program  is  to  convince  young 
people  that  smoking  is  harmful  to  their  health; 
and  finally, 

BE  IT  RESOLVED,  that  all  qualified  invest- 
igators be  urged  to  continue  their  efforts  to 
determine  the  nature  of  the  noxious  agents 
in  cigarettes. 

I move  that  this  resolution  be  accepted. 

The  motion  was  seconded  and  carried. 

I move  that  the  report  of  Reference  Committee 
No.  6 as  a whole  be  accepted. 

The  motion  was  seconded  and  carried. 

Reference  Committee  No.  3 — Dr.  Dunlap,  Chair- 
man, gave  the  following  report: 
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This  Reference  Committee  was  asked  to  pre- 
pare a resolution  commending  Dr.  McCarthy 
for  the  many  years  which  he  has  seiwed  as  Dele- 
gate to  the  AMA.  We  would  like  to  offer 
the  following  resolution  for  your  consideration: 

WHEREAS,  the  Nebraska  State  Medical  As- 
sociation has  been  represented  by  Dr.  Joseph  D. 
McCarthy  as  Delegate  to  the  American  Medical 
Association  through  a most  difficult  period  of 
adjustment  in  medical  historj^,  and 

WHEREAS,  this  representation  has  demand- 
ed much  of  the  time  and  energy  of  Dr.  Mc- 
Carthy through  a nineteen  year  period; 

THEREFORE,  BE  IT  RESOLVED,  that  the 
House  of  Delegates  of  the  Nebraska  State  Medi- 
cal Association  offer  its  most  sincere  commen- 
dation to  Dr.  McCarthy  for  his  diligent  efforts 
in  behalf  of  the  medical  profession  and  for  his 
labors  in  preseiwation  of  American  and  Medical 
freedom; 

BE  IT  FURTHER  RESOLVED,  that  a suit- 
able plaque  in  recognition  and  commendation 
of  Dr.  McCarthy’s  seiwices  be  obtained  by  the 
office  of  our  Executive  Secretai-y  for  presen- 
tation to  Dr.  McCarthy;  and 

BE  IT  FURTHER  RESOLVED,  that  a copy 
of  this  resolution  be  sent  to  the  American  Medi- 
cal Association. 

I move  that  this  resolution  be  adopted. 

The  motion  was  seconded  and  carried. 

We  further  recommend  that  a suitable  plaque  in 
recognition  and  commendation  be  presented  to  Dr. 
McCarthy.  I so  move. 

The  motion  was  seconded  and  carried. 

I recommend  the  adoption  of  the  report  of  Refer- 
ence Committee  No.  3 as  a whole. 

This  was  seconded  and  carried. 

Following  a standing  applause  for  Dr.  McCai'thy, 
Dr.  McCarthy  expressed  his  appreciation  for  the 
recognition  which  had  been  given  him  by  the  House 
of  Delegates  and  the  Board  of  Councilors.  He  urged 
that  support  and  cooperation  be  given  to  Dr.  Schen- 
ken,  who  would  be  replacing  him  as  Delegate  to  the 
AMA. 

Pei-mission  of  the  floor  was  granted  to  Dr.  F. 
Nebe,  who  stated  that  he  would  like  to  pass  along 
to  the  House  of  Delegates,  the  conversation  he  had 
had  with  Dr.  Annis,  President  of  the  AMA,  a few 
weeks  ago.  Dr.  Annis  was  asked  if  the  AMA 
could  present  the  views  of  medicine  better  by 
means  of  television,  etc.  Dr.  Annis  said  that  this 
could  be  done;  however,  the  budget  was  not  large 
enough  for  this.  He  stated  that  the  only  way  this 
type  of  program  could  be  carried  out  would  be  to 
raise  the  dues  to  the  AMA.  He  suggested  a total 
of  $100  dues  to  the  AMA  over  a period  of  two  to 
three  years. 

Following  discussion.  Dr.  Schenken  moved  that 
the  Delegates  to  the  AMA  be  uninstructed  regaixi- 
ing  an  AMA-dues-increase.  If  such  a proposal 
should  be  made  at  the  Annual  Session  of  the  AMA, 
the  Delegates  should  use  their  own  good  judgement 
on  this  matter.  The  motion  was  seconded  and  car- 
ried. 


Dr.  Bucholz  was  granted  pei-mission  of  the  floor 
and  extended  an  invitation  to  the  Nebraska  State 
Medical  Association  to  hold  its  1965  Annual  Ses- 
sion in  Omaha.  The  motion  was  made  and  seconded 
to  accept  this  invitation,  and  the  motion  carried. 

Dr.  H.  V.  Smith  was  granted  pei-mission  of  the 
floor  and  extended  an  invitation  to  the  Nebraska 
State  Medical  Association  to  hold  its  Interim  Ses- 
sions of  the  House  of  Delegates  and  the  Board  of 
Councilors  in  Kearney.  The  motion  was  made 
and  seconded  to  accept  this  invitation.  Motion  car- 
ried. 

Mr.  Kenneth  Neff  was  given  pei-mission  of  the 
floor,  and  stated  that  due  to  conflicting  dates  of  the 
Annual  Sessions  of  surrounding  states  with  that 
of  Nebraska,  and  also  so  that  reservations  might 
be  made  with  hotels,  he  would  like  permission  of 
the  House  to  set  Annual  Session  dates  at  least  five 
years  in  advance. 

Dr.  Bosley  moved  that  as  usual,  the  meetings  be 
alternated  between  Omaha  and  Lincoln,  and  that  the 
dates  be  set  ahead  for  the  next  six  years.  This 
was  seconded  and  carried. 

It  was  moved  and  seconded  that  letters  of  appre- 
ciation be  sent  to  the  Lincoln  Chamber  of  Com- 
merce, and  the  Lancaster  County  Medical  Society. 
Motion  carried. 

There  being  no  further  business,  the  House  of 
Delegates  was  adjourned. 


SCHOOLS  AND  PROBLEMS  RELATING 
TO  SEX* 

Whereas,  the  altered  structure  of  our  so- 
ciety has  resulted  in  greater  permissiveness, 
and  changing  moral  values,  and 

Whereas,  the  years  when  sexual  drives 
are  recognized  to  be  approaching  a peak 
present  the  need  for  important  and  even 
urgent  decisions  on  the  part  of  youth,  and 

Whereas,  the  exploitation  by  all  forms  of 
mass  media  of  the  sensual  aspects  of  sex  has 
placed  undue  emphasis  on  erotic  behavior, 
as  opposed  to  mature,  responsible  love  rela- 
tionships, and 

Whereas,  the  disparity  between  ex- 
pressed beliefs  and  observed  actions  of  many 
adults  has  not  passed  unnoticed  by  the  youth 
of  our  country,  and 

Whereas,  the  persistent  occurence  of  out- 
of-wedlock  pregnancies  and  of  venereal  dis- 
ease has  been  paralleled  by  a lessening  of 

•Joint  Committee  on  Health  Problems  in  Education  of  the 
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the  restrictive  effect  on  sexual  behavior  by 
either  of  these  conditions,  therefore  be  it 

Resolved  that  the  schools  accept  appro- 
priate responsibility  for  reinforcing  the  ef- 
forts of  parents  to  transmit  knowledge 
about  the  values  inherent  in  our  family  sys- 
tem, and  about  the  psychic,  moral,  and  phys- 
ical consequences  of  sexual  behavior,  and  be 
it  further 

Resolved  that  this  be  done  by  including 
in  the  general  and  health  education  cur- 
riculum the  physiology  and  biology  of  hu- 
man reproduction  beginning  at  the  elemen- 
tary level  and  continuing  throughout  the 
school  years  at  increasing  levels  of  compre- 
hension, and  that  the  study  of  venereal  dis- 
eases continue  to  be  a part  of  communicable 
disease  education  during  early  adolescence, 
and  be  it  further 

Resolved  that  the  concept  of  the  family 
as  a unit  of  society  based  on  mature,  re- 
sponsible love  be  a continuing  and  perva- 
sive educational  goal. 


PROJECT  HOPE  INITIATES  MASS 
IMMUNIZATION  PROGRAM 
IN  ECUADOR 

A mass  immunization  program  that  will 
involve  the  dispensing  of  more  than  one 
million  dosages  was  launched  on  May  30 
in  the  South  American  country  of  Ecuador 
under  the  auspices  of  Project  HOPE,  it  was 
announced  at  HOPE’S  Washington,  D.C. 
headquarters. 

Dr.  William  B.  Walsh,  Founder  and  Presi- 
dent of  Project  HOPE,  a nonprofit  organ- 
ization formed  in  1958  to  upgrade  the  level 
of  medical  training  in  newly-emerging  na- 
tions, said  the  program,  which  includes 
dosages  of  DPT  (Diphtheria-Pertussis-Tet- 
anus), oral  polio  and  injectable  polio  vaccine, 
will  be  available  to  165,000  indigent  Ecua- 
dorian children. 

“Actually,”  Dr.  Walsh  said,  “this  is  just 
the  beginning  of  a program  that  is  expected 
to  extend  throughout  the  entire  country. 
Our  effort  is  a pilot  progi'am.  Our  primary 
purpose  is  to  show  the  Ecuadorians  how  to 


carry  out  such  a program  and  we  expect 
the  Ecuadorian  medical  profession  to  take 
it  over  entirely  within  another  few  months.” 

All  of  the  dosages  that  will  be  used  in 
Ecuador  have  been  contributed  by  members 
of  the  drug  industry.  Dr.  Walsh  said.  He 
singled  out  Lederle  Laboratories,  Eli  Lilly 
& Co.,  Merck,  Sharp  & Dohme,  National 
Drug  Company  (Richardson-Merrell,  Inc), 
Parke,  Davis  & Company  and  Chas.  Pfizer  & 
Co.,  Inc.  as  those  who  have  cooperated 
wholeheartedly  in  the  Project’s  efforts. 
Their  backing  is  typical  of  the  industry-wide 
support  given  to  Project  HOPE  since  its  in- 
ception, HOPE’S  president  said. 

HOPE'S  medical  personnel,  all  of  whom 
are  attached  to  the  hospital  ship  S.  S.  HOPE, 
which  has  been  anchored  at  Gauyaquil  since 
December  2 of  last  year,  will  organize  and 
publicize  the  program  and  handle  the  ad- 
ministrative details  attendant  with  an  effort 
of  this  nature. 

The  Ecuadorian  personnel,  on  the  other 
hand,  will  maintain  records,  supply  the  syr- 
inges and  assist  in  the  publicizing  of  the 
program.  This  has  taken  the  form  of  post- 
ers in  store  windows,  the  use  of  trucks 
equipped  with  public  address  systems,  radio 
announcements,  notices  in  newspapers  and 
handouts  distributed  to  the  public. 

All  immunization  will  consist  of  three 
dosages  of  each  type  of  vaccine,  the  first 
two  to  be  given  by  the  HOPE  personnel,  the 
last  by  the  Ecuadorians. 

The  entire  program,  expected  to  last  nine 
months,  is  part  of  Project  HOPE’S  continu- 
ing effort  to  improve  the  standards  of  medi- 
cine in  other  lands  by  training  the  local  per- 
sonnel in  American  medical  methods,  pro- 
cedures and  techniques.  Working  through 
the  counterpart  system,  the  S.  S.  HOPE’S 
medical  staff,  over  600  of  whom  have  served 
aboard  the  former  U.  S.  Navy  hospital  ship 
during  medical  missions  to  Indonesia,  South 
VietNam,  and  Peru  as  well  as  Ecuador,  has 
trained  some  2500  in  these  nations. 

Dr.  Walsh  said  the  program  would  be 
in  effect  not  only  in  Guayaquil  but  in  numer- 
ous other  communities  where  the  HOPE 
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staff  has  been  operating  out-patient  clinics. 
These  include  the  capital  city  of  Quito,  as 
well  as  Cuenca,  Riobamba,  Manabi,  Ambato, 
Duran,  Loja  and  the  coastal  regions. 


STATUS  OF  AMA  TOBACCO- 
RESEARCH  GRANTS 

Ten  grants  for  tobacco  research  — in- 
cluding a project  seeking  chemical  persuad- 
ers capable  of  inducing  the  body  to  manu- 
facture cancer-fighting  weapons  — w ere 
announced  in  Chicago  by  the  American  Med- 
ical Association  Education  and  Research 
Foundation. 

Raymond  M.  McKeown,  MD,  Foundation 
president,  announced  the  grants  through  the 
A1\IA  Chicago  headquarters  from  his  home 
in  Coos  Bay,  Oregon. 

The  projects  for  which  grants  were  ap- 
proved were  the  first  awarded  under  the 
long-range  research  program  on  tobacco 
and  health  authorized  by  the  AMA  House 
of  Delegates  last  December. 

They  were  selected  by  the  five-member 
committee  of  scientists  appointed  to  direct 
the  program  for  the  Foundation.  Maurice 
Seevers,  MD,  committee  chairman,  said  27 
applications  for  grants  have  been  received 
and  about  25  more  are  in  preparation. 

Those  approved  include  projects  to  study 
the  action  of  nicotine  on  cells,  to  produce 
synthetic  radioactive  nicotine  for  research, 
to  find  more  facts  on  the  relationship  be- 
tween cigaret  smoking  and  cardio-pulmon- 
ary  disease,  to  study  the  effects  of  nicotine 
on  the  human  heart,  to  determine  how  cigar- 
et smoke  affects  the  ability  of  the  lungs 
to  clear  foreign  particles,  to  measure  the 
addictive  qualities  of  nicotine,  to  study  the 
effects  of  nicotine  on  heart  muscle  cells,  and 
to  study  nicotine  as  a stimulant  or  a tran- 
quilizer. 

Dr.  McKeown  said  that  “the  scope  and 
variety  of  the  applications  for  research 
grants  indicate  how  much  there  is  to  leaim 
about  the  effect  of  tobacco  smoke  on  the 
cells  and  tissues  and  organs  of  the  body  and 
how  it  affects  bodily  functions.” 


“No  one  can  predict  the  ultimate  results 
of  this  research,”  Dr.  McKeon  said,  “but 
we  are  hopeful  that  the  hazards  of  smoking 
can  be  substantially  minimized  for  the  pro- 
tection of  the  72,000,000  people  in  this  coun- 
try who  smoke  cigarets.  It  is  also  possible 
that  there  may  be  some  by-products  of  im- 
mense value  resulting  from  tobacco  re- 
search.” 

First-year  grants  for  the  10  approved 
projects  totaled  approximately  $340,000.  It 
was  emphasized  that  grant  amounts  are  sub- 
ject to  final  review  before  agreements  are 
drawn  up.  Duration  of  the  projects  will 
range  from  two  years  to  five. 

Dr.  Seevers  said  the  committee  agreed 
that  approval  of  a project  indicated  a 
moral  commitment  to  support  the  project 
for  the  full  period  for  which  it  was  ap- 
proved, subject  to  annual  evaluation  of 
progress.  If  all  10  projects  are  carried 
through  for  their  designated  duration,  the 
total  financial  outlay  will  approximate  $800,- 
000. 

The  AMA  Foundation’s  tobacco  and  health 
research  program  is  financed  primarily 
from  a $10,000,000,  five-year  unrestricted 
grant  from  the  six  major  tobacco  companies. 

Lee  W.  Wattenburg,  MD,  associate  pro- 
fessor of  pathologj^  at  the  University  of  Min- 
nesota, received  a grant  to  search  for  a 
safe  chemical  with  power  to  induce  the  body 
under  certain  circumstances  to  build  a de- 
fense system  capable  of  disaiTning  carcino- 
genic (cancer  producing)  foreign  substances 
taken  into  the  body,  such  as  those  inhaled 
with  cigaret  smoke. 

Dr.  Wattenberg  told  the  committee  that 
a number  of  compounds,  including  some 
which  are  carcinogenic,  are  capable  of  in- 
ducing tissues  of  the  lungs  and  other  organs 
to  manufacture  enzyme  systems  which  act 
on  cancer  producers  to  make  them  weak 
or  inactive.  He  said  the  problem  is  to  find 
a chemical  both  safe  and  effective  and 
then  to  test  its  effects  on  pulmonary  tissue 
in  man.  Dr.  Wattenberg  also  hopes  to  find 
out  whether  surface  tissues  in  the  pulmonary 
system  set  up  such  a defense  mechanism 
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when  exposed  to  a number  of  inhaled  irri- 
tants. 

Dr.  Wattenberg’s  first-year  grant  was 
tentatively  approved  for  $36,000  and  his 
project  for  three  years. 

One  of  the  grants  — the  only  one  outside 
the  United  States  — went  to  a Swedish 
physician-researcher  — Carl  G.  Schmiter- 
low,  MD,  Stockholm,  Sweden.  Dr.  Schmiter- 
low  will  study  localization  of  nicotine  in  cells 
of  the  central  nervous  system,  the  bio- 
chemical transformation  of  nicotine  in  va- 
rious organs  and  the  pattern  of  nicotine 
excretion  from  the  stomach. 

Dr.  Schmiterlow  will  use  radioactive  nico- 
tine obtained  from  Herbert  McKennis,  Jr., 
PhD,  professor  of  pharmacology  at  the 
Medical  College  of  Virginia,  who  was  award- 
ed a grant  for  production  of  synthetic  radio- 
active nicotine  for  research. 

Dr.  Schmiterlow’s  tentative  first  - year 
grant  was  $31,800  and  Dr.  McKennis’  was 
$18,228. 

Gerald  A.  Deneau,  MD,  assistant  professor 
of  pharmacology  at  the  University  of  Michi- 
gan Medical  School,  with  a tentative  first- 
year  grant  of  $43,317,  will  deteraiine  wheth- 
er a physical  dependence  on  nicotine  can  be 
induced  in  monkeys.  The  University  of 
Michigan  has  pioneered  in  research  on 
narcotic  addiction,  but  according  to  Dr. 
Deneau,  no  experiments  have  been  con- 
ducted to  determine  whether  a smoker  de- 
velops a physical  dependence  on  nicotine, 
which  has  been  incriminated  as  the  primary 
factor  in  the  habitual  use  of  tobacco. 

In  this  experiment,  it  will  also  be  deter- 
mined whether  monkeys  will  voluntarily 
self-administer  nicotine  by  intravenous  in- 
jection as  they  do  narcotics.  An  attempt 
will  also  be  made  to  measure  tolerance  to 
nicotine. 

Other  projects  and  tentative  first-year 
grants  approved  were : 

Joseph  C.  Ross,  MD,  associate  professor 
of  medicine,  Indiana  University  Medical 
Center  — $22,080  to  seek  additional  infor- 
mation about  the  mechanisms  by  which 


cigaret  smoking  may  be  a causative  factor 
in  cardio-pulmonary  disease. 

Richard  J.  Bing,  MD,  chairman  of  the 
Department  of  Medicine,  Wayne  State  Uni- 
versity College  of  Medicine,  Detroit  — $25,- 
669  to  study  the  effect  of  nicotine  on  the 
human  heart  by  use  of  radioactive  nicotine 
and  a newly  devised  dual  isotope  scanner 
which  pennits  the  researcher  to  examine 
limited  areas  of  the  heart  by  blocking  out 
radiation  from  surrounding  tissue. 

Roy  E.  Albert,  MD,  associate  professor  of 
the  Department  of  Environmental  Medicine, 
New  York  University  Medical  Center  — 
$64,313  to  study  how  the  lungs  clear  for- 
eign particles. 

Benedict  R.  Lucchesi,  MD,  instructor  in 
pharmacology.  University  of  Michigan  Med- 
ical School — $42,216  to  study  variables  in 
smoking  behavior. 

Norman  Brachfield,  MD,  assistant  profes- 
sor of  medicine,  Cornell  University  Medical 
College  — $31,591  to  study  effects  of  nico- 
tine on  heart  muscles  at  the  cellular  level. 

Henry  B.  Murphree,  MD,  and  Carl  C. 
Pfeiffer,  MD,  New  Jersey  Neuropsychiatric 
Institute,  Princeton,  N.J. — $25,050  to  study 
smoking,  nicotine  and  nicotine  congeners 
(substances  similar  to  nicotine)  as  anti- 
anxiety or  tranquilizing  agents  in  man  and 
to  compare  them  with  stimulant  and  tran- 
quilizing drugs. 


FIGURATIVELY  SPEAKING 
Analysis  of  the  advertising  now  on  our 
books  for  May  and  June,  1964,  suggests 
an  upward  trend  — particularly  in  the  num- 
ber of  color  pages  — when  comparison  is 
made  with  schedules  for  May  and  June  of 
1963. 

Total  net  billing  for  May  was  $83,137.64, 
with  the  average  billing  for  the  Bureau  ex- 
ceeding that  of  May,  1963,  by  16.2%.  The 
number  of  black  and  white  pages  for  1964 
is  comparable  to  statistics  for  May  of  last 
year;  however,  the  total  of  color  pages  has 
been  increased  43.2%,  indicating  a return 
to  use  of  color  on  a larger  scale  and  adding 
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to  the  Bureau  revenue.  Advertising  for  local 
ads  seems  to  be  down  on  an  average  of 
32.3%. 

Tentative  total  for  June  will  be  $73,900.00 
(net)  an  increase  of  approximately  8.45% 
over  June,  1963,  billing.  Since  the  “even” 
months  are  usually  lighter,  it  is  to  be  ex- 
pected that  the  increase  for  June  will  be  less 
than  the  growth  in  May. 

There  is  nothing  definite  to  report  for 
the  last  six  months  of  1964  although  July 
pages  will  reveal  a few  new  items  from 
firms  with  regional  distribution. 

The  recent  releases  from  the  Medical  So- 
ciety Executives  Association  summarizes  the 
report  of  the  committee  headed  by  Aubrey 
Gates  which  had  been  appointed  to  ascertain 
reasons  for  the  decline  in  pharmaceutical 
advertising  in  state  and  county  publications. 
I call  your  attention  to  the  paragraph 
headed  “Ad  Dollars  Diverted”  which  reads 
as  follows: 

“The  Committee  has  pointed  out  that 
many  companies  have  directed  their  adver- 
tising dollar  to  other  publications  for  sound 
business  reasons.  There  appears  little  pros- 
pects for  the  return  of  substantial  advertis- 
ing revenues  which  contributed  so  greatly  to 
medical  society  budgets  during  the  late 
1950’s.” 


I MEMORIES  I 

RE:  I 

EDWIN  DAVIS,  MD  I 

1888  - 1964  I 

Dr.  Edwin  Davis  was  a man  admired  and 

respected  for  his  greatness  as  a surgeon, 
teacher,  and  medical  investigator.  He  had 
a creative  mind,  vision,  courage,  and  a will- 
ingness to  work  for  others  and  with  others 
for  the  common  good.  He  developed  close 
friends  among  his  patients,  and  throughout 
the  cross-section  of  the  community  he  found 
friends  among  all  people  from  those  in  most 
high  positions  to  those  in  the  most  humble 
— the  “river-rat”  along  the  Missouri,  Nio- 
brara, or  Platte  Rivers. 


He  was  born  in  Lake  City,  Florida,  De- 
cember 13,  1888.  At  an  early  age  his  family 
moved  to  Lincoln,  Nebraska,  where  his 
father  was  head  of  the  department  of 
mathematics  of  the  University  of  Nebraska 
until  he  retired.  Dr.  Davis  graduated  from 
the  University  of  Nebraska  in  1909  with  a 
bachelor  of  arts  degree  and  from  Johns 
Hopkins  University  in  1912  ^vith  the  MD 
degree.  He  had  surgical  and  urological 
training  at  Johns  Hopkins  Hospital  and  later 
at  the  Brady  Institute  for  Urology  in  Balti- 
more from  1912  to  1918.  His  general  sur- 
gical training  was  under  Dr.  James  T.  Fin- 
ney and  urological  training  under  Dr.  Hugh 
H.  Young.  Dr.  Davis  served  in  World  War 
I as  an  aid  to  Dr.  Young,  while  the  latter 
was  chief  of  urology  for  the  entire  American 
Expeditionary  F o rc  e in  the  European 
Theater.  Many  interesting  experiences  in- 
volving Dr.  Davis  in  his  association  with 
Dr.  Young  during  this  period  are  described 
by  Dr.  Young  in  his  book  “A  Surgeon’s  Auto- 
biography,” which  was  published  in  1940. 

Following  discharge  from  the  military 
service  as  a captain  in  1919,  he  came  to 
Omaha  to  establish  urological  practice.  He 
became  the  first  professor  and  chairman  of 
the  department  of  urology  at  the  University 
of  Nebraska  College  of  Medicine  and  estab- 
lished the  department  as  separate  from 
general  surgery  in  1920.  At  that  time 
suprapubic  prostatectomies,  with  a reported 
mortality  of  40  to  50  per  cent,  were  being 
done  throughout  the  area  by  so-called  “rough 
and  ready  surgeons.”  Dr.  Davis  early 
showed  that  a decreased  mortality  from 
prostatic  surgery  was  possible  by  using  the 
technic  of  perineal  prostatectomy  in  which 
he  had  become  proficient  in  Baltimore. 
His  early  publications  gave  a mortality  rate 
of  less  than  three  per  cent  incident  to  the 
procedure.  His  experience  involved  over 
2,800  perineal  prostatectomies.  In  the  most 
recent  300  patients  only  two  deaths  have 
occurred.  Contributions  of  Dr.  Davis  in 
this  community  may  be  summarized  as  fol- 
lows : 

1.  Improvement  in  technics  in  various 
surgical  procedures. 

2.  Design  and  production  of  specialized 
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instruments  for  use  in  surgery  — par- 
ticularly those  used  in  perineal  pro- 
statectomy. He  was  fortunate  in  hav- 
ing Mr.  Carl  Balbach  as  his  father-in- 
law,  as  this  great  artisan  was  able  to 
create  instruments  from  the  ideas  ex- 
pressed by  Dr.  Davis. 

3.  Research  in  regard  to  urinary  infec- 
tion. His  early  experiences  were  with 
mercurochrome,  acriflavine,  and  gen- 
tian violet  and  were  in  quest  of  spe- 
cific drug  treatments  for  urinary  in- 
fections. He  later  was  involved,  with 
associates,  in  the  investigation  of 
many  sulfa  medications  and  antibiotics 
which  are  now  used  in  the  treatment 
of  urinary  infections. 

4.  His  great  interest  in  verse  and  seman- 
tics. He  was  a perfectionist  in  the  use 
of  the  English  language  and  a student 
of  words,  diction,  and  grammer. 

During  his  many  years  of  practice.  Dr. 
Davis  presented  numerous  scientific  papers 
before  national  medical  societies,  including 
the  American  Medical  Association  and 
American  Urological  Association.  Among 
these  organizations  he  was  known  as  an  out- 
standing surgeon  and  scientist  rather  than 
a “medical  politician.”  Several  of  his  scien- 
tific exhibits  were  shown  before  the  Mid- 
West  Clinical  Society  as  well  as  the  Ameri- 
can Medical  Association  and  American  Uro- 
logical Association.  He  was  involved  in  the 
production  of  three  motion  pictures  illus- 
trating the  technic  of  perineal  prostatec- 
tomy. These  have  been  presented  at  medical 
meetings  throughout  the  United  States  and 
abroad  and  are  still  being  used  in  depart- 
mental teaching  at  the  University  of  Ne- 
braska College  of  Medicine. 

Those  of  us  who  were  fortunate  enough  to 
be  in  close  association  with  Dr.  Davis  were 
charmed  and  intrigued  by  his  many  witty 
quotations  and  aphorisms  which  revealed 
the  personality  of  this  great  man.  State- 
ments frequently  made  by  him  during  clin- 
ical rounds  in  the  hospital  are  as  follows: 
“The  first  step  of  treatment  is  diagnosis.” 
“Hematuria  spells  cystoscopy.”  In  referring 
to  perineal  prostatectomy  as  compared  with 
transurethral  surgery,  one  of  his  favorite 


statements  was  “Why  operate  through  a key- 
hole when  the  door  is  open.”  He  often  said 
“Consistant  good  results  in  surgery  are  more 
than  mere  chance  — they  signify  plan  and 
preparation.” 

In  writing  scientific  articles  Dr.  Davis 
quite  often  incorporated  a quotation  which 
he  felt  was  significant  to  the  discussion  and 
the  results  of  his  inquiry  before  the  main 
text  of  the  article.  Samples  of  such  quota- 
tions are  “The  pursuit  of  an  unattainable 
perfection  is  what  alone  gives  a meaning 
to  our  lives.”  “It  is  cowardly  to  blink  facts 
because  they  are  not  to  our  taste.”  “Per- 
fection is  obtained  by  slow  degrees;  it  re- 
quires the  hands  of  time.”  Such  preambles 
as  these  are  indicative  of  his  wide  knowledge 
of  literature  and  the  humanities. 

Dr.  Davis  wrote  numerous  excellent  bits 
of  verse  which  have  appeared  many  times  in 
the  local  newspaper  and  the  Clarkson  Hos- 
pital publications.  A collection  of  his  verse, 
entitled  “Random  Thoughts,”  was  published 
in  1963  as  a private  printing.  His  attitude 
toward  and  compassion  for  the  patient,  as 
revealed  often  in  the  thought  stimulating 
verses  of  this  publication  by  the  following: 

THE  PATIENT 

Through  weeks  of  aches  and  tedium 
you  have  lain. 

Transplanted,  ill,  familiar  places  far 
Afield.  How  can  you  know  strange 
faces  are 

Your  friends,  their  sole  intent  to  ease 
your  pain? 

Despite  indignities,  ordeals  untold. 

With  pluck  magnificent  and  trustfulness 
Pathetic,  yet  sublime,  you  acquiesce, 
“Whatever  you  advise.  I’ll  try,  — blindfold.” 

May  my  proration  of  integrity 

And  capability,  enable  me 

To  be  not  undeserving  of  this  trust ; 

To  render  tribute  due  to  those  who  must 
Submit.  Were  I afflicted,  as  are  you. 

Then  what  of  MY  morale?  How  would 
I do? 

His  kindly  and  tolerant  attitude  toward 
others  as  well  as  his  great  personal  control 
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over  anger  is  evidenced  in  the  following  un- 
published presentation  entitled 

PLEDGE  TO  MYSELF 

“Being  of  legal  age,  and  at  this  time  hap- 
py, contented  and  mindful  of  my  many  bless- 
ings (as  compared  with  the  troubles  and 
sufferings  of  others,  of  which  I have  an 
intimate  knowledge),  being  in  a calm  and 
deliberative  state  of  mind,  and  realizing  the 
paramount  importance  of  learning  to  control 
blind  anger,  I hereby  resolve,  for  the  sake 
of  my  peace  of  mind  (if  for  no  other  rea- 
son), to  withhold  condemnation  and  censure 
of  others  pending  investigation  of  facts,  to 
substitute  praise  and  polite  suggestion  for 
criticism,  accusation  and  reprimand,  and 
to  avoid  hasty  conclusion,  important  deci- 
sions without  due  consideration,  and  par- 
ticularly decisions  and  statements  made  in 
anger,  to  avoid  remarks  calculated  to  hurt 
others,  also  rudeness  and  unpleasantness 
both  in  words  and  tone  of  voice  (the  proper 
time  for  which  is  never),  to  be  tolerant  of 
the  weaknesses  and  mistakes  of  others,  and 
frequently  to  read,  and  to  adopt  as  a rule 
of  life,  and  even  to  bear  in  mind,  this  pledge 
made  to  none  other  than  myself.” 

Dr.  Davis  leaves  a legacy  to  the  art  and 
practice  of  urologj"  in  his  two  sons,  who  are 
both  urologists.  Dr.  Edwin  Davis,  Jr.  of 
Annapolis  and  Dr.  Neal  Davis  of  Omaha. 
He  also  contributed  greatly  to  the  urological 
training  of  Dr.  Carl  Rusche  of  Hollywood, 
California,  Dr.  Charles  A.  Owens  of  Dana 
Point,  California,  and  Drs.  Payson  Adams, 
Leroy  W.  Lee,  and  Edward  M.  Malashock, 
of  Omaha. 

Also  surviving  in  addition  to  the  sons  pre- 
viously mentioned  are  his  wife,  Dorothy, 
who  was  truly  a help-mate,  and  his  daugh- 
ter, Willa  (Mrs.  Lee  D.  Seemann). 

His  lifelong  loyalty  and  contributions  to 
the  Bishop  Clarkson  Memorial  Hospital  and 
the  University  of  Nebraska  College  of  Medi- 
cine will  remain  a memorial  to  him  for  years 
to  come.  Dr.  Davis  is  listed  in  Who’s  Who 
in  America  and  in  American  Men  of  Science. 
He  lived  a full  life  with  myriad  contributions 
to  others,  and  he  enjoyed  himself  as  he  trav- 
eled life’s  course.  His  final  days  bore  out 


his  philosophy  expressed  in  a bit  of  verse 
which  he  had  penned  at  an  earlier  date: 

CONTENT 

No  fuss,  no  flowers,  no  funeral,  no  grief. 
When  my  allotted  term  of  seiwice  ends. 

It  has  been  given  me  to  bring  relief; 

And  to  provide.  I have  had  fun  — 
and  friends. 

Tribute  prepared  by: 

Leroy  W.  Lee,  MD,  and 
Edward  M.  Malashock,  MD 


Doctors  and  Medicine  in  the  News 

JVp  See  by  the  Newspapers  That: 

Dr.  Fay  Smith  of  Imperial  was  one  of 
three  honored  by  the  University  of  Nebraska 
for  distinguished  service.  The  following 
activities  in  which  Dr.  Smith  has  engaged 
during  his  30  years  of  practice  are  enumer- 
ated: 

He  is  a past  president  of  the  Nebraska 
State  Medical  Association;  a preceptor  at 
the  College  of  Medicine;  served  12  years  on 
the  Imperial  School  Board;  was  a member 
of  the  Governor’s  Committee  on  Higher  Edu- 
cation; a member  of  the  State  Hospital  Ad- 
visory Board ; member  of  committee  on  Civil 
Rights  in  Nebraska ; a past  president  of  Ne- 
braska Alumni  Association;  was  named  hon- 
orary member  of  Innocents  Society;  is  a 
past  Grand  Master  of  Masons  in  Nebraska; 
is  now  the  mayor  of  Imperial.  (Sunday  Jour- 
nal and  Star,  Maj^  31,  1964). 

“A  Swiss  action  committee  to  fight  the 
obligatory  fluoridation  of  water  was  found- 
ed in  Zurich  . . .”  (Reported  in  JAMA,  May 
11,  1964,  p.  248). 

Richard  D.  Rappolt,  a senior  medical  stu- 
dent at  the  University  of  Nebraska  College 
of  Medicine,  won  a second  place  award  at 
the  convention  of  the  Student  American 
Medical  Association  which  met  in  Chicago 
during  the  week  of  May  7,  1964,  for  devising 
and  building  a special  apparatus  for  drain- 
ing ascitic  fluid  from  the  peritoneal  cavity. 
This  apparatus  filters  the  fluid  and  reintro- 
duces it  in  concentrated  from  into  a vein. 
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This  not  only  reduces  the  ascites,  but  avoids 
loss  of  electrolytes  and  protein.  (Evening 
World -Her old,  May  7,  1964). 

Warren  H.  Pearse,  MD,  assistant  dean, 
University  of  Nebraska  College  of  Medicine, 
received  a grant  of  $19,000  from  Nebraska 
Health  Department’s  maternal  and  child 
health  division.  The  purpose,  to  prevent 
mental  retardation  by  providing  highly  con- 
centrated prenatal  care  to  high-risk  moth- 
ers. (Lincoln  Evening  State  Journal,  May 
22,  1964). 

Dr.  Paul  McCleave,  a Presbyterian  min- 
ister, director  of  the  AMA  Department  of 
Medicine  and  Religion,  was  in  Lincoln  in 
early  May.  He  came  to  act  as  advisor  to  a 
committee  of  the  Nebraska  State  Medical 
Association  set  up  to  create  for  Nebraska  a 
Department  of  Medicine  and  Religion.  The 
complexities  and  near  miracles  of  modern 
medicine  call  for  decisions  in  which  repre- 
sentatives of  both  medicine  and  religion  are, 
or  should  be,  involved.  The  Committee  in 
Nebraska  includes  Drs.  Sam  Moessner  and 
Hanigan  of  Lincoln,  Horace  Giffin  and  Ray 
Sundell  of  Omaha,  John  Campbell  of  Cen- 
tral City,  and  Dwaine  Peetz  of  Neligh.  The 
committee  will,  of  course,  be  asking  help 
from  Nebraska  ministers.  (From  Lincoln 
Sunday  Journal  and  Star,  May  3,  1964). 

Dr.  J.  Perry  Tollman  will  step  down  as 
dean  of  the  University  of  Nebraska  College 
of  Medicine  on  September  1.  After  a year’s 
leave  of  absence.  Dr.  Tollman  will  return 
to  the  medical  college  to  teach  in  the  depart- 
ment of  pathology.  He  was  head  of  this 
department  when  elevated  to  the  deanship 
12  years  ago.  (From  Lincoln  Morning  Star, 
June  3,  1964). 


Announcements 

America’s  Oldest  Essay  Competition — 

The  Trustees  of  America’s  oldest  medical 
essay  competition,  the  Caleb  Fiske  Prize 
Essay  of  the  Rhode  Island  Medical  Society, 
announce  as  the  subject  for  this  year’s 
dissertation  “Recent  Advances  in  the  Con- 
trol of  Respiratory  Virus  Diseases,  Including 
the  Exanthemata.”  The  essay  must  be  type- 
written, double  spaced,  and  should  not  ex- 


ceed 10,000  words.  A cash  prize  of  $500 
is  offered.  Essays  must  be  submitted  by 
December  11,  1964. 

For  complete  information  regarding  the 
regulations  write  to  the  Secretary,  Caleb 
Fiske  Fund,  Rhode  Island  Medical  Society, 
106  Francis  Street,  Providence,  Rhode  Is- 
land 02903. 

Accreditation  of  Hospital  Bulletins 
Now  Available — 

The  Joint  Commission  on  Accreditation  of 
Hospitals  is  pleased  to  announce  that  a 
complete  set  of  Bulletins  No.  1 through  No. 
35  are  now  available  in  a three-ring  loose- 
leaf  binder  with  a stiff-backed  vinyl  cover. 

The  Bulletins  are  indexed  for  your  con- 
venience both  by  Bulletin  number  and  con- 
tent, and  by  subject. 

This  book  should  be  a permanent  fixture 
in  every  hospital  library  and  as  a handy 
reference  for  any  interested  physician,  hos- 
pital administrator,  medical  record  librari- 
an, medical  secretary,  or  hospital  associa- 
tion. There  is  room  for  adding  subsequent 
Bulletins. 

The  price  per  volume  is  $5.00,  postage 
paid.  We  request  a prepaid  order  if  pos- 
sible, to  save  bookkeeping  expense. 

The  Health  of  the  Child  and  the  Physician — 

The  annual  continuation  course  of  the 
Department  of  Pediatrics,  University  of 
Minnesota  titled  “The  Health  of  the  Child 
and  the  Physician  (Some  Keys  to  Imple- 
mentation)” will  be  presented  September  21, 
22,  and  23,  1964.  Please  direct  requests 
for  further  information  to  the  Director, 
Department  of  Continuation  Medical  Educa- 
tion, 1342  Mayo  Memorial  (Box  193),  Uni- 
versity of  Minnesota,  Minneapolis,  Minne- 
sota 55455. 


News  and  Views 

Blue  Shield  Benefits  Top  Billion  Dollar 
Mark  First  Time  in  1963 — 

Benefits  paid  by  the  77  Blue  Shield  plans 
in  the  United  States,  Canada  and  Jamaica 
topped  the  billion  dollar  mark  for  the  first 
time  in  1963. 
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A total  of  $1,066,734,309  in  benefits  was 
paid  to  doctors  for  their  services  to  a record 
number  of  subscribers  and  dependents.  Blue 
Shield  1963  membership  increased  2,545,- 
635,  up  5 per  cent  from  1962,  to  an  all-time 
high  of  53,450,349. 

Blue  Shield  plans  covered  26.41  per  cent 
of  the  United  States  population  and  21.07 
per  cent  of  the  Canadian  population  in  1963. 

The  percentage  of  those  covered  in  the 
United  States  increased  in  1963,  with 
Canadian  Blue  Shield  coverage  up  over  one- 
third  that  of  1962. 

Blue  Shield  plans  had  1963  enrollment 
gains  totaling  1,627,798  while  new  plans  in 
Memphis  and  Montreal  added  917,837  addi- 
tional members. 

SK&F  Grants  for  Scientific,  Educational 
An  Charitable  Purposes — 

Smith  Kline  & French  Foundation,  a trust 
established  by  Smith  Kline  & French  Lab- 
oratories, the  pharmaceutical  firm,  gave 
$790,000  for  scientific,  educational  and  char- 
itable purposes  in  1963,  the  trustees  have 
reported. 

As  in  previous  years,  the  Foundation’s 
grants  mainly  were  in  the  areas  of  medicine 
and  the  sciences  related  to  medicine.  More 
than  half  the  Foundation’s  contributions 
represented  support  of  educational  activities. 

Twenty  grants,  totaling  $112,000,  were 
made  to  newly  appointed  medical  educators, 
to  be  used  for  whatever  new  programs  the 
appointees  might  wish  to  introduce.  Under- 
graduate science  courses  in  liberal  arts  col- 
leges were  the  beneficiaries  of  grants  total- 
ing $46,000.  Other  educational  support  to- 
taled $198,000. 

Grants  in  the  field  of  pharmacy,  including 
donations  to  eight  schools  of  pharmacy,  to- 
taled $42,000  in  1963. 

The  Foundation  gave  $249,000  to  public 
charities  and  community  improvement  or- 
ganizations and  $61,100  in  the  area  of  men- 
tal health. 

The  grants  raise  to  $6,236,209  the  total 
donated  by  the  Foundation  since  its  estab- 
lishment in  1952. 


New  Eon  Corporation  Detector  Locates 
Occult  Gastrointestinal  Bleeding — 

A simple,  yet  accurate  method  of  localiz- 
ing and  measuring  occult  gastrointestinal 
bleeding,  long  sought  by  the  medical  profes- 
sion, has  been  developed  by  EON  Corpora- 
tion, a Brooklyn  research  and  manufactur- 
ing firm.  The  first  of  these  devices,  a 20- 
channel  detector  which  seeks  out  the  source 
through  signals  from  harmless  radio-active 
isotopes  injected  into  the  blood,  has  been  de- 
livered to  the  Columbia  Presbyterian  Medical 
Center. 

Prior  to  the  perfection  of  the  EON  device, 
as  much  as  10-20  per  cent  of  reported  gastro- 
intestinal hemorrhages  escaped  detection  by 
the  conventional  practices  of  X-ray  study, 
gastroscopy,  proctoscopy,  the  gastrointest- 
inal series  and  barium  enemas.  Even  ex- 
ploratory surgery  is  not  infallible,  and  the 
patient’s  weakened  condition  often  dictates 
against  such  a course  of  action. 

This  medical  breakthrough  may  well  open 
the  door  to  solving  other  diagnostic  prob- 
lems. Application  to  the  detection  of  intest- 
inal malignancies,  intestinal  uptake  and 
transit  time  studies  are  envisaged,  as  are 
many  other  uses.  Such  research  is  in  prog- 
ress at  Columbia  Presbyterian’s  Depart- 
ment of  Surgery.  Many  biological  and  non- 
medical applications  have  also  been  sug- 
gested for  this  versatile  radiation  detection 
system. 

Basically  the  EON  detector  consists  of  a 
series  of  tiny  Geiger  counter  tubes  spaced 
at  intervals  of  four  to  six  inches  along  the 
length  of  a long  “swallow”  tube  which  is 
inserted  into  the  intestinal  tract  without 
surgery  through  the  patient’s  nose.  The 
tube  in  turn  is  connected  to  a multi-channel 
ratemeter-recorder. 

p®2  labelled  red  cells  are  then  added  to 
the  blood.  These  radioactive  units  give 
off  signals  when  the  blood  escapes  and  con- 
tacts the  plastic  sheath  encasing  the  detec- 
tors. The  location  of  the  bleeding  and  some 
indication  of  the  size  of  the  wound  is  indicat- 
ed on  the  recorder. 

The  tube  descends  through  the  intestinal 
tract  by  means  of  the  natural  peristaltic 
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process.  It  was  necessary  for  EON  re- 
searchers to  develop  a special  plastic  tube 
material  which  would  be  medically  accept- 
able and  not  be  attacked  in  digestion.  The 
tube  remains  in  the  patient  during  the  test 
which  can  continue  for  a few  days  if  the 
bleeding  is  intermittent. 

A balloon  at  the  end  of  the  tube,  inflated 
by  means  of  a bulb  at  the  terminal  end, 
assists  in  the  passage  of  the  apparatus 
through  the  intestinal  tract.  Similarly, 
balloons  can  be  used  in  the  middle  of  the 
tube  to  “section”  off  the  test  area. 

Nicholas  G.  Anton,  president  and  director 
of  research  for  EON,  became  interested  in 
the  development  of  tiny  beta/gamma  de- 
tectors for  use  in  “in  vivo”  measurements  a 
few  years  ago.  He  and  his  associates  invest- 
igated all  existing  types  of  detectors,  finding 
none  quite  suitable. 

They  then  undertook  a program  of  re- 
search and  development  which  produced  a 
tiny,  yet  mechanically  rugged  stainless  steel 
thin  wall  counter  tube  with  a maximum  out- 
side diameter  of  just  one  - hundred  - thou- 
sandth of  an  inch  and  less  than  an  inch 
long.  This  tube  is  halogen  quenched  and 
cannot  be  damaged  by  exposure  to  very  high 
radiation  intensities. 

Outputs  from  the  individual  detectors  are 
fed  into  various  electronic  circuits  such  as 
pulse  shapers,  limiters  and  cross  talk  arrest- 
ing networks.  This  latter  circuitry  is  neces- 
sary because  the  detectors  produce  very 
large  amplitude  and  short  rise  time  pulses. 
Each  detector’s  reading  must  be  isolated 
from  the  others. 

The  detectors  operate  at  approximately 
300  to  400  volts,  and  demand  that  the  power 
supply  be  stable  and  adequately  regulated 
to  supply  their  unusual  demands. 

The  radioactive  p®^  which  is  added  to  the 
blood  has  a half  life  of  21  days,  and  when 
the  probe  is  left  in  the  body  for  long  periods 
it  becomes  necessary  to  adjust  readings  to 
account  for  its  decayed  strength. 

Other  scanners  work  from  outside  the 
body  and  yield  clear  readings  only  on  in- 
juries near  the  surface.  Deep  seated  rup- 


tures of  veins  in  the  stomach  area  occur  fre- 
quently in  heavy  drinkers,  and  heretofore 
have  been  difficult  to  locate  and  measure. 

Cost  of  such  detection  units  will  range 
anywhere  from  $10,000  to  $50,000,  with 
such  factors  as  the  number  of  detectors  re- 
quired and  the  demand  for  volume  influ- 
encing the  price.  Medical  schools  and  gov- 
ernment hospitals  are  likely  potential  cus- 
tomers, and  Atomic  Energy  Commission 
grants  for  their  purchase  may  be  ob- 
tained. 

EON'S  successful  development  of  this  de- 
vice for  detecting  gastrointestinal  bleeding 
follows  close  on  the  heels  of  the  company’s 
achievements  in  the  field  of  Tissue  Isotope 
Monitoring.  The  TIM’s  which  EON  intro- 
duced two  years  ago,  are  proving  their 
worth  in  the  study  of  cancer  cell  metabo- 
lism. Orders  for  TIM’s  have  been  received 
from  Europe  as  well  as  the  United  States. 

Founded  just  two-and-a-half  years  ago, 
EON,  which  specializes  in  electronic,  op- 
tical and  nuclear  products,  is  located  at  175 
Pearl  St.,  Brooklyn.  Possessed  of  its.own 
team  of  leading  scientists  who  have  worked 
together  for  as  long  as  30  years,  EON  re- 
cently completed  an  exchange  of  corporate 
equity  with  Quadri-Science,  Inc.,  of  Wash- 
ington, D.C.,  which  adds  the  scientific  abil- 
ities of  many  of  the  world’s  finest  minds, 
including  three  Nobel  laureates,  to  the 
Brooklyn  firm’s  development  team. 


An  Amino  Acid  Found  in  Tumors  Not  in 
Normal  Tissue — 

An  amino  acid  found  in  tumors  but  not  in 
normal  tissue  is  the  subject  of  research  be- 
ing conducted  by  Dr.  Wayne  L.  Ryan,  As- 
sociate Professor  of  Biological  Chemistry 
at  the  Creighton  University  School  of  Medi- 
cine. 

Dr.  Ryan  was  the  first  to  report  finding 
this  amino  acid,  homocitrulline,  in  human 
tumors.  Amino  acids  are  the  components 
of  protein. 

The  Creighton  researcher  has  been  con- 
ducting his  studies  under  a grant  from  the 
American  Cancer  Society.  His  studies  show 
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that  homocitrulline  can  be  procuded  in  nor- 
mal animals  and  in  humans  if  large  amounts 
of  the  amino  acid,  lysine,  are  ingested.  He 
is  now  trying  to  determine  why  homocitrul- 
line, through  some  difference  in  metabolism, 
appears  in  tumors  but  not  in  normal  tissue. 

As  an  added  problem,  he  hopes  to  find 
out  if  any  of  homocitrulline’s  very  toxic 
derivatives  are  also  being  produced  by  the 
tumors.  (See  Nebraska  J Med  49:321, 
June,  1964). 


Human  Interest  Tales 

Doctor  F.  Krietler,  Crete,  closed  his  prac- 
tice on  June  6th. 

Doctor  L.  S.  McNeill,  Hastings,  has  been 
elected  president  of  the  Adams  County  Tu- 
berculosis Association. 

Doctor  James  G.  Allen,  Tekamah,  was  re- 
cently cited  for  his  thirty-six  years  of  medi- 
cal practice  in  Burt  County. 

Doctor  Vernon  G.  Ward,  Kearney,  was 
recently  designated  as  a member  of  the 
American  College  of  Physicians. 

Doctor  John  Worthman,  Louisville,  joined 
Doctors  Chadek  and  Scherer  in  the  West 
Point  Medical  Center  on  June  1. 

Doctor  John  A.  Campbell,  Central  City, 
was  principal  speaker  at  the  commence- 
ment exercises  for  Ravenna  High  School. 

Doctor  Dwight  M.  Foster,  Omaha,  was  a 
guest  speaker  at  the  Nebraska  Licensed 
Practical  Nurse  Association  convention  in 
Kearney. 

Doctor  John  B.  Davis,  Omaha,  has  been 
re-elected  president  of  the  Medical  College 
Alumni  of  the  University  of  Nebraska  Col- 
lege of  Medicine. 


Deaths 

PFEIFER  — LaVerne  Pfeifer,  MD,  a 
Lincoln  surgeon,  died  on  May  7,  1964.  He 
was  a graduate  of  the  University  of  Ne- 
braska College  of  Medicine  and  had  served 
as  chief  of  the  Bryan  Memorial  Hospital 
medical  staff  and  as  president  of  the  Lan- 
caster County  Medical  Society. 


Know  Your 
Blue  Shield  Plan 


Crucial  Year — 

This  coming  year  (after  elections)  will 
undoubtedly  be  the  most  crucial  ever  faced 
by  American  Doctors  of  Medicine  and  the 
future  of  their  practice.  Will  it  be  free  or 
regimented?  Will  it  be  individual  physician- 
patient  relationship,  or  mass  medicine? 
Will  reimbursement  be  on  a quality  or  quan- 
tity basis?  Will  socialization  and  eqaliza- 
tion  be  allowed  to  replace  individual  ingen- 
uity and  initiative  thereby  killing  desire  and 
reason  for  new  discoveries  and  new  advances 
in  m.edicine  bringing  to  a halt  the  greatest 
progress  medicine  has  ever  known?  The 
answers  to  all  of  these  questions  and  many 
more  concerning  the  American  Physician 
and  his  practice  will  rest  on  the  outcome  of 
decisions  made  in  the  next  few  months. 

Now,  as  never  before,  American  Medicine 
needs  to  stand  united  with  a solid  front  and 
positive  answers  to  any  onslaught  from  any 
source. 

About  twenty-five  years  ago  when  the 
grand-pappy  of  all  socialized  or  federalized 
medicine  schemes  was  before  Congress 
(Wagner  - Murray  - Dingell  Bill)  American 
Doctors  of  Medicine,  seeing  the  portent  of 
things  to  come,  created  Blue  Shield  as  their 
answer  to  this  ominous  challenge. 


Doctor  Harold  S.  Morgan,  Lincoln,  spoke 
before  the  Governor’s  Inter-Agency  Com- 
mittee on  Mental  Retardation  on  May  27, 
according  to  Staff  Writer  Betty  Person. 


Many  things  have  been  tried  by  Blue 
Shield  these  past  twenty-odd  years  to  fulfill 
the  objectives  of  her  founding  fathers  — 
adequate  medical  care  for  all  on  a voluntary. 
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free  choice  of  physician,  low  overhead,  abil- 
ity to  pay,  budget  basis. 

Of  all  the  programs  tried,  the  most  equit- 
able and  just  for  everyone  concerned  has 
been  Participating  Physicians  and  Seiwice 
Benefits.  This  program  can  answer  the 
problem  of  providing  adequate  medical  care 
regardless  of  amount  of  income.  The  only 
requirements  are  that  the  member  have  a 
Blue  Shield  agreement  adequate  according 
to  his  income,  and  that  the  Participating 
Physician  provides  Service  Benefits  for  cov- 
ered services. 

One  thousand,  one  hundred  and  eighty- 
seven  Nebraska  Physicians,  approximately 
96  per  cent  of  those  in  active  practice,  are 
Participating  and  providing  Seiwice  Bene- 
fits. This  is  their  answer  to  the  public’s  de- 
mand for  adequate  medical  care  for  every- 
one regardless  of  ability  to  pay.  In  order  to 
present  a united  front,  medicine  needs  that 
other  4 per  cent. 

Moving?  — 

If  SO,  be  sure  to  let  us  know  your  new 
address  before  you  move  ...  if  possible,  at 


least  two  weeks  in  advance  of  the  move.  In 
this  way,  we’ll  be  able  to  change  our  rec- 
ords so  that  your  checks  and  other  mail  go 
directly  to  you  at  your  new  address. 


Narcotic  and  Methamphetamine  Use  During 

Pregnancy  — S.  J.  Sussman.  Amer  J Dis 

Child  106:325  (Sept.)  1963. 

Nineteen  pregnant  addicts  and  their  22 
offspring  were  studied.  Fifteen  of  the  moth- 
ers were  addicted  to  a narcotic  and  four 
were  habituated  to  methamphetamine  — 
the  only  drug  encountered  in  pregnant  ad- 
dicts since  1962.  Ten  mothers  showed 
signs  of  recent  narcotic  use  and  17  infants 
had  withdrawal  symptoms.  In  the  infants 
the  symptoms  usually  developed  within  24 
hours  after  birth  and  included  central  nerv- 
ous system  irritability  and  minor  gastro- 
intestinal and  respiratory  manifestations. 
There  was  an  increased  incidence  of  breech 
deliveries,  prematurity,  and  respiratory  dis- 
tress. Follow-up  of  10  infants  revealed  nor- 
mal development  in  nine  and  retardation  in 
one. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albei’t  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building 
Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Ardith  VonHousen,  President 
315  North  72nd,  Omaha 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Tbroat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 
Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggenei',  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,M.D.,  Director 

State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  HaiTiey,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addi’esses  correct,  by 
notifying  the  Editor  of  any  changes). 
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in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS/ LIQUID  — Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning;  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Gastroenteritis 


• • • • • 


••••••••••••• 


Functional  diarrhea 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  well-localized  activity  controls  diarrheas  of  widely  varied  origin 
and  does  so  promptly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 

Research  in  the  Service  of  Medicine 


SEARLE 
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GYNE-CYTOLOGY  LABORATORY,  INC. 

M.  Wm.  Rubenstein,  M.D. 

(PAPANICOLAOU  METHOD) 

RAPID  SERVICE 

Mailing  Kits  on  Request 

Suite  422  — 636  Church  Street 
EVANSTON,  ILLINOIS  60201 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Dd\ley  medico 

SITPLY  COMPANY 

2415  "O”  St.,  Lincoln  1,  Nebraska 

AUTHORIZED  CONTRACT  AGENT 


Inordinate  Use  of  Power,  or  Bumbling 
Incompetence?  — 

(Continued  from  page  24-A) 

“The  packaging  of  a food  product  in  a 
can  for  special  dietary  purposes  does  not, 
under  any  stretch  of  the  imagination,  make 
it  a new  drug,’  Mr.  Johnson  said. 

He  also  charged  that  “FDA  press  releases 
which  discredit  reputable  products  and  re- 
sponsible companies  and  which  are  issued 
without  any  notice  to  the  company  concerned 
serve  only  to  undermine  the  cause  of  good 
government  and  business  relations. 

“A  complete  and  adequate  reply  to  the 
FDA  allegations  can  be  made  only  when  the 
detailed  charges  are  made  known  to  the  com- 
pany,” Mr.  Johnson  concluded. 


Medical  students,  interns  and  residents 
are  applying  for  AMA-ERF  guarantee  bank 
loans  at  the  rate  of  150  per  week.  Fewer 
than  5 per  cent  of  the  applicants  have  been 
turned  down. 


“Somebody  oi’  other  is  36-24-36  and  wants 
to  know  if  it  would  be  all  right  for  her  to 
have  a baby.” 
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TUBERCUUN.TINETEST 


(Rosenthal)  Lederle 


TAKES 

...and  find 
thataW 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 

Comparable  to  the  Mantouj^.in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE.LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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Interscapular  Tenderness:  A Clue  to  Diag- 
nosis of  Duodenal  Ulcer  — J.  D.  Lawson 
Amer  J Med  Sci  244:717  (Dec)  1962. 

Seven  hundred  and  sixty  - four  patients 
were  examined  for  tenderness  over  the  peri- 
osteum of  the  spinous  processes  of  the  first 
and  second  thoracic  vertebrae.  Fifty  of  55 
patients  with  radiologically  demonstrated 
duodenal  ulcers  had  interscapular  tender- 
ness. The  overall  diagnostic  correspondence 
between  presence  or  absence  of  interscapular 


pain  and  the  presence  or  absence  of  demon- 
strated duodenal  ulceration  in  patients  of 
suggestive  symptoms  or  previously  demon- 
strated duodenal  ulcer  was  approximately 
97%  in  349  radiologic  examinations  on  264 
patients.  There  was  excellent  correlation  be- 
tween healing  of  the  duodenal  ulcers  and  the 
disappearance  of  interscapular  tenderness. 
Only  3 of  81  patients  showed  persistent  ten- 
derness after  radiologic  healing  of  a previous 
duodenal  ulcer. 


PHYSICIANS'  EXCHANGE 


Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  v^ill  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

GENERAL  PRACTITIONER  — To  join  group  in 
Omaha,  Nebraska.  Medical  School  affiliation  avail- 
able. Starting  salary  $18,000.00.  Box  41,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 

PEDIATRICIAN — To  join  active  group  in  Oma- 
ha, Nebraska.  Medical  School  affiliation  available. 
Starting  salary  $20,000.00.  Box  39,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 

INTERNIST  — To  join  active  group  in  Omaha, 
Nebraska.  Medical  School  affiliation  available. 
Starting  salary  $18,000  00.  Box  40,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 

GENERAL  PRACTITIONER  — As  an  associate 
leading  to  partnership;  last  year’s  gross  $74,000; 
fifty  bed  accredited  hospital,  twelve  room  clinic,  must 
be  draft  exempt.  Box  42,  Nebraska  State  Medical 
Journal,  1315  Sharp  Building,  Lincoln,  Nebraska. 

X-RAY  WITH  FLUOROSCOPE  ATTACHMENT 
— 100  mille  amp.  General  Electric,  R5  Control.  Ex- 
cellent condition.  Very  reasonable.  Contact:  Mi’. 
Burnett,  Norman-Reeve  Clinic,  3560  South  48th, 
Lincoln,  Nebraska. 


CLINIC-PHYSICIANS-OPPORTUNITY  — Mod- 
ern medical  building  in  fast  growing  community. 
2,400  square  feet,  on  one  level,  air  conditioned,  with 
off-street  parking;  only  10  minutes  from  Portland 
hospitals.  Available  immediately.  Charles  R. 
Mote,  Owner,  12200  S.W.  Main,  Tigard,  Oregon. 

LEASE  OR  SALE  — Suitable  location  in  medical 
center  for  one  or  two  more  doctors.  Five  minutes 
from  brand  new  hospital.  Modern  building,  air  con- 
ditioned. All  ready  to  go.  Prosperous  fast  grow- 
ing community.  Write  to  Box  43,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 

NEWLY  COMPLETED  CLINIC  BUILDING  in 
Northeast  Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Liberal  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

TWO  NEBRASKA  GRADS,  Robert  H.  Johnson 
’52  and  O.  Guy  Johnson  ’54  need  two  Doctors — GP, 
Internists  and/or  Pediatrician  for  organizing  new 
clinic  group  in  Maplewood,  east  side  of  St.  Paul, 
Minnesota.  Completely  modern  and  newly  equipped 
medical  clinic  building.  Contact  Johnson  Clinic  at 
739-5050  or  write  to  2716  Upper  Afton  Road,  St. 
Paul,  Minnesota. 

MAYO  FOUNDATION  P’ELLOWSHIPS  — In 
anesthesiology  at  the  Mayo  Clinic  are  available 
quarterly,  beginning  July,  October,  January  and 
April.  Two  and  three  year  programs  are  fully  ap- 
proved by  the  Residency  Review  Committee  of  the 
A.M.A.  and  the  American  Board  of  Anesthesiology. 
Stipends  increase  annually  to  $4200  third  year.  Cur- 
riculum allows  study  towards  a graduate  degree 
from  the  University  of  Minnesota. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


an  effective 

GERIATRIC 

antiarthritic 

with 

REASSURING 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  salicyiism 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  justment  of  dosage.  Precaution:  In  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 

ric  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  paba.  Contraindicated:  An 

not  contribute  to  sodium  retention . . .the  enteric  coating  assures  hypersensitivity  to  any  component, 

gastric  tolerance . . .and  clinical  experience  shows  that  this  prepara-  ^/so  available:  PABAtAXE-when  sodium 

tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 

corticosteroids  or  pyrazolone  derivatives.  Pabaiate-SF  with  hydrocortisone. 


Pabalate-SF 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Nebraska  State  Medical  Association  Officers  and  Committees 


OFFICERS 

R.  E.  GarlinKhouse,  Lincoln  President 

Willis  D.  Wright,  Omaha  President-elect 

R.  C.  Reeder,  Fremont  Vice  President 

Horace  V,  Munger,  Lincoln  Secretarj'-Treasurer 

Kenneth  Neff,  Lincoln  Executive  Secretary 


BOARD  OF  TRUSTEES 

M.  E.  Grier,  Chairman  Omaha 

Horace  V,  Munger Lincoln 

H,  V,  Nuss  Sutton 

C.  N.  Sorensen  Scottsbluff 

J.  M.  Woodward Lincoln 


Delegates  — Earl  Leininger,  McCook  ; J,  R.  Schenken,  Omaha 
Alternates  — W.  C.  Kenner,  Nebraska  City  ; H.  S.  Morgan,  Lincoln 


COUNCIL  ON 
PROFESSIONAL  ETHICS 


K.  S.  J.  Hohlen,  Chm.  Lincoln 

C.  F.  Heider,  Sr. North  Platte 

G.  E.  Peters  Randolph 

Leo  T.  Hey  wood  Omaha 

C.  B.  Dorwart  Sidney 

STANDING  COMMITTEES 
Advisory  to  Auxiliary 

E.  G.  Brillhart,  Chm. Columbus 

G.  Kenneth  Muehlig Omaha 

Paul  S.  Read Omaha 

Sam  Perry Gothenburg 

Lynn  E.  Sharrar Lincoln 

James  Mabie Bassett 

Allied  Professions 

Loyd  R.  Wagner,  Chm. Hastings 

Harry  McFadden,  Jr. Omaha 

Otis  W.  Miller  Ord 

Walter  Reiner  Holdrege 

R.  Pitsch  Seward 

A.  L.  Smith,  Jr. Lincoln 

Blood  and  Blood  Products 

Harry  McFadden,  Jr.  Chm. Omaha 

Pierce  Sloss  Grand  Island 

George  J.  Millett Fremont 

Theo.  Perrin Omaha 

Morton  Kulesh  Omaha 

Harlan  Papenfuss  Lincoln 

Cancer 

John  D.  Coe,  Chm. Omaha 

Clyde  L.  Kleager Hastings 

J.  Marshall  Neely  Lincoln 

G.  F.  Waltemath North  Platte 

Wm.  V.  Glenn  Falls  City 

Michael  Sorrell Tecumseh 

Civil  Defense  and  Disaster 

George  N.  Johnson,  Chm.  Omaha 

Joe  T.  Hanna Scottsbluff 

D.  W.  Kingsley Hastings 

H.  Dey  Myers  Schuyler 

John  G.  Wiedman Lincoln 

I.  M.  French Wahoo 

Constitution  and  By-Laws 

R.  W.  Gillespie,  Chm.  Lincoln 

Houtz  Steenburg Aurora 

R.  S.  Wycoff Lexington 

W.  Max  Gentry  Gering 

Harry  Russell  Grand  Island 

Barney  Rees  Omaha 

Continuing  Committee  on 
Medical  Practice 

B.  F.  Wendt,  Chm. Lincoln 

R.  E.  Harry  York 

David  Weeks Omaha 

W.  R.  Miller Columbus 

Donald  Kuxhausen McCook 

Bryce  Shopp  Imperial 

Diabetes 

Morris  Margolin,  Chm. Omaha 

Wm.  J.  Reedy Omaha 

Loren  Imes Grand  Island 

Wm.  B.  Long Lexington 

Willard  G.  Seng Oshkosh 

Jon  T.  Williams Lincoln 

Health  Education  in 
Schools  and  Colleges 

Robert  Morgan,  Chm. Alliance 

Warren  Bosley Grand  Island 

S.  I.  Fuenning Lincoln 

H.  V.  Smith  Kearney 

H.  W.  Shreck Hastings 

Paul  Bancroft  Lincoln 

Hospital  and  Professional  Relations 

Russell  Brauer,  Chm. Lincoln 

John  Brush  Omaha 

J.  R.  Schenken Omaha 

Warren  E.  Richard Hastings 

L.  H.  Hoevet Chadron 

Howard  Yost  Fremont 


Insurance 

Paul  J.  Maxwell.  Chm.  Lincoln 

Dwaine  Peetz  Neligh 

Edmond  M.  Walsh Omaha 

James  Dunlap Norfolk 

Frank  Cole  Lincoln 

James  Thayer  Sidney 

Maternal  and  Child  Health 

Warren  G.  Bosley,  Chm. Grand  Island 

Hodsen  Hansen  Lincoln 

Ted  Koefoot Broken  Bow 

Robert  Mclntire  Hastings 

Otto  Rath  Omaha 

Theo.  J.  Lemke  Columbus 

Interim : 

Wm.  Rumbolz Omaha 

Harold  S.  Morgan Lincoln 

Medical  Education 

Harold  S.  Morgan,  Chm.  Lincoln 

R.  F.  Sievers  Blair 

J.  G.  Yost Hastings 

Earl  F.  Leininger McCook 

Chas.  McLaughlin Omaha 

Frank  Tanner Lincoln 

Interim : 

Warren  Pearse Omaha 

Richard  Egan Omaha 

R.  C.  Rosenlof Kearney 

Medical  Service 

John  D.  Hartigan.  Chm. Omaha 

Louis  Gogela  Lincoln 

E.  B.  Reed  Lincoln 

Chas.  W.  Landgraf,  Jr. Hastings 

Merle  M.  Musselman Omaha 

Dwight  Burney,  Jr. Omaha 

Interim : 

Fritz  Teal  Lincoln 

O.  A.  Kostal  Hastings 

Peyton  Pratt Omaha 

Medicolegal  Advice 

J.  P.  Gilligan Nebr.  City 

James  F.  Kennedy Alliance 

O.  A.  Kostal Hastings 

Occupational  and 
Industrial  Health 

G.  Prentiss  McArdle,  Chm. Omaha 

E.  L.  MacQuiddy,  Jr. Omaha 

S.  M.  Bach Omaha 

A.  H.  Bonebrake Nebr.  City 

Wilbur  Harley Omaha 

Robert  Hillyer Lincoln 

Planning 

Dan  A.  Nye,  Chm. Kearney 

L.  S.  McNeill Hastings 

Harley  Anderson  Omaha 

H.  V.  Nuss Sutton 

Donald  Purvis Lincoln 

Bernard  Magid Omaha 

Prepayment  Medical  Care 

John  J.  Grier,  Chm.  Omaha 

James  F.  Kennedy Alliance 

J.  D.  Hayhurst Scottsbluff 

Lee  Stover Lincoln 

Vincent  Lynn  Geneva 

Orvis  Neely  Lincoln 

Public  Health 

Carl  J.  Potthoff,  Chm. Omaha 

R.  L.  Grissom Omaha 

E.  A.  Rogers  Lincoln 

Edwin  D.  Lyman Omaha 

H.  C.  Stewart Pawnee  City 

Sam  Fuenning Lincoln 

Public  Relations 

Leroy  W.  Lee,  Chm. Omaha 

H.  M.  Nordlund  York 

E.  D.  Zeman Lincoln 

Theo.  Koefoot,  Jr. Broken  Bow 

Peyton  Pratt Omaha 

Robert  Gillespie  Lincoln 

Interim : 

John  Coe Omaha 

Dan  Nye  Kearney 

Max  Raines North  Platte 


Psychiatry 

Chas.  W.  Landgraf,  Jr..  Chm.  -Hastings 

Robert  S.  Wigton Omaha 

Chas.  G.  Ingham  Norfolk 

L.  I.  Grace  Blair 

H.  C.  Henderson  Omaha 

John  Baldwin  Lincoln 

Interim : 

J.  Whitney  Kelley Omaha 

Rehabilitation 

J.  G.  Yost,  Chm.  Hastings 

John  M.  Thomas Omaha 

D.  W.  Frost Omaha 

F.  S.  Webster Lincoln 

Frank  Stone Lincoln 

R.  M.  House Grand  Island 

Relative  Value  Study 

B.  R.  Bancroft,  Chm. Kearney 

A.  J.  Schwedhelm  Norfolk 

J.  E.  Courtney Omaha 

H.  E.  Mitchell Lincoln 

Robert  Long Omaha 

L.  D.  Cherry Lincoln 

Rural  Medical  Service 
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Is  Mental  Illness  a Medicosocial  “Myth?”  — 

J.  H.  Masseiman.  Arch  Gen  Psychiat 

9:175  (Aug.)  1963. 

A paranoid  schizophrenic  is  as  dangerous 
to  himself  and  to  others  as  is  a paranoid 
paretic  or  a patient  with  infectious  tuber- 
culosis — and  all  three  unfortunates  need 
socially  regulated  care.  This  should  not  be 
prescribed  by  lawyers  or  even  by  12  good 
men,  but  by  physicians  fully  aware  of  their 
social  responsibilities.  Law  is  an  explicitly 
prescribed,  overtly  sanctioned  but  covertly 
contingent  code  of  behavior,  whereas  psychi- 
atry is  governed  by  implicity  formulated, 
overtly  contingent,  and  covertly  sanctioned 
standards.  Both  have  evolved  out  of  related 
social  necessities,  and  serve  supplementary 
rather  than  conflictful  functions  in  our 
changing  society.  These  considerations  ap- 
ply to  the  polemics  evoked  by  the  writings 
of  Thomas  Szasz  and  others,  and  are  rele- 
vant to  the  mental  hospital  code  recently 
recommended  by  the  American  Bar  Founda- 
tion. 


You  say  it  won’t  be  until  three  in  the  morn- 
ing? What  time  do  you  get  off  duty,  baby? 

* 


OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO 


What  every  bride  should  know 
about  U.S.  Savings  Bonds 


Mother  may  have  forgotten  to 
mention  it,  but  there  are  some 
important  things  you  should 
know  about  U.S.  Savings  Bonds 
when  you  get  married. 

1.  Yoiu"  Savings  Bonds  should 
be  reissued  in  your  married  name. 
They’ll  continue  to  earn  interest 
as  they  are,  but  reissuing  them 
now  will  help  avoid  problems 
when  you  want  to  cash  them 
in  some  day. 

2.  If  you  want  to  be  named  co- 


owner or  beneficiary  on  your  hus- 
band’s Bonds,  these  should  be 
reissued,  too. 

Your  bank  will  help  you  with 
this,  no  charge. 

Of  course,  now  that  you  have  so 
much  to  save  for,  you’ll  want  to 
keep  on  buying  U.S.  Savings 
Bonds.  As  well  as  providing 
money  for  many  of  the  things 
you’ll  need,  they  help  protect 
yomr  freedom  to  live  happily  ever 
after. 


Help  yourself  while  you  help  your  country 

BUY  U.S.  SAVINGS  BONDS 


This  advertising  is  donated  by  The  Advertising  Council  and  this  magazine. 
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OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
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write  us  for  prices 
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pollens  in  the  grass. ..alas 

FOR  EFFECTIVE  CONTROL  OF  ALLERGIC  SyMPJOMS-Antihistaminic  action 
relieves  nasal  congestion,  sneezing,  lacrimation,  and  pruritus.  Antispas- 
modic  action  relieves  bronchial  spasm.  Precautions:  Persons  who  have 
become  drowsy  on  this  or  other  antihistamine-containing  drugs,  or  whose 
tolerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activi- 
ties requiring  keen  response  while  using  this  product.  Hypnotics,  sedatives, 
or  tranquilizers,  if  used  with  BENADRYL  (diphenhydramine  hydrochloride), 
should  be  prescribed  with  caution  because  of  possible  additive  effect. 
Diphenhydramine  has  an  atropine-like  action  which  should  be  considered 
when  prescribing  BENADRYL  (diphenhydramine 
hydrochloride).  BENADRYL  (diphenhydramine 
hydrochloride)  is  supplied  in  several  forms 
including  Kapseals  containing  50  mg  . 39864 


New — Moore’s 

Give  and  Take 

The  development  of  tissue  transplantation 

This  is  the  fascinating  story  of  "new  tissues  for  old” — 
its  relatively  brief  but  eventful  history,  the  present 
status  of  the  "art,”  and  the  promise  of  the  future.  Dr. 
Moore  carries  you  along  the  devious  trail  of  transplan- 
tation progress  where  you’ll  follow  developments  in 
autografts,  homografts  and  heterografts — observe  the 
intricacies  involved  in  probing  antigens,  antibodies  and 
immunity — learn  of  the  early  organ  grafts  with  no  sup- 
pression of  immune  reaction,  then  of  the  era  of  whole 
body  irradiation  and  its  eventual  abandonment,  and 
finally  of  today’s  successes  with  immuno-suppressant 
drugs.  The  heart  of  the  text  deals  with  the  important 
events  and  patients  in  the  250-odd  kidney  transplants 
performed  in  the  last  decade.  Five  detailed  and  exciting 
case  histories  delineate  turning  points  in  transplanta- 
tion progress.  Intriguing  topics,  comments  and  anec- 
dotes crowd  the  pages  of  this  fascinating  book.  You’ll 
find  such  subjects  as:  the  recognition  by  the  immune 


system  of  its  own  proteins  as  harmless — the  mechanism  of 
immunologic  memory — a tale  of  blood  chimerism — the 
dilemma  of  tissue  and  organ  donation,  both  ethical  and 
legal.  Dr.  Moore  concludes  with  a succinct  discussion 
of  where  transplantation  is  warranted  or  needed. 

By  Francis  D,  Moore,  M.D.,  Mosely  Professor  of  Surgery,  Harvard 
Medical  School;  Surgeon-in-Chief,  Peter  Bent  Brigham  Hospital, 
Boston,  Massachusetts.  182  pages,  x illustrated.  About 

$6.00.  New — Just  Ready! 


New  (8th)  Edition — Nelson’s  Textbook  of  Pediatries 

Gives  you  an  effective  answer  for  every  pediatric  problem 


Dr.  Nelson  and  81  eminent  contributors  cover  the  entire 
field  of  pediatrics  in  this  New  {8th)  Edition.  They  dis- 
cuss every  aspect  of  child  care,  from  the  prenatal  period 
through  adolescence.  They  tell  you  how  to  keep  the 
well  child  healthy,  as  well  as  how  to  diagnose  and  treat 
the  myriad  diseases  of  infancy  and  childhood.  Disorders 
and  malformations  of  each  body  system  are  covered  in 
detail.  All  the  childhood  diseases  are  explicitly  de- 
scribed, with  authoritative  discussions  of  etiology, 
epidemiology,  pathogenesis,  immunity,  clinical  mani- 
festations, diagnosis,  prognosis,  prevention  and  treat- 
ment. This  up-to-date  revision  is  studded  with  newly 
developed  diagnostic  procedures,  as  well  as  both  new 
and  standard  methods  of  prevention  and  treatment. 
You’ll  find  information  on  the  problems  involved  in  the 


battered -child  syndrome — on  neicly  discovered  inborn 
errors  of  metabolism — on  new  theories  of  psychologic  de- 
velopment. Many  chapters  and  sections  are  entirely 
new — Pseudomonas  and  Other  Gram-Negative  Bacilli — 
Anonymous  Mycobacterial  Infections — Intestinal  Malab- 
sorption— Waardenburg' s Syndrome — Interstitial  Pul- 
monary Fibrosis.  Others  are  so  extensively  revised  as 
to  constitute  virtually  new  material.  Here  is  a book 
useful  to  any  physician  who  ever  treats  infants  or 
children. 

Edited  by  Waldo  E.  Nelson,  M.D.,  D.Sc.,  Professor  of  Pediatrics, 
Temple  University  School  of  Medicine;  Medical  Director  of  St. 
Christopher’s  Hospital  for  Children.  With  81  distinguished  con- 
tributors. About  16i0  pages,  1"  x 10",  with  471  hgures.  About  $ 18.00. 

Neu'  (8ih)  Edition — Just  Ready! 


New— Elliott’s  Clinical  Neurology 

Gives  specific  help  on  neurologic  diagnosis  and  treatment  v 


Here  is  a concise  new  work  seasoned  with  clinical  in- 
sight. The  author  skillfully  presents  crisp  accounts  of 
individual  neurological  diseases  (both  common  and 
uncommon)  plus  principles  and  practice  involved  in 
neurologieal  diagnosis.  He  provides  pertinent  anatomi- 
eal,  physiological,  and  neurochemical  background  ma- 
terial, focusing  on  practical  application.  Important 
diagnostic  features  of  each  disease  discussed  are  stressed 
and  the  diagnostic  significance  of  individual  symptoms 
and  signs  are  clearly  spelled  out.  Among  the  many 
features  of  this  new  text  you’ll  find:  Helpful  informa- 
tion on  differential  diagnosis  of  diseases  exhibiting 
such  common  symptoms  as  headache,  pain  in  the  face. 


sciatica,  vertigo,  coma,  seizures,  peripheral  neuritis,  etc. — 
Specific  treatment  outlined  in  detail — Acute  and  chronic 
organic  psychoses  analysed  in  terms  of  neurophysiology. 
New  material  brings  you  up-to-the-minute  on:  the 
reciprocal  relationship  between  brain  function  and  serum 
electrolytes — the  effects  of  brain  lesions  on  the  electro- 
cardiogram— the  use  of  echoencephalography  and  brain- 
scanning in  diagnosis.  Any  physician  desiring  latest 
help  in  diagnosis  and  treatment  of  neurological  diseases 
will  find  Clinical  Neurology  eminently  useful. 

By  Frank  A.  Elliott,  M.D.,  F.R.C.P.,  Chief  of  Neurology,  The 
Pennsylvania  Hospital;  Professor  of  Clinical  Neurology,  University 
of  Pennsylvania  School  of  Medicine.  About  672  pages,  6^"  x 9^", 
with  about  179  illustrations.  About  $12.00.  Netv — Just  Ready! 
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helps  hay  fever 
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nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [T]henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Zjephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  NeO'Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
y Id ia mine)  and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  izssm 
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THE  DERMATOSES 
THAT  WERE 

STEROI D -UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation  of 
the  appetite,  excessive  weight  gain,  mood  swings— 
these  were  some  of  the  problems  that  used  to  confront 
physicians  when  they  wanted  to  prescribe  steroids  for 
dermatoses.  For  patients  already  overweight,  or  with 
edema  associated  with  cardiovascular  disease,  or 
those  who  were  tense  and  anxious,  steroid  treatment 
could  aggravate  their  problems.  But  with  the  advent 
of  ARISTOCORT®  Triamcinolone,  many  of  these 
patients  became  “steroid-treatable.”  The  reason:  Not 
only  did  this  steroid  provide  gratifying  symptomatic 
relief,  but  it  did  so  without  the  penalty  of  overstimu-^ 
lation  of  the  appetite,  excessive  weight  gain,  salt  and 
water  retention,  edema,  and  undesirable  euphoria.; 
And  these  benefits  have  been  confirmed  for  other' 
patients  with  steroid-susceptible  disorders,  as  well  asi 
those  formerly  untreatable.  *1 


V 


Side  Effects:  Since  it  may,  under  some  circumstances, 
produce  many  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triamcino- 
lone. Any  of  the  Cushingoid  effects  are  possible,  as  are 
purpura,  G.l.  ulceration,  increased  intracranial  pres- 
sure and  subcapsular  cataract.  Corticosteroids  gen- 
erally may  mask  outward  signs  of  bacterial  or  viral 
infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 
Contraindications:  While  the  only  absolute  contra- 
indications are  tuberculosis,  herpes  simplex  and 
chicken  pox,  there  are  some  relative  contraindications 
(peptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 

MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 

1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Depror 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol’ 

meprobamate  400  mg.-f  benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 

WALLACE  laboratories/  Cranbury, 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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PESTICIDE? 

POISONING  I 


PROTOP  AM®  CHLORIDE 

(PRALIDOXIME  CHLORIDE  ) injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
ofpROTOPAM  (pralidoxime)  at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  EMERGENCIES:  telephone  212  AL  4-1140. 

^CAMPBELL  PHARMACEUTICALS,  INC, 

121  EAST  24th  ST.  NEW  YORK,  N.Y.  10010 


Splint  & Brace 
SHOP... 


JACK  O.  CASEY.  Owner 
(Certified  Orthotist) 

Braces,  Belfs 
and 

Artificial  Limbs 


CERTIFIED 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


Current  Comment 

Doctors’  Smoking  Habits  Studied — 

Preliminary  statistics  from  a survey  of 
smoking  habits  by  the  Philadelphia  County 
Medical  Society  show  that  one  out  of  two  re- 
sponding city  physicians  who  used  to  smoke 
no  longer  do,  and  that  311  physicians  who 
formerly  smoked  cigarettes  have  switched  to 
pipes  or  cigars. 

Katharine  R.  Boucot,  MD,  chairman  of 
the  Society’s  Ad  Hoc  Committee  on  Smok- 
ing and  Health,  said  two-thirds  of  the  mem- 
ber-physicians replied  to  the  survey.  Of  the 
2325  respondents,  42  per  cent  of  967  doctors 
are  smokers ; 37  per  cent  or  856  physicians 
have  given  up  smoking,  and  one  per  cent 
gave  no  indication  of  their  smoking  habits. 

Dr.  Boucot  said  that  medical  directors  of 
Philadelphia  hospitals  will  be  surveyed  to 
determine  their  policy  toward  the  sale  of  cig- 
arettes within  their  hospitals.  — The  Penn- 
sylvania Medical  Journal 


Reading  a Radiologist’s  Report — 

The  date  of  the  postmark  on  the  envelope 
containing  the  report  of  the  radiologist  will 
say  something  interesting  about  the  consult- 
ant. One  can  determine  whether  it  took 
him  two  days  or  eight  days  to  forni  and  de- 
liver his  opinion  after  examining  a patient. 
The  length  of  the  report  also  gives  a clue, 
though  not  always  a reliable  one,  as  to  its 
value,  according  to  an  editorial  in  the  Penn- 
sylvania Medical  Journal. 

In  general,  short  communications  give 
more  information  than  long  ones,  because 
they  are  read.  If  the  pronouncement  is  a 
devious  one,  studded  with  evasions  and  qual- 
ifications, three  possibilities  should  be  kept 
in  mind.  Perhaps  the  radiologist  did  not 
know  what  he  was  talking  about  and  was 
simply  describing  shadows  — somewhat 
like  the  pathologist  may  fall  back  on  peri- 
focal round  cell  infiltration.  Another  pos- 
sibility is  that  the  consultant  knows  very 
well  what  he  is  talking  about  and  sees  so 
many  booby  traps  and  the  possibilities  of 
litigation,  that  a forthright  opinion  would  be 
(Continued  on  page  12-A) 
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Two  new  plans  for  participating  physicians, 
their  employees  and  families,  at  group  rates... 


Doctors  like  yourself  have  designed  a comprehensive  Major  Medical  Plan  to 
meet  the  special  needs  of  physicians  today.  Features  such  as  the  $15,000-per- 
person  for  any  accident  or  illness  or  expenses  within  two  years  of  accident  or 
beginning  of  illness  are  built  into  this  plan. 


Another  new  plan  now  enables  your  employees  to  participate  in  Blue  Cross- 
Blue  Shield  at  association  group  rates.  We  feel  this  special  offer  in  our 
anniversary  year  is  an  appropriate  way  of  saying  “thank  you”  to  the  medical 
profession.  This  is  a master  contract  executed  by  your  Nebraska  State 
Medical  Association. 
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Gilmour- Danielson 

/'*/  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  HE  2- 1 246  Phone  HE  2-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  IV  8-2305 

— FREE  DELIVERY  — 


PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 


Reading  a Radiologist’s  Report — 

(Continued  from  page  10- A) 
disastrous.  A third  and  perhaps  childish 
reason  for  the  long  report,  and  perhaps  un- 
consciously motivated  in  the  mind  of  the 
radiologist,  is  the  desire  for  revenge.  It 
may  be  prompted  by  a requisition  requesting 
multiple  exposures  without  any  indication 
of  the  reason  for  the  referral.  This  raises 
the  questions  about  how  much  a radiologist 
should  be  told  about  a patient  he  is  about  to 
examine.  Some  may  prefer  to  have  the 
entire  chart  beside  them,  but  others  may  feel 
that  too  much  knowledge  would  dull  the  eye 
and  prejudice  the  mind.  It  seems  true,  that 
the  easiest  questions  to  answer  are  the  ones 
which  have  been  asked.  Even  with  a little 
information,  many  radiologists  may  feel  from 
time  to  time  like  the  man  reading  tea  leaves 
through  a knothole,  and  then  after  an  ex- 
tremely short  glimpse. 

One  should  be  skeptical  of  the  radiologist 
if  he  wishes,  and  the  best  ones  will  wel- 
come this  reaction,  but  also  one  should  be 
charitable  of  their  errors.  What  other  doc- 


tors have  the  opportunity  to  commit  so  many, 
in  writing,  every  day? 

Infant  Mortality  Among  Poor — 

A new  drive  is  being  pushed  to  reduce 
the  abnormally  high  infant  mortality  rate 
among  impoverished  Americans.  Described 
in  the  Wall  Street  Journal,  the  program  will 
employ  more  than  100  million  dollars  in 
Federal  funds  during  the  next  five  years  to 
help  finance  projects  such  as  prenatal  clinics 
in  New  York  City  and  other  metropolitan 
areas. 

Said  to  be  behind  such  plans  are  the  re- 
ports of  infant  death  rates  in  America’s 
pockets  of  poverty.  In  parts  of  New  York 
City,  among  poor  and  predominantly  Negro 
and  Puerto  Rican  areas,  41.7  babies  in  each 
one  thousand  die  at  birth  or  during  the  first 
year.  Less  than  ten  miles  away  in  a middle 
income  area,  the  rate  is  one-third  of  that, 
or  13.5  deaths  per  one  thousand. 

Mississippi,  with  the  lowest  per  capita  in- 
( Continued  on  page  16- A) 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B^  (Pyridoxine  HCI)  2 mg. 

Vitamin  Bi  2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


CHOOSE  THE  PRODUa 
TO  HT  THE  NEED 


7.S  Cm.  4 


CORTISPORIN’t- 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base 


1/2  OZ. 

‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 

CRYl AM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT— /npredients:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  V2  oz.  and  % oz. 

•U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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PHYSICALLY 


AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAI\I-400 

(MEPROBAMATE  400  MG.  SUSTAINEO  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained- release 
capsules.  Both  potencies  in  bottles  of  30. 


CMC. 760 


WALLACE  LABORATORIES  # Cranbury,  N.  J. 


W.  B.  SAUNDERS  COMPANY  features 
the  following  new  books  and  new 
editions  in  their  full  page  advertisement 
appearing  elsewhere  in  this  issue; 

MOORE  - GIVE  AND  TAKE 

New!  — An  intriguing  volume  relat- 
ing the  inspiring  story  of  tissue  trans- 
plantation, from  its  beginnings  to 
modern-day  successes. 

NELSON  - TEXTBOOK  OF  PEDIATRICS 
New  (8th)  Edition!  — Up-to-date  help 
on  how  to  treat  the  ill  child  and  how 
to  keep  the  well  child  healthy. 

ELLIOTT  - CLINICAL  NEUROLOGY 

New!  — The  latest  help,  ranging  from 
material  on  the  mechanics  and  physics 
of  brain  injuries  to  advice  on  the  inter- 
pretation of  somatic  pain. 


oooooooooooooooooooooooooooooooooooo 

REPRINTS 


OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 

★ 

It  costs  very  little 
to  run  reprints^ — - 
write  us  for  prices 
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Infant  Mortality  Among  Poor — 

(Continued  from  page  12- A) 
come  in  the  nation,  has  the  highest  state 
infant  mortality  rate,  which  is  40  deaths  per 
thousand,  or  60  per  cent  above  the  United 
States’  average.  Among  all  Negroes  and 
non-whites,  average  infant  deaths  are  said 
to  number  43.2  per  thousand,  which  is  nearly 
double  the  national  figure  for  whites. 

The  high  death  rate  of  children  born  into 
low  income  families  is  considered  the  main 
reason  that  the  United  States  infant  mor- 
tality rates  remain  higher  than  the  rates  of 
other  Western  Nations.  Nine  other  nations, 
led  by  the  Netherlands  and  Sweden,  have 
infant  mortality  rates  that  are  lower  than 
the  rate  of  the  United  States.  Of  the  fifteen 
nations  with  the  lowest  death  rate,  the  Unit- 
ed States  ranks  at  the  bottom  in  percentage 
gain  in  reducing  mortality  in  the  1950’s,  ac- 
cording to  figures  attributed  to  the  World 
Health  Organization. 

The  problem  may  be  associated  with  the 
President’s  “War  Against  Poverty.”  Fed- 
( Continued  on  page  20-A) 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding.  ..all  providing  rapid,  higher  and  sustained  in  v/Voactivity  with 
as  much  as  2 days’  extra  activity. 


DECLiOMYCiN 


DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  In  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


17-A 


ARTHRALGEN*  helps  free* 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen’s  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  neces 


sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  mg* 

Acetaminophen 250  mgi 

Ascorbic  acid  (Vitamin  C) 25  mci 

Prednisone 1 mgj 


The  basic  Arthralgen  formulation  plus  predni- 
sone is  indicated  for  patients  who  require  steroidsi 
Prednisone  has  three  advantages  over  cortisonti 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack  cj 
sodium  retention,  (2)  absence  of  increased  potajJ 
sium  excretion,  and  (3)  the  unlikelihood  of  steroic; 
induced  hypertension.* 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicated  i 
the  management  of  rheumatoid  arthritis,  acut' 


arthritic  joints  from 


gouty  arthritis,  rheumatoid  spondylitis,  osteoar- 
thritis, bursitis,  fibrositis,  and  neuritis.  Arthralgen 
may  be  used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four  times  a day. 
After  remission  of  symptoms,  dosage  should  be 
reduced  to  the  minimum  maintenance  level. 

SIDE  EFFECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
lism  may  rarelyoccur,  Symptomsof  hypercorticoid- 
ism  dictate  reduction  of  dosage  of  Arthralgen-PR. 

PRECAUTION:  Reduction  in  dosage  of  Arthral- 
gen-PR given  overa  long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersensitivity  to  any 
ingredient. 

As  with  any  drug  containing  prednisone,  Arthral- 
I gen-PR  is  contraindicated,  or  should  be  adminis- 


\ 


tered  only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR  (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al : J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 


whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks, 
illuminators,  hangers,  loading  bins,  dark 
room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 
Company  can  promptly  supply,  and  at 
sensible  prices. 

We  are  also  franchised  dealers  for  the 
H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 


Medical  Arts  Building 
111  So.  17th  Street 
Omaha,  Nebraska 


‘‘The  doctor  likes  to  keep  things  moving. 
When  he’s  through  with  a patient,  he  likes  to 
get  right  on  to  the  next  one.” 


Infant  Mortality  Among  Poor — 

(Continued  from  page  16- A) 
eral  funds  authorized  by  Congress  will  be 
distributed  over  a five  year  period  to  state 
and  local  agencies. 

The  money  will  be  spent  for  maternity 
clinics,  to  provide  hospitalization  for  expect- 
ant mothers  who  are  likely  to  have  complica- 
tions, and  to  provide  more  public  health 
nurses  to  visit  homes  of  indigent  families 
during  pregnancy.  Also  provided  will  be 
more  intensive  follow-up  care  for  the  new- 
born. 

A pilot  program  in  a Harlem  neighbor- 
hood of  New  York  City  provided  additional 
staffs  of  clinics  for  expectant  mothers.  A 
campaign  was  conducted  to  persuade  women 
to  seek  medical  care.  Visiting  nurses  were 
used  to  stress  to  the  pregnant  mother  the 
importance  of  check-ups.  In  a one-year 
period,  this  Harlem  neighborhood’s  infant 
death  rate  dropped  from  49  to  38  per  one 
thousand  births. 

One  area  of  concern  is  for  the  care  pro- 
vided by  large  charity  hospitals  which  treat 
most  indigent  mothers  and  their  babies.  In 
many  of  the  maternity  clinics  of  such  hos- 
pitals, all  types  of  staff  are  limited  so  that  i 
patients  must  wait  long  periods  without  ap- 
pointments, sometimes  returning  a second  ^ 
day  before  seeing  a doctor.  Such  delays  dis-  j 
courage  many  women  from  seeking  care.  , 
Such  overcrowding  may  make  it  impossible  , 
to  give  adequate  care.  In  one  charity  hos- 
pital in  New  York  City,  additional  staff 
and  the  development  of  an  appointment  sys- 
tem, made  it  possible  for  the  clinics  to  pro- 
vide care  for  six  hundred  expectant  mothers 
per  week,  but  no  one  waited  more  than  two 
hours  before  being  seen  by  a physician. 

The  value  of  prenatal  care  is  demonstrated 
by  a study  of  nearly  60,000  births,  conducted 
by  an  organization  reporting  statistics  for 
sixteen  hospitals.  The  babies  of  mothers 
who  had  no  medical  care  during  pregnancy 
had  a death  rate  of  133  per  thousand,  and 
when  the  mother  had  four  to  six  examina- 
tions during  pregnancy,  there  were  only  33 
deaths  per  thousand.  With  seven  to  nine 
examinations  during  the  duration  of  preg- 
nancy, mortality  dropped  to  18  per  thousand 
for  the  infant. 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltow 

(meprobamate) 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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Mi^ 

a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 

HYDROMQX 

QUINETHAZONETABLETS 

antihypertensive  diuretie 

HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  just  right  for  patients  with  mild  to 

moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated.  . 

CONTRAINDICATION:  Anuria.  i 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  ].  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 
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ORAZINE 

,w.rCHLORPROMAZINE 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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Current  Comment 


Tobacco  Industry  on  Smoking — 

The  Tobacco  Industry  has  presented  Con- 
gress with  its  own  statistical  and  medical 
evidence  which  denies  that  there  is  a corre- 
lation between  smoking  and  disease.  De- 
scribed in  the  Wall  Street  Journal,  the  article 
states,  “not  surprisingly,  the  industry  con- 
cluded that  a link  doesn’t  exist.” 

The  testimony  by  the  Tobacco  Industry 
before  the  House  Committee  was  led  by  a 
statistician  and  by  a Thoracic  surgeon.  The 
testimony  was  given  in  relation  to  several 
bills  that  would  require  warnings  on  ciga- 
rette labels  and  in  the  advertising  of  ciga- 
rettes. 

The  statistician  is  said  to  have  told  the 
Committee  that  the  data  of  smoking  and 
health  compiled  by  the  Surgeon  General’s 
Office  does  not  meet  the  minimum  standards 
for  scientific  sampling,  is  inconsistent  and 
is  unreasonable  in  its  implications.  He  noted 
that  some  of  the  studies  included  in  the  Sur- 
(Continued  on  page  28-A) 


“Who  do  you  want  next,  ‘Gabby’  Gertie,  ‘No- 
Pay’  Nellie,  or  ‘Misery’  Mert?” 


In  long-term 
treatment 
ofyourpatients. 
with  coronary 
insufficiency. 


MORE  HELP  FOR  ? 
THE  STRICKEN  HEART 


■ PETN  (pentaerythritol  tetranitrate)  to  in>^ 
crease  oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 

Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 


Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE’ 

meprobamate  200  mg. -t- pentaerythritol  tetranitrate  10  mg. 


^Wyj^WALLACE  LABORATORIES  /Cranfcury,  N.J. 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thrown  for  a 
loss— back  outside.  This  "curtain  of  air,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


SPIRALING  MEDICAL  COSTS  . . . 

A NEW  CHALLENGE 

It  may  well  be  that  recent  articles  on 
spiraling  medical  costs  in  lay  periodicals 
and  leading  financial  newspapers  in  this 
an  election  year  are  only  a happenstance.  It 
could  well  be  that  many  more  will  appear 
before  election  day  this  November. 

Factually  medical  costs  are  at  an  all  time 
high.  According  to  the  Health  Insurance 
Institute  the  average  expense  per  patient 
day  in  non-federal,  short  term  general  and 
other  special  hospitals  in  the  United  States 
has  risen  from  $18.35  in  1952  to  $39.33  last 
year. 

Historically  medical  costs  have  been  of 
great  interest  since  2,000  years  before  Christ. 
Four  thousand  years  ago  Hammurabi’s 
Code  established  the  fee  schedule  for  patients 
of  that  early  society. 

From  this  primitive  beginning  of  medical 
cost-control  until  now,  mankind  has  wit- 
nessed a continual  rise,  with  minimal  flucta- 
tions,  in  medical  costs;  but  a rise  consistent 
with  both  advances  in  economy  and  tech- 
nology. According  to  Dr.  Edward  Annis, 
President  of  the  AMA,  medical  science  has 
made  more  progress  in  the  past  20  years 
than  was  made  in  the  prior  20  centuries. 
Progress  is  not  inexpensive. 

What  do  these  epochal  changes  mean  to 
American  Medicine’s  ability  to  provide  the 
best  medical  care  to  all  patients  in  a rising 
economy  with  higher  levels  of  social  stand- 
ards in  a free  enterprise  system? 

Essentially  they  mean  a new  challenge.  A 
new  challenge  to  all  those  concerned  with 
medical  costs  and  their  controls.  But  a new 
challenge  that  is  more  economical  than  medi- 
cal ; more  personal  than  political. 

Until  recent  years  the  cost  of  medical 
care  was  the  concern  of  only  the  ill  who  re- 
quired medical  care.  Today  the  cost  of  med- 
ical care  is  the  concern  of  the  patient,  the 
hospital,  the  large  groups  of  insurance  pur- 
chasers, the  voluntary  prepayment  insur- 
ance companies,  and  the  physicians.  All  are 


interested  in  the  spiraling  costs  of  medical 
care.  All  are  interested  in  their  control. 

Economic  complexities  have  made  it  neces- 
sary for  the  patient  to  meet  the  premiums 
of  medical  coverage  insurance  for  which  he 
sometimes  demands  prolonged  hospitaliza- 
tion for  a condition  that  may  have  been  bet- 
ter treated  as  an  outpatient,  thus  creating  the 
problem  of  over-utilization. 

The  hospitals  can  no  longer  meet  the  de- 
mands of  the  economic  market  for  personnel, 
equipment,  buildings,  and  drugs  without 
periodic  rate  increases  commensurate  to  the 
increasing  general  economy. 

The  large  group  insurance  purchasers. 
Business,  Management  and  Unions,  are  in- 
creasingly interested.  For  they  are  the 
ones  who  bargain,  buy  and  pay  for  the  med- 
ical and  hospital  care  for  their  employees,  the 
patient. 

The  voluntary  prepayment  plan  insurance 
companies  have  spread  the  cost  of  illness 
over  a broad  base  in  which  the  cost  of  care 
is  borne  both  by  the  sick  and  the  well,  mak- 
ing modern  medicine  available  to  the  major- 
ity of  the  population.  Both  increased  med- 
ical costs  and  increased  volume  make  it  neces- 
sary for  their  reluctant  rate  increases. 

The  physician,  perhaps  more  than  the 
other  groups,  has  long  been  interested  in  all 
aspects  of  the  problem.  Frequently  the  un- 
just target  for  criticism  as  the  sole  cause 
of  increased  medical  costs  despite  the  known 
fact  that  the  biggest  increase  is  from  in- 
creased hospital  costs  not  increased  doctor’s 
fees,  it  has  long  been  forgotten  that  physi- 
cians were  among  the  first  to  realize  the  im- 
portance of  the  voluntary  prepayment  plan ; 
that  they  were  among  the  first  to  organize 
and  offer  such  a plan,  the  Doctor’s  plan  for 
the  patient’s  benefit. 

The  Nebraska  Medical  Association’s  spon- 
sored Blue  Cross-Blue  Shield  Plan  reflects 
the  local  problems  of  spiraling  medical  costs. 
In  the  first  quarter  of  1963  the  average  cost 
per  hospital  stay  was  $145.07;  admissions 
per  1000  were  46  for  an  average  stay  of  6.67 
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days.  In  the  first  quarter  of  this  year  the 
cost  spiraled  to  $157.31  with  an  increase 
to  52  admissions  per  1000,  a 15.6  per  cent 
increase,  for  an  average  stay  increase  of  6.74 
days.  In  April  alone  losses  from  underwrit- 
ing were  reported  as  $131,000.00.  Continua- 
tion of  this  present  trend  with  no  decrease 
in  admission  rates  per  thousand  will  obvi- 
ously result  in  sizable  underwriting  losses 
for  our  Medical  Association  Plan. 

Of  all  the  groups  exhibiting  a concern  for 
this  problem  of  spiraling  medical  costs  the 
physician  alone  has  perhaps  the  greatest 
opportunity  to  decelerate  its  continued  rise. 
For  it  is  his  decision  alone  that  will  admit 
the  patient  to  the  hospital.  It  is  for  his 
judicious  opinion  to  determine  whether  the 
patient  is  in  need  of  the  most  expensive  and 
newest  medication,  test,  or  special  study. 
And  finally  it  is  on  his  word  only  that  the 
patient  will  be  discharged  from  the  hospital 
without  an  unnecessarily  prolonged  stay 
with  the  attendant  increases  in  medical  costs. 

The  physicians  of  our  society  can  be  proud 
of  their  cooperation  in  the  past  with  the 
Hospitalization  Review  Committees  estab- 
lished in  1961  by  the  Nebraska  State  Medical 
Association  to  create  a new  index  of  aware- 
ness and  to  provide  solutions  for  many  of 
the  problems  of  utilization.  But  the  truism 
“You  can  never  go  back”  is  particularly  ger- 
maine  to  the  problem  of  spiraling  medical 
costs,  for  the  past  offers  but  little  help  in 
preparing  for  the  future. 

New  remedies  must  be  forthcoming  to 
meet  this  new  challenge.  Not  by  the  physi- 
cian alone  but  by  all  concerned  with  the 
problems  of  spiraling  costs  — the  patient, 
the  hospitals,  the  large  groups  of  insurance 
purchasers,  and  the  insurance  companies. 
There  can  be  no  doubt  that  this  new  chal- 
lenge will  be  met,  and  met  within  the 
framework  of  our  free  enterprise  system  in 
an  era  of  affluence  with  more  Americans 
moving  to  the  prosperous  end  of  the  economic 
spectrum  assured  of  the  highest  standards 
of  medical  care.  This  challenge  cannot  be  ig- 
nored. Nor  can  it  be  solved  by  a govern- 
mental agency.  Because  the  causes  are  pro- 
tean there  is  no  easy  remedy.  Indeed,  the 
remedy  itself  is  as  difficult  to  foretell  as  it 


is  imperative  to  achieve.  But  all  those  con- 
cerned with  the  problems  of  spiraling  medi- 
cal costs  MUST  FIND  IT  to  insure  the 
highest  continued  medical  care  so  necessary 
to  human  progress. 

— James  J.  O’Neil,  MD 
Omaha,  Nebraska 


“AL”  JACKSON 

It  has  not  been  the  good  fortune  of  most 
of  our  readers  to  know  Mr.  Alfred  J.  Jack- 
son,  who,  until  July  1,  1964,  was  the  presi- 
dent of  our  State  Medical  Journal  Advertis- 
ing Bureau.  It  has  been  he  who  obtained, 
contracted  for,  and  managed  the  advertising 
by  the  pharmaceutical  companies  in  34  state 
medical  journals,  of  which  the  Nebraska 
Medical  Journal  is  one. 

Mr.  Jackson  came  to  the  AMA  in  1907  and 
spent  his  whole  business  life  in  the  field 
of  scientific  medicine.  Upon  reorganization 
of  the  Cooperative  Medical  Advertising  Bu- 
reau in  1945,  Mr.  Jackson  became  its  direc- 
tor. In  December  1955,  the  Bureau  was  for- 
mally separated  from  the  AMA  under  the 
name  of  State  Medical  Journal  Advertising 
Bureau,  Inc.,  though  housed  in  the  same 
building,  and  he  was  elected  president.  Later 
the  Bureau  was  moved  to  another  location 
near  the  AMA  headquarters  and  Alfred 
Jackson  has  been  its  president  until  his  re- 
tirement on  July  1,  1964. 

Besides  the  constant  business  communica- 
tion with  the  34  journals  comprising  the 
Bureau  membership,  every  second  year  a 
conference  has  been  held  attended  by  the 
business  manager  and  the  editor  of  each 
journal.  This  was  a two-day  meeting  devot- 
ed to  instruction  for  the  two  departments 
— business  management  and  editing.  Mr. 
Jackson  — “Al”  to  everyone  — managed  to 
make  these  so  pleasant  and  instructive  that 
one  could  not  afford  to  miss  a meeting. 

Like  all  good  things,  one  subconsciously 
expects  them  to  go  on  forever,  and  it  really 
came  as  a surprise  to  be  informed  that  “Al” 
was  retiring  — after  57  years  devoted  to  or- 
ganized medicine,  19  of  them  to  the  Bureau. 
It  is  fitting  and  a pleasure,  therefore,  to 
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quote  the  following  “Tribute”  composed  for 
the  Board  of  Directors  by  Stanley  B.  Weld, 
MD. 


A TRIBUTE  TO 
ALFRED  J.  JACKSON 

To  Alfred  J.  Jackson  upon  his  approaching 
retirement  we  pay  our  tribute  to  a man  of 
sterling  character,  an  efficient  business  ex- 
ecutive who  has  carried  on  his  duties  with 
competence  and  unfailing  good  judgment. 

Coming  to  the  Bureau  on  the  recommenda- 
tion of  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  almost  twenty  years 
ago,  he  was  unknown  to  the  editors  and  busi- 
ness managers  of  the  various  State  Medical 
Journals  comprising  the  Bureau.  In  a short 
period  of  time  Mr.  Jackson  won  the  confi- 
dence and  respect  of  those  with  whom  he 
came  in  contact  and  the  Bureau  flourished 
under  his  guiding  hand. 

It  is  with  deep  regret  that  the  Board  of 
Directors  of  the  Bureau  loses  Mr.  Jackson 
as  its  President  and  herewith  records  its 
unanimous  appreciation  of  his  devotion  to 
it. 

May  the  coming  years  of  retirement  bring 
to  him  the  rewards  of  friendships  cultivated 
far  and  wide  and  may  he  long  continue  to 
enjoy  good  health  and  a happiness  so  well 
deserved. 


News  and  Views 

Nebraska  State  Co-Chairmen  Chosen  for 
Deafness  Research  Foundation — 

Robert  E.  Hawkins,  MD,  and  T.  T.  Smith, 
MD,  well-known  otolaryngologists  of  Oma- 
ha, have  been  appointed  Nebraska  State  Co- 
Chairmen  of  the  Deafness  Research  Founda- 
tion, it  was  announced  recently  by  Gordon 
D.  Hoople,  MD,  Medical  Adviser  to  the  Foun- 
dation. 

The  Deafness  Research  Foundation  is  a 
national  voluntary  nonprofit  organization 
that  promotes  scientific  research  into  all 
types  of  ear  disorders,  fosters  greater  pub- 


lic awareness  of  the  seriousness  of  deafness, 
and  is  currently  conducting  a nation-wide 
public  education  campaign  urging  people 
with  ear  disorders  to  bequeath  their  inner 
ear  structures  to  medical  research. 

As  Nebraska  State  Co-Chairmen,  Drs. 
Hawkins  and  Smith  will  act  as  spokesmen 
for  DRF  at  state  and  regional  medical 
meetings,  serve  as  liaison  between  the  Foun- 
dation, the  medical  profession  and  the  gen- 
eral public,  and  reply  to  inquiries  about 
medical  aspects  of  ear  disorders  addressed 
to  the  Foundation  by  people  in  Nebraska. 

Drs.  Hawkins  and  Smith  will  also  attempt 
to  further  DRF’s  educational  program  by 
soliciting  the  cooperation  of  all  the  news 
media  of  the  state. 

The  Deafness  Research  Foundation 
launched  its  campaign  for  inner  ear  struc- 
tures for  otologic  research  in  1960,  in  co- 
operation with  the  American  Academy  of 
Ophthalmology  and  Otolaryngology.  Since 
that  time,  a network  of  27  Temporal  Bone 
Banks,  or  laboratories,  where  research  is 
conducted  into  diseased  inner  ear  structures, 
has  been  established  throughout  the  United 
States. 

Medical  science  must  study  inner  e a r 
structures  if  it  is  ever  to  learn  the  causes 
of  deafness  and  other  ear  disorders,  and  yet 
the  inner  ears  are  encased  in  the  temporal 
bones  and  so,  because  of  their  inaccessible 
location,  cannot  be  examined  during  life.  If 
enough  inner  ear  structures  are  bequeathed 
to  the  Temporal  Bone  Banks  Program,  to- 
gether with  the  donors’  medical  and  hearing 
records,  leading  scientists  believe  that  sub- 
stantial progress  may  be  made  in  under- 
standing not  only  deafness  but  Meniere’s 
disease,  tinnitus  (head  noises)  and  other 
serious  ear  conditions. 

Dr.  Hoople,  Medical  Adviser  to  the  Foun- 
dation, is  an  internationally-known  otolo- 
gist. He  is  currently  also  President  of  the 
Board  of  Trustees  of  Syracuse  University. 

The  Deafness  Research  Foundation  is  di- 
rected by  Mrs.  Hobart  C.  Ramsey,  its  volun- 
teer President  and  founder,  whose  own  hear- 
ing, impaired  by  otosclerosis,  was  restored 
through  modern  surgery. 
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Comments  From  Your  President 


I find  it  most  difficult  to  report  to  you 
the  proceedings  of  the  Annual  AMA  conven- 
tion, primarily  because  of  the  vastness  of  the 
meeting.  It  is  nearly  overwhelming.  I do 
not  have  the  final  figures  on  attendance,  but 
the  registration  on  Wednesday,  the  next  to 
last  day,  reached  13,568  physicians  and  a 
total  registration,  including  doctors,  nurses, 
students  and  guests,  of  41,192.  The  scien- 
tific sessions  were  excellent  this  year  as  were 
the  scientific  exhibits.  The  industrial  ex- 
hibits were  truly  amazing. 

]\Iost  of  my  time,  however,  was  spent  in 
the  House  of  Delegates  sessions,  and  I shall 
endeavor  to  give  you  a resiune  of  the  im- 
portant decisions. 

Two  actions  are  closely  related.  First, 
the  Board  of  Trustees  was  ordered  to  investi- 
gate the  establishment  of  some  type  of  wire 
communication  system,  such  as  a teletype, 
between  the  AMA  Headquarters  and  offices 
of  State  Medical  Associations  and  some  of 
the  larger  County  Medical  Societies.  There 
was  complete  agreement  that  lack  of  com- 
munications between  the  AIMA  and  the  State 
Associations  was  a tremendous  handicap  to 
adequate  cooperation  and  understanding  be- 
tween the  AMA  and  component  associations. 
Probably  a test  system  will  be  set  up  be- 
tween Chicago  and  one  of  the  larger  associa- 
tions during  the  fall.  The  Board  of  Trustees 
will  study  this  experiment  and  will  report  to 
the  winter  session  of  the  House  of  Delegates 
on  the  value  and  cost  of  such  a communica- 
tions system.  It  is  anticipated  that  some 
type  of  wire  system  will  be  established  at 
that  time. 

The  second  action  which  is  closely  related 
to  the  wire  communication  system,  is  the 
proposed  increases  in  dues.  Dr.  Annis  in 
his  annual  report  to  the  House  of  Delegates 
suggested  a series  of  dues  increases  which 
would,  over  a period  of  years,  bring  the  an- 


nual dues  to  $100.00.  The  present  level  is 
$45.00  per  year.  This  was  referred  to  the 
Board  of  Trustees  for  their  study.  Of 
course,  if  the  wire  communications  system 
is  established,  then  a dues  increase  will  be 
necessary  because  this  will  be  a costly  ven- 
ture. However,  certainly  in  the  opinion  of 
most,  it  would  be  a very  desirable  one. 

The  stand  of  the  AMA  on  cigaret  smoking 
was  re-emphasized.  This  has  been  adequate- 
ly covered  in  the  press  as  was  the  statement 
on  Civil  Rights. 

Most  of  the  other  resolutions  were  con- 
cerned with  the  stand  of  the  AMA  concern- 
ing medical  education,  the  AMA  policy  in  re- 
gard to  federal  grants  and  medical  ethics. 

The  scholarly  inaugural  speech  of  the  new 
President  of  the  AMA,  Dr.  Norman  Welch, 
was  very  impressive.  I am  confident  that 
the  stature  of  medicine  will  be  improved 
under  his  very  capable  leadership.  Dr.  Dono- 
van Ward  of  Dubuque,  Iowa  is  the  new 
President-Elect.  We  are  pleased  that  the 
presidency  is  in  our  neighboring  state.  Dr. 
Ward  has  many  friends  in  Nebraska  and  we 
send  to  him  our  sincere  congratulations. 

Meanwhile,  back  at  the  ranch,  it  is  noted 
with  satisfaction  that  our  good  friend.  Dr. 
Ben  Greenberg  of  York,  is  running  for  re- 
election  to  the  Board  of  Regents  of  the  Uni- 
versity of  Nebraska.  Dr.  Greenberg  has 
been  President  of  the  Board  of  Regents  and 
also  President  of  the  National  Association  of 
Board  of  Regents.  It  is  important  that  some- 
one who  is  familiar  with,  and  interested  in 
medical  education,  be  on  the  Board  of  Re- 
gents. Dr.  Greenberg  deserves  your  active 
support. 

RICHARD  GARLINGHOUSE, 
President. 
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ARTICLES 


Presidential  Address 


IT  is  indeed  a pleasure  to  wel- 
come all  of  you  to  the  96th 
Annual  Session.  An  excellent 
program  has  been  arranged  by  the  Scien- 
tific Sessions  Committee,  under  the  leader- 
ship of  Doctor  Robert  Garlinghouse,  chair- 
man, and  his  group  of  able  assistants.  I 
hope  each  member  attending  this  convention 
will  take  advantage  of  the  opportunity  to 
enhance  and  broaden  his  scientific  knowl- 
edge. 

As  one  who  has  been  on  the  scene  but 
briefly  with  respect  to  the  State  Medical  As- 
sociation, I have  been  tremendously  im- 
pressed by  the  scope  of  activities,  the  re- 
sponsibilities and  the  influence  we  exert  with- 
in the  framework  of  organized  medicine 
today. 

I will  not  relate  all  of  the  activities,  ac- 
complishments, and  changes  during  the  past 
twelve  months,  but  will  mention  briefly  a few 
of  the  more  pertinent  ones. 

In  February,  1963,  the  House  of  Dele- 
gates directed  a study  to  be  made  of  the 
physician  resources  and  physician  distribu- 
tion in  our  state.  The  results  of  this  study 
was  reported  in  detail  in  the  January  ’64 
Journal.  It  was  made  by  our  central  Office 
Staff  and  revealed  that  Nebraska  has  a 
physician-population  ratio  of  1 :990,  as  com- 
pared to  a national  ratio  of  1 :682. 

The  survey  revealed  some  maldistribution 
of  physicians  within  the  state : the  metro- 
politan areas  of  Lincoln  and  Omaha  having 
1 physician  to  710  people,  whereas  the  re- 
mainder of  the  state  has  1 physician  to  1331 
persons.  This  maldistribution  problem,  how- 
ever, is  not  peculiar  to  Nebraska,  but  occurs 
nationwide.  If  nonmetropolitan  Nebraska 
were  to  have  a ratio  of  1 doctor  to  each  1000 
persons  there  would  be  a deficit  of  over 
200  physicians.  If  the  ratio  were  to  be 
the  same  as  the  national  average,  the  deficit 
approaches  approximately  500.  The  age 
distribution  of  out-state  physicians,  with  a 
sizeable  per  cent  over  65  years,  will  only  ag- 


R.  F.  SIEVERS,  MD 
Blair,  Nebraska 


gravate  the  problem  if  no  measures  are  tak- 
en to  correct  the  situation. 

A number  of  steps  are  being  taken  which 
we  hope  will  lessen  the  problem : 

1.  Re-establishment  of  a mandatory  pre- 

ceptorship  program,  which  was  ap- 
proved by  the  faculty  of  our  Univer- 
sity Medical  College.  This  represents 
the  fulfillment  of  a request  submit- 
ted by  the  House  of  Delegates  several 
years  ago.  The  program  becomes  ef- 
fective June,  1964.  One  of  the  anti- 
cipated beneficial  side-effects  of  this 
program  is  to  provide  more  physicians 
for  rural  Nebraska.  ^ 

2.  An  active,  up-to-date  placement  bu- 
reau is  maintained  in  our  central  of- 
fice to  assist  physicians  in  their  choice 
of  location. 

3.  A stepped-up  program  by  our  Rural 
Health  Committee  to  increase  the 
awareness  of  our  medical  students  to 
the  opportunties  for  practice  in  Ne- 
braska. 

Legislative-wise,  on  the  state  level,  the  ac- 
tion most  directly  related  to  medicine  was 
the  passage  of  the  Kerr-Mills  bill.  How- 
ever, the  implementation  of  this  law  was 
delayed  because  certain  sections  of  the  Ne- 
braska law  were  not  fully  acceptable  to  the 
Department  of  H.E.W.  It  is  the  consensus 
of  opinion  that  if  the  administration  was 
favorably  disposed  to  this  law  these  minor 
differences  would  have  been  adjudicated 
long  ago.  According  to  news  releases,  ac- 
ceptance of  the  plan  was  announced  several 
days  ago. 

Approximately  one  year  ago.  Congress 
passed  a National  Mental  Health  Act,  which 
will  have  far-reaching  effects.  Long  range 
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planning  for  Mental  Health  in  Nebraska  is 
being  developed  in  all  sections  of  the  state. 
In  fact,  more  than  2500  citizens  are  involved 
in  the  planning  process  alone.  The  lay-pub- 
lic are  looking  to  our  Association  for  guid- 
ance. It  is  right  that  they  should,  since  80 
per  cent  of  mental  ills  and  related  illnesses 
are  treated  by  private  physicians  in  private 
facilities.  Our  Committee  on  Psychiatry  of 
the  State  Association  has  been  "working  to 
develop  guidelines  which  will  serve  as  an  ex- 
pression of  our  position  in  this  vast  and  im- 
portant field.  This  report  should  be  avail- 
able very  soon.  It  is  my  sincere  hope  that  as 
many  physicians  as  possible  participate  in 
the  statewide  planning  program. 

In  preparing  this  report  I reviewed  the 
addresses  of  your  officers  of  years  past. 
One  point  stands  out  — there  was  an  urgent 
plea  for  an  awareness  of  the  forces  of 
change  that  are  molding  the  character  of 
practice  now,  and  those  forces  that  are  apt 
to  alter  its  form  and  nature  in  the  future. 
Change  is  taking  place,  change  is  constant 
and  has  gone  on  since  the  beginning  of  time. 
Our  lives  are  altered  daily  by  technological 
change,  change  in  economics,  change  in  poli- 
tics, change  in  medical  science.  You  are 
certainly  aware  of  the  changes  that  have  de- 
veloped in  the  science  of  medicine  in  your 
lifetime.  You  should  not  be  surprised  that  it 
likewise  affects  the  nature  and  scope  of  the 
practice  of  medicine. 

We  must  adopt  the  principle  of  reason  and 
intelligentlj"  adapt  to  the  process  of  change. 
That  is  what  the  lofty  dinasour  failed  or 
neglected  to  do.  We  have  to  constantly  re- 
examine our  basic  philosophy  and  plan  the 
adoption  of  some  new  directions.  Public  in- 
terest demands  change  in  medicine.  We,  as 
a State  Medical  Association,  play  an  integral 
part  in  meeting  this  challenge.  For  ex- 
ample, witness  the  increasing  tempo  of  ac- 
tivities of  all  facets  of  our  State  Association 
and  the  formation  of  new  committees  in 
conjunction  with  other  disciplines  related  to 
medicine. 

In  our  attempts  to  adapt  to  the  many 
forces  w'hich  result  in  change,  conflicts  arise, 
especially  when  we,  as  physicians,  object  to 
the  introduction  of  a foreign  philosophy  to 


solve  our  problems.  With  these  confronta- 
tions of  ideas,  the  image  of  organized  medi- 
cine becomes  smudged.  In  addition,  there 
are  those  with  political  ambitions  who  would 
use  our  problems  as  stepping  stones  to 
political  power. 

In  a syndicated  column  it  was  stated  re- 
cently that  we  have  “the  best  trained  physi- 
cians in  America,  but  provide  poor  medical 
service.”  It  is  my  interpretation  that  this 
writer  is  telling  us,  the  fee  for  service, 
which  has  been  used  for  centuries  as  a meth- 
or  of  payment,  is  now  archaic  and  inadequate. 
The  opinion  makers  of  such  a belief  also 
feel  that  the  voluntary  insurance  mechanism 
is  totally  inadequate.  To  stem  this  tide  of 
critcism  and  to  offer  constructive  leadership 
requires  constant,  and  at  times,  agonizing 
reappraisal  of  our  methodology  for  financing 
medical  care.  I do  not  think  the  problem  is 
insurmountable ! 

It  is  my  belief  that  another  challenge  to 
change  in  medicine  will  be  met  in  part  by  a 
new  committee,  appointed  by  the  AMA, 
which  will  be  known  as  the  Millis  Committee 
on  Graduate  Education  in  Medicine.  It  is 
composed  of  eleven  eminent  citizens  who 
are  jurists,  educators,  industrialists,  and 
physicians.  They  will  make  studies  and  rec- 
ommendations on  the  type  of  graduate  edu- 
cation physicians  should  experience  in  the 
light  of  current  educational  resources  and 
consumer  needs.  It  is  possible  that  their 
recommendations  will  radically  alter  the 
present  structure  of  medical  education  and 
medical  practice.  This  new  committee  is  be- 
ing likened  to  the  Flexner  Committee, 
w h i c h completely  revolutionized  medical 
education  in  this  country  two  generations 
ago. 

I believe  we  should  be  more  concerned 
about  federal  aid  to  medical  schools.  Their 
funds  have  made  our  schools  lopsided,  with 
too  much  emphasis  on  bench  and  laboratory 
type  research,  with  the  result  that  there 
often  has  been  negligence  in  the  teaching 
aspects  of  clinical  medicine. 

The  leaders  of  the  Association  of  Ameri- 
can Medical  Colleges  believe  medical  schools 
need  more  federal  support  for  their  operat- 
ing budgets.  They  feel  the  public  is  demand- 
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ing  that  they  use  the  federal  route  rather 
than  the  local  and  state  level  for  their  sup- 
port. They  admit  dependence  upon  Wash- 
ington, and  plan  for  its  increase,  even  to 
the  extent  of  proposing  to  move  the  AAMC 
headquarters  from  Chicago  to  Washington. 
These  leaders  believe  that  the  medical  col- 
leges can  adapt  themselves  to  the  social  and 
economic  change  of  the  country,  and  that 
the  individual  must  give  up  certain  personal 
prerogatives  for  the  welfare  of  the  whole. 
They  believe  that  in  spite  of  the  loss  of  cer- 
tain privileges,  freedom  of  thought  can  be 
maintained.  The  AMA  does  not  accept  these 
premises.  This  fact  explains  why  the  two 
associations  have  marked  fundamental  dif- 
ferences in  opinion. 

I think  we  need  to  help  our  medical  edu- 
cators to  obtain  more  educational  funds  from 
private  philanthropy,  to  help  counter- 
balance research  funds  from  the  federal  gov- 


ernment. We  need  to  support  the  National 
Fund  for  Medical  Education  to  help  provide 
full  academic  freedom  in  medical  schools. 
We  should  also  strive  for  more  local  and 
state  funds  to  support  our  medical  schools 
in  Nebraska. 

I am  truly  honored  to  have  served  as  your 
spokesman  during  the  past  twelve  months. 
I am  deeply  appreciative  of  the  friendly  con- 
fidence accorded  me  during  my  term  in  of- 
fice. I wish  to  thank  my  fellow  officers, 
committee  members,  the  Women’s  Auxiliary 
and  Central  office  staff,  who  have  given  so 
generously  of  their  time. 

I also  issue  a warning  to  my  successor, 
your  next  President,  Dr.  Richard  Garling- 
house,  that  a legacy  of  ever-changing  prob- 
lems is  being  passed  on  to  you  for  your  con- 
sideration, study  and  action. 

Thank  you. 


The  most  impoi’tant  ingredient  in  a prescription  cannot  be  seen: 
It  is  the  quality  of  a product  . . . which  can  be  assured  only  through 
costly  quality  control  tests.  Literally  hundreds  of  complicated  and 
time-consuming  tests  must  be  performed  to  assure  maximum  purity, 
safety  and  effectiveness  of  prescription  medicines.  20%  of  all  pro- 
duction employees  are  engaged  in  quality  control  duties. 

Example:  The  quality  control  for  each  batch  of  one  tranquilizer 
diTig  requires  38  employees,  14  departments,  114  operations,  134 
tests  and  assays,  24  days  of  work,  and  31  different  raw  materials 
before  the  drag  can  be  put  on  the  market. 
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Medical  Genetics  in  Nebraska 


T] 

: 


Introduction 

|HE  medical  genetics  research 
team  of  the  University  of  Ne- 
braska College  of  Medicine,  or- 
ganized in  1961,  consists  of  a physician 
geneticist,  a medical  social  worker,  one  or 
more  medical  students,  and  consultants 
from  the  clinical  and  basic  science  depart- 
ments of  the  College  of  Medicine  in  Omaha 
and  of  the  College  of  Dentistry  in  Lincoln. 


H.  T.  LYNCH,  MD* 

ANNE  KRUSH,  MAt 
and 

ROSE  FAITHE,  BA,  LLB$ 
Department  oi  Internal  Medicine, 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
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® TRANSPOSITION  OF  GREAT  VESSELS 

* OCULO-DENTO-DIGITO  DYSPLASIA 


• HEREDITARY  HYPOTHYROIDISM 
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DOTS  (■)  - NUMBER  AFFECTED 

and  incidence 


Figure  1.  Map  of  Nebraska  showing  geographic  distribution 
under  investigation. 


of  some  hereditary  diseases 


The  purpose  of  this  report  is  three-fold : 
( 1 ) to  describe  the  operations,  functions,  and 
services  of  the  medical  genetics  research 
team  in  Nebraska;  (2)  to  record  various 
hereditary  diseases  which  are  being  studied 
in  Nebraska;  and  (3)  and  to  illustrate  the 
geographic  areas  and  concentration  of  some 
of  these  genetic  diseases  through  use  of  a 
state  map  (figure  1). 


Material  and  Methods 

Genetic  referrals  are  received  for  evalua- 
tion by  the  research  team  through  several 
channels:  (1)  the  various  specialty  clinics; 

•Senior  Resident,  Department  of  Internal  Medicine.  Uni- 
versity of  Nebraska  College  of  Medicine.  Omaha.  Nebraska. 

tMedical  Social  Worker,  College  of  Medicine. 

{Senior  Medical  Student.  College  of  Medicine,  Omaha,  Ne- 
braska. 
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(2)  inpatient  staff  referral;  and  (3)  re- 
quests for  genetic  consultation  by  physician^ 
who  are  acquainted  with  the  objectives  of 
the  research  team. 

The  patient  and  available  members  of  the 
immediate  family  are  interviewed  privately 
by  the  medical  geneticist  (HTL)  with  the 
pattern  of  inquiry  directed  toward  the  ma- 
jor manifestations  of  the  genetic  disease  in 
the  patient  as  well  as  in  other  members  of 
the  family.  The  patient  is  questioned  con- 
cerning his  marriages,  extramarital  children, 
and  the  possible  presence  of  consanguinity 
in  ancestors.  A family  pedigree  is  then  con- 
structed in  the  interviewee’s  presence,  util- 
izing information  asked  of  him  concerning 
marriages,  paternities,  surnames,  maiden 
names,  birthdates,  pregnancy  histories 
(with  careful  exploration  for  exposures  to 
viral  and  bacterial  infections,  drugs,  and 
other  uterine  environmental  hazards)  and 
manifestations  of  the  disease  in  relatives. 
Attention  is  then  directed  toward  the  pos- 
sible presence  of  other  genetic  disease  with- 
in the  family.  Search  is  continuously  made 
for  the  presence  of  intrafamily  conflicts, 
and  feuds,  and  these  are  appraised  in  order 
to  obviate  future  problems.  At  the  conclu- 
sion of  each  interview  the  objectives  of  the 
investigation  are  reviewed  with  the  patient. 
Questionnaires,  designed  to  elicit  informa- 
tion pertinent  to  the  disease  under  consider- 
ation, are  shown  to  each  individual  and  he 
is  told  of  plans  to  send  these  to  all  members 
of  the  family.  Permission  forms  for  the  re- 
lease of  medical  information  from  local 
physicians,  hospitals,  county  division  of  pub- 
lic welfare,  and  the  Bureau  of  Vital  Sta- 
tistics, are  signed  by  the  interviewee  during 
the  initial  interview. 

Concurrently  with  the  medical  geneticist, 
the  medical  social  worker  (A.K.)  conducts 
interviews  utilizing  her  own  professional 
techniques  to  obtain  further  information 
from  social  agencies  with  which  the  family 
may  have  been  associated.  Careful  search 
is  made  for  attitudes  and  emotional  under- 
currents in  the  respective  family  members 
toward  the  “family  disease.”  In  addition, 
she  explores  the  needs  of  the  family  for  fu- 
ture agency  or  community  welfare,  medical 


assistance  or  rehabilitation  should  this  be 
found  to  be  necessary. 

The  medical  geneticist  does  a physical  ex- 
amination on  the  proband,  paying  particu- 
lar attention  to  known  manifestations  of  the 
major  genetic  disease.  Laboratory  work  is 
obtained  to  confirm  the  diagnosis  and  appro- 
priate consultation  is  secured. 

If  the  problem  is  accepted  for  study,  plans 
are  made  to  examine  as  many  members  of 
the  family  as  possible.  Usually  a “field 
trip”  is  organized  at  a site  convenient  to  the 
majority.  Facilities  of  local  physicians  are 
solicited  for  use  by  the  team.  Physical  ex- 
aminations on  relatives  are  then  undertaken 
as  needed.  When  possible,  appropriate 
X rays  and  laboratory  studies  are  completed 
locally.  Should  any  patients  warrant  fur- 
ther intensive  studies,  arrangements  for 
these  are  made  at  the  University  Hospital 
and  Clinics. 

Results 

The  following  diseases  have  been  studied 
by  the  medical  genetics  research  t % a m 
throughout  the  state  of  Nebraska  since 
1961: 

1.  Myotonia  dystrophica  was  studied  in 
three  families.  The  condition  was 
transmitted  by  the  typical  autosomal 
dominant  mode  of  inheritance  in  each 
family.  One  of  the  families  showed 
three  generations  affected;  in  the 
other  two  families,  two  generations 
were  affected.  Congenital  renal  dis- 
ease was  found  in  one  of  these  fam- 
ilies and  this  association  is  being  pur- 
sued further. 

2.  Dercum’s  disease  (adiposis  dolorosa) 
has  been  studied  in  a family  in  In- 
diana with  transmission  through 
three  generations  and  in  a second 
family  in  Nebraska  where  the  condi- 
tion was  transmitted  through  two 
generations.  Results  of  this  work 
have  led  to  the  first  explanation  of 
the  mode  of  inheritance  of  this  con- 
dition.^ 

3.  The  finding  of  congenital  heart  and 
skeletal  abnormalities  through  three 
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Figure  2.  Pedigree  of  family  showing  concurrent  cardiac  and  skeletal 
anomalies. 


generations  is  being  studied  (figure 
2).  The  proband  failed  to  thrive  and 
expired  at  seven  months.  Autopsy 
showed  severe  mitral  stenosis,  fen- 
estrations of  the  aortic  valve,  and 
aberrant  coronary  artery  distribu- 
tion. His  four  siblings  have  shovm 
pathologic  murmurs,  evidence  of  left 
ventricular  hypertrophy  (EKG)  and 
bizarre  skeletal  abnoraialities  includ- 
ing the  Klippel-Feil  syndrome,  Spren- 
gle’s  deformity,  fusion  of  cervical 
and  thoracic  vertebrae,  hemiverte- 
brae  and  hyertelorism.  ^"ariable  car- 
diac and  skeletal  abnormalities  have 
been  found  in  the  proband’s  mother 
and  his  maternal  aunt  and  uncle.  His 
maternal  grandfather  manifested  a 
pectus  excavatum  deformity  but 
showed  no  cardiac  abnormality.  Sev- 
en of  the  eight  individuals  affected 
showed  markedly  high  arched  pal- 
ates. The  condition  appears  to  be 


transmitted  by  an  autosomal  domi- 
nant gene  showing  complete  pene- 
trance for  the  skeletal  system  and  va- 
riable expressivity  for  the  cardio- 
vascular system. 2 

4.  Tranposition  of  the  great  vessels^ 
has  been  studied  in  a family  in  which 
this  diagnosis  w a s confirmed  at 
autopsy  in  two  siblings.  An  autoso- 
mal recessive  mode  of  inheritance  is 
postulated. 

5.  Patent  ductus  arteriosus  has  been 
found  to  be  transmitted  through  two 
generations  in  a family  with  the  di- 
agnosis confirmed  at  surgical  opera- 
tion. An  autosomal  dominant  mode 
of  inheritance  is  tentatively  inferred 
but  further  investigation  of  this  fam- 
ily will  be  made. 

6.  Three  families  showing  atrial  septal 
defect  are  being  studied.  In  one 
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family,  three  generations  are  affect- 
ed, while  in  the  other  two,  two  gen- 
erations are  affected.  Diagnoses 
were  based  on  surgical  findings  in 
each  case.  An  autosomal  dominant 
mode  of  inheritance  is  postulated. 

7.  Carcinoma  of  varying  types  has  been 
shown  to  be  present  in  an  unusually 
high  frequency  in  four  families.  Pa- 
tients with  two  and  three  primary 
cancers  have  been  encountered  in 
some  of  these  families.  This  work  is 
in  its  early  phase,  and  while  a genetic 
etiology  is  possible,  more  studies  will 
be  necessary  in  order  to  evaluate  fur- 
ther the  role  of  hereditary  factors. 

8.  A family  with  a syndrome  consisting 
of  macrostomia,  micrognathia,  pre- 
auricular  appendages,  facial  asym- 
metry, mental  retardation  and  the 
Wolf -Parkinson-White  syndrome  is 
being  studied.  The  findings  show 
wide  phenotypic  variation  through- 
out the  family,  with  stigmata  being 
transmitted  through  five  generations 
(figure  3).  The  most  common 
finding  appears  to  be  that  of  a high 
arched  palate  and  pre-auricular  ap- 


pendages. The  syndrome  appears  to 
be  transmitted  by  an  autosomal  dom- 
inant gene  with  pleiotrophy  and 
marked  variability  of  expression.  An 
additional  study  of  the  severe  social 
impact  of  these  findings  upon  the 
community  is  being  made.  This  un- 
usual syndrome  is  referred  to  as  “M” 
Disease  in  figure  1. 

9.  Three  families  showing  osteogenesis 
imperfecta  have  been  studied.  The 
usual  autosomal  dominant  mode  of 
inheritance  for  this  condition  was 
confirmed  in  each  family.  Pheno- 
typic variation  was  very  striking  in 
one  of  these  families  where  twelve 
individuals  were  found  to  be  affected 
through  three  generations.  In  one 
case  a male  showing  only  blue  sclerae, 
transmitted  severe  and  incapacitat- 
ing osteogenesis  imperfecta  to  his 
son,  while  his  mother  also  had  the 
condition  in  its  severe  form. 

10.  Cystinosis  was  studied  in  a family 
where  three  siblings  expired  during 
childhood.  Autopsies  confirmed  the 
diagnosis  in  each.  Consanguinity 
was  absent.  The  pedigree  was  traced 
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Figure  3.  Pedigree  of  family  with  “M”  disease  transmitted  through  generation.  See  text  for  further 
detail. 
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back  to  1790  with  no  evidence  for 
other  affected  individuals.  These 
findings  are  in  keeping  with  an  au- 
tosomal recessive  mode  of  inherit- 
ance. 

11.  Endocnnologic  'problems,  including 
dwarfism,  significant  short  stature, 
juvenile  and  adult  diabetes  mellitus, 
hypogonadism  and  hyperlipemia  have 
been  studied  in  large  kindred.  An 
autosomal  dominant  gene  showing 
pleiotrophy  and  variable  expression 
has  been  postulated.^ 

12.  Dcntonogenesis  imperfecta  was  found 
to  be  manifested  through  three  gen- 
erations of  a large  negro  kindred. 
The  condition  is  caused  by  an  autos- 
omal dominant  gene. 

13.  Charcot-Marie-Tooth  disease  (pero- 
neal muscular  atrophy)  has  been 
studied  through  three  generations  of 
a kindred.  An  autosomal  dominant 
mode  of  inheritance  is  implicated. 

14.  A family  showing  congenital  hypo- 
thyroidism manifested  through  three 
generations  is  being  studied.  The 
propositus  has  a low  FBI  and  a high 

uptake.  No  thyroglobulin  was 
found  by  electrophoretic  studies  of 
his  serum.  This  interesting  finding 
is  being  investigated  in  other  mem- 
bers of  the  family. 

15.  A patient  showing  pulmonary  emphy- 
sema is  of  interest  because  he  gives  a 
history  of  this  condition  being  trans- 
mitted through  at  least  two  genera- 
tions with  six  of  his  siblings  being 
affected.  Plans  are  being  made  to 
assess  this  condition  in  the  family. 

16.  Several  miscellaneous  conditions  have 
been  studied  including  Turner’s  syn- 
drome, mongolism,  oculo-dento-digi- 
to-dysplasia,  Wilson’s  disease  (hepa- 
to-lenticular  degeneration),  Hunting- 
ton’s chorea,  hereditary  spherocy- 
tosis, and  varying  types  of  inherited 
skeletal  abnormalities. 

Discussion 

The  “modus  operandi”  of  the  genetics  re- 
search team  has  been  concerned  with  the  in- 


tensive study  of  all  available  members  of 
the  family  (affected  as  well  as  non-affected) 
where  genetic  disease  is  manifested.  This 
includes  a detailed  clinical  appraisal  of  each 
person  and,  when  possible,  pertinent  labora- 
tory and  tissue  examinations.  Autopsy  ma- 
terial is  likewise  studied.  This  approach  is 
in  keeping  with  modern  medical  genetics 
research  as  opposed  to  earlier  studies  in  hu- 
man genetics  where  emphasis  was  placed 
upon  history  alone  with  pedigree  construc- 
tion resting  predominantly  on  hearsay  evi- 
dence. 

Experience  in  these  family  studies  by  the 
use  of  “team  approach’’  has  supplied  infor- 
mation relevant  to  the  extreme  variability 
in  both  the  clinical  and  pathologic  expression 
of  some  genetic  diseases.  Such  phenotypic 
variation  becomes  strikingly  apparent  when 
one  has  the  opportunity  to  study  an  entire 
family.  This  frequently  results  in  a saving 
of  both  time  and  money  which  would  other- 
wise be  necessary  to  obtain  such  information 
through  a classical  longitudinal  approach. 
Indeed,  it  is  only  through  this  team  approach 
that  the  clinical  subtleties  of  the  forme 
fruste®-  ® are  recognized.  Furthermore,  this 
approach  is  of  value  in  appraising  the  ef- 
fects of  therapy  on  multiple  members  of  a 
kindred,  in  that  the  background  genetic 
milieu  serves  as  an  additional  control."^ 

A genetic  counselling  service  is  provided 
for  those  individuals  who  express  a need  or 
interest  in  this.  Genetic  information  from 
these  sessions  has  been  combined  with  ex- 
periences of  clinical  geneticists  in  Oregon 
and  Texas  and  has  been  published  else- 
where.*- * A study  is  currently  in  progress 
pertaining  to  the  genetic  implications  in  fam- 
ilies where  one  or  more  children  have  died 
from  genetic  disease. 

A service  is  offered  to  referring  physicians 
in  that  detailed  reports  of  our  findings  are 
submitted  to  them,  including  an  explana- 
tion of  the  mode  of  inheritance  in  the  par- 
ticular family.  Such  information  in  some 
families  may  serve  for  earlier  diagnosis  in 
subsequent  progeny  and  may  result  in 
earlier  therapy;  in  some  cases,  prevention 
may  be  possible. 
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Nebraska,  with  its  predominantly  rural 
population,  is  ideally  suited  for  genetic  in- 
vestigations. Rural  families  often  keep  care- 
ful records  of  their  kindred  which  makes  for 
rapid  and  accurate  collection  of  data.  In 
addition,  several  generations  of  the  family 
are  frequently  available  for  study  in  the  im- 
mediate area.  There  also  is  a deep-seated 
pioneering  tradition  and  philosophy  in  sup- 
port of  worthwhile  pursuits.  This,  in  turn, 
makes  for  a maximum  yield  of  scientific  in- 
formation. Physicians  in  Nebraska  like- 
wise have  given  enthusiastic  support  to  the 
research  team.  They  have  made  medical 
records  available,  conducted  laboratory  and 
physical  examinations  when  this  has  not 
been  practical  for  members  of  the  team  to 
perform,  donated  use  of  their  physical  fa- 
cilities, and  most  importantly,  acted  as  a 
liaison  between  the  team  and  the  family. 

Summary 

The  objectives,  operations,  functions,  and 
services  of  the  recently  developed  medical 
genetics  research  team  of  the  University  of 
Nebraska  College  of  Medicine  have  been  dis- 
cussed. Current  genetic  research  through 
this  “team  approach”  has  been  briefly  out- 
lined. A map  has  been  constructed  to  illus- 
trate the  geographic  location  and  incidence 
of  some  hereditary  conditions. 

ACKNOWLEDGMENTS 

The  medical  genetics  research  team  expresses 
gratitude  to  the  following:  The  Nebraska  Heart 

Association;  Dr.  Henry  Lemon,  Director  of  the 
Eppley  Institute  for  Research  in  Cancer  and  Allied 
Diseases  for  his  continuing  encouragement  of  our 


activities,  and  to  the  Eppley  Institute  for  partial 
financial  support;  Dr.  Robert  L.  Grissom,  Chaii-- 
man,  Department  of  Internal  Medicine,  for  his  nu- 
mei’ous  consultations  and  his  assistance  with  the 
preparation  of  this  manuscript;  Miss  Rose  Rey- 
nolds, Medical  Illustrator,  Department  of  Anatomy; 
the  Bureau  of  Vital  Statistics  of  the  State  of  Ne- 
braska and  the  various  county  welfare  depart- 
ments; finally,  the  physicians  throughout  the  state 
of  Nebraska  and  neighboring  states  for  their 
generous  help  in  referring  patients,  acting  as  a 
liaison  with  the  families  and  for  loan  of  their 
clinical  facilities. 


References 

1.  Lynch,  H.  T.,  and  Harlan,  W.  L. : Hereditary 

factors  in  adiposis  Dolorosa  (Dercum’s  Disease). 
Amer  J Hum  Genet  1.5:184-190,  1963. 

2.  Lynch,  H.  T.;  Mooring,  P.  K.;  Grissom,  R.  L., 

and  Becker,  W.:  Genetic  factors  in  congenital 

heart  disease:  a preliminary  family  investigation. 
Paper  presented  to  the  Annual  Clinical  Meeting  of 
the  Nebraska  Chapter  of  the  American  College  of 
Surgeons,  Hastings,  Nebraska,  November,  1962. 
Abstract  appears  in  Nebr  State  Med  J 48:153,  1963. 

3.  Lynch,  H.  T.;  Mooring,  P.  K.;  Krush,  A.,  and 

Grissom,  R.  L.:  Transposition  of  the  great  vessels 

proven  at  autopsy  in  two  siblings.  To  be  published. 

4.  Lynch,  H.  T.;  Henn,  M.  J.;  Knash,  A.,  and 

Kuska,  D.:  Diabetes  mellitus,  hyperlipemia,  dwarf- 

ism and  primary  hypogonadism:  study  of  a large 
Kindred.  Proc  Amer  Fed  Clin  Res  11:298,  1963. 
Abstract. 

5.  Lynch,  H.  T.;  Tips,  R.  L.;  Harlan,  W.  L.; 

Klingman,  W.  0.,  and  McNutt,  W. : Genetic  fac- 

tors associated  with  neurologic  manifestations  in 
Friedreich’s  ataxia.  Paper  presented  to  Annual 
Meeting,  Amer  Soc  Human  Genet,  College*  Park, 
Pa.,  1959. 

6.  McNutt,  W.;  Klingman,  W.  0.;  Lynch,  H.  T., 

and  Harlan,  W.  L. : Pes  cavus  apd  hereditary 

ataxia.  Texas  Rept  Biol  Med  18:222-232,  1960. 

7.  McNutt,  W.;  Lynch,  H.  T.;  Harlan,  W.  L.,  and 

Klingman,  W.  O.:  Findings  in  hereditary  ataxia 

family  studies.  Neurology  14:260,  1964.  Abstract. 

8.  Tips,  R.  L.,  and  Lynch,  H.  T.:  The  impact  of 

genetic  counselling  upon  the  family  milieu.  JAMA 
184:183-186,  1963. 

9.  Tips,  R.  L.;  Smith,  G.  S.;  Lynch,  H.  T.,  and 

McNutt,  C.  W.:  The  whole  family  concept  in 

genetic  counselling.  Amer  J Dis  Child  109:67-76, 
1964. 


Payroll  expenses  account  for  the  largest  expenditure  in  the 
operation  of  hospitals,  accounting  for  nearly  67  per  cent  of  the  total 
budget.  Since  1952,  the  average  payroll  expense  for  each  employee 
in  a hospital  has  risen  56  per  cent. 


August,  1964 


411 


Childhood  Lead  Poisoning: 

NEUROLOGIC  SEQUELAE* 


The  purpose  of  this  paper  is  to 
emphasize  the  importance  of 
making  an  early  diagnosis  in 
lead  poisoning,  a preventable  form  of  mental 
retardation  and  neurologic  disorders.  Al- 
though Nebraska  may  be  central  in  the  na- 
tion’s breadbasket,  it  is  outside  the  “lead 
belt,”  a name  given  to  older  urban  areas 
that  are  endemic  for  childhood  lead  poison- 
ing. A relatively  low  incidence  of  lead  poi- 
soning among  children  in  Nebraska  might  be 
suggested  by  there  having  been  only  eight 
children  so  diagnosed  among  the  80,000  ad- 
mitted to  Childrens  jMemorial  Hospital,  Oma- 
ha, Nebraska,  in  the  fifteen  years  from  1948 
through  1963,  but  it  is  a medical  truism 
that  incidence  is  low  when  suspicion  is  low. 

Five  of  the  eight  children,  plus  one  boy 
presumably  exposed  to  high  lead  concentra- 
tions in-utero,  were  re-evaluated  for  the 
metabolic  and  neurologic  sequelae  of  plumb- 
ism  at  an  interval  ranging  from  one  to 
eight  years.  The  high  incidence  of  perma- 
nent brain  damage  that  followed  acute  lead 
encephalopathy  is  consistent  with  other 
studies.  The  intention  of  this  review  and 
follow-up  is  to  draw  attention  to  the  early 
signs  and  to  emphasize  the  serious  neurologic 
sequelae  of  lead  poisoning  that  has  prog- 
ressed to  the  stage  of  encephalopathy  before 
the  diagnosis  is  made. 

Etiology 

The  ingestion  of  flaking  paint  and  plaster 
is  the  biggest  hazard  for  children.  Paints 
containing  white  lead,  chrome  green  and 
chrome  yellow  have  lead  in  the  greatest 
amounts. 1 These  are  highly  durable  paints 
used  especially  for  sills,  porches,  and  ex- 
teriors. Pica  is  the  most  common  antece- 
dent. 

In  our  cases,  three  of  the  children  were 
paint-eaters  and  one  an  inveterate  dirt  eat- 
er who  had  ingested  the  entire  contents  of 
her  sand  box  followed  by  much  of  the  yard. 
One  of  these  three  paint-eaters  was  a boy 
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admitted  at  age  20  months  with  acute  hemi- 
plegia followed  by  intractable  seizures.  It 
was  only  after  the  diagnosis  was  made  on 
the  basis  of  laboratory  data  that  the  mother 
recalled  his  eating  paint  from  the  walls. 
Subsequent  analysis  of  the  paint  on  his  home 
by  the  Omaha  Douglas  County  Department 
of  Health  revealed  a lead  content  of  26.6  per 
cent. 

In  endemic  areas  such  as  Chicago,  Balti- 
more, and  New  York,  there  is  a marked  in- 
crease during  the  summer  months ; it  is  pos- 
tulated that  the  increased  absorption  of  cal- 
cium, promoted  by  solar  vitamin  D,  may 
also  increase  the  absorption  of  lead.^  Al- 
though no  seasonal  incidence  was  noted  in 
our  cases,  this  observation  is  important  to 
remember  in  the  differential  diagnosis  of 
seasonal  virus  encephalitis. 

The  inhalation  of  lead  vapors  is  the  lead- 
ing cause  of  lead  poisoning  among  industrial 
workers.^  Five  of  our  cases  were  the  chil- 
dren in  a family  whose  father  had  obtained 
old  battery  casings  from  a junk  yard  to  use 
as  fuel  in  the  living  room  stove.  Inhalation 

*This  investigation  was  supported  in  part  by  Public  Health 
Service  Research  Grant  HD-00370  from  the  National  Institute 
for  Child  Health  and  Human  Development  and  by  the  Maternal 
and  Child  Health  Services  of  Nebraska  State  Department  of 
Health. 
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of  vapors  usually  produces  acute,  severe  in- 
toxication, and  this  was  true  in  this  fa- 
milial epidemic  in  which  one  child  died 
and  another  had  sevei*e  encephalopathy  with 
residual  seizures. 

Another  source  is  the  presence  of  lead  shot 
or  solder  lead  in  the  intestinal  tract.  This 
is  acted  upon  by  gastric  juices  with  slow, 
progressive  development  of  symptoms  be- 
ginning about  one  month  after  ingestion. 
An  occasional  cause  is  lead  piping  or  lead- 
glazed  utensils  exposed  to  carbonated  or  acid 
fluids. 

Physiology 

The  newly  absorbed  lead  is  distributed  to 
the  soft  tissues  as  lead  triphosphate,  espe- 
cially the  brain,  lungs,  spleen,  liver  and 
marrow.  From  here,  it  is  transferred  to 
bone  where  it  is  stored  as  virtually  insolu- 
ble lead  triphosphate.  Without  therapy,  com- 
pletion of  this  storage  as  the  inert  lead  com- 
pound in  bone  may  take  several  months  once 
the  exposure  to  lead  is  interrupted.  The 
reversal  of  the  process  with  mobilization  of 
lead  from  the  bone  may  take  place  in  the 
presence  of  acidosis  or  infection  and  lead 
may  be  redistributed  to  the  blood  and  soft 
tissues  with  development  of  symptoms  at 
some  time  after  the  initial  exposure. ^ 


Diagnosis 

A history  of  pica  has  been  shown  to  be 
the  most  reliable  screening  test  in  the  diag- 
nosis of  lead  poisoning  and  should  imme- 
diately alert  the  physician.  Children  with 
pica  will  often  have  evidence  of  radio-opaque 
material  in  the  intestines  on  roentgen  exam- 
ination of  the  abdomen  and  often  have  an 
associated  history  of  intestinal  parasites.^ 

The  symptomatology  in  children  usually 
relates  to  the  effects  on  the  gastrointestinal 
tract,  the  red  blood  cells  and  the  central 
nervous  s y s t e m.^  Irritability,  lethargy, 
whining  and  pallor  are  the  earliest  symp- 
toms. Vomiting,  constipation,  abdominal 
pain,  the  earliest  symptoms  in  adults,  usual- 
ly accompany  these.  Joint  pains  and  ar- 
thralgia may  occur.  Jaundice  and  acute  he- 
patic insufficiency  occur  in  acute  intoxica- 
tions. The  source  of  the  lead  and  present- 
ing symptoms  and  signs  of  our  cases  is  given 
in  Table  1. 

Four  of  our  eight  cases  presented  with 
convulsions  along  with  other  neurglogic 
signs ; one  hemiplegia,  one  sixth  cranial 
nerve  palsy.  Failure  to  diagnose  plumbism 
until  this  advanced  stage  is  usually  due  to 
lack  of  suspicion  and  failure  to  question  the 
parents  closely  concerning  possible  expo- 


Table  1 

ETIOLOGY  AND  SYMPTOMATOLOGY 


R.K. 

Age 

2 

Sex 

M 

Lead  Source 

Eating  paint  off  walls— 
2 months 

Presenting  Signs  & Symptoms 

Vomiting,  lethargy — 6 days; 
strabismus — 3 days; 
convulsion 

S.G. 

1 8/12 

M 

Eating  paint  off  walls 

Vomiting — 4 weeks;  hemi- 
plegia— 12  hours;  con- 
vulsion 

W.F. 

6 4/12 

M \ 

Inhalation  fumes  of  burn- 
ing battery  cases 

None 

D.W. 

5 7/12 

M / 

Hyperactivity 

s.w. 

3 

M \ 

( 

Weak  and  restless — 1 week; 
vomiting  3 days;  con- 
vulsion 

A.W. 

1 6/12 

M 

Convulsions — 6 weeks; 
strabismus — 5 weeks; 
vomiting — 2 days; 
status  epilepticus 

M.A. 

2 3/12 

F 

Chewing  painted  objects — 
19  months 

Vomiting,  diarrhea,  pallor — 
6 months 

N.R. 

3 

F 

Eating  dirt  and  possibly 
plaster  by  the  handful 
for  2 years 

Pallor,  poor  sleep,  irrita- 
bility— at  least  1 year 
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sure.  Delayed  diagnosis  is  well  demonstrat- 
ed in  one  of  our  cases : 

Four  weeks  before  admission,  this 
20-months-old  boy  (S.G.)  began  vomit- 
ing as  often  as  six  times  a day.  One 
week  before  admission,  a physician  was 
consulted  and  dietary  changes  recom- 
mended. Three  days  before  admission, 
he  had  a temper  tantrum  and  fell  strik- 
ing his  head.  One  day  before  admission, 
he  developed  a left  hemiplegia;  he  was 
seen  at  a clinic  and  therapy  for  (URI) 
an  upper  respiratory  infection  pre- 
scribed. Generalized  convulsions  be- 
gan on  the  day  of  admission  and  were 
unresponsive  to  therapy.  Admission 
white  cell  count  was  67,000/cu  mm  and 
meningitis  was  suspected;  the  spinal 
fluid  contained  68  WBC/cu  mm  and  the 
spinal  fluid  protein  concentration  was 
borderline  at  40  mg  per  100  cc.  He  had 
a severe  hypochromic  anemia  but  no 
basophilic  stippling  was  reported.  His 
urine  showed  a trace  of  albumin  and 
4-k  sugar,  despite  a normal  blood  glu- 
cose. Eight  hours  after  admission,  the 
convulsions  still  persisted.  The  skull 
X ray  showed  widened  suture  lines.  A 
review  of  chest  X ray  at  this  time  re- 
vealed flakes  of  opaque  material  in  the 
lower  colon  and  the  diagnosis  of  lead 
poisoning  was  now  considered.  There 
was  still  some  doubt  about  the  diagnosis 
because  of  three  inconsistent  findings : 
abseiice  of  basophilic  stippling;  urine 
negative  for  coproporphyrins;  and  the 
finding  of  dilated  ventricles  rather  than 
the  typically  small  compressed  ventricles 
on  the  ventriculogram  performed  18 
hours  after  admission.  Calcium  disodi- 
um versenate  therapy  was  initiated  on 
the  second  day  with  an  excellent  imme- 
diate response.  The  convulsions  were 
controlled  and  his  sensorium  cleared. 
This  boy  has  continued  to  have  about 
one  seizure  per  month  despite  anticon- 
vulsant therapy ; presumably  this  might 
have  been  avoided  if  the  mother  had 
been  questioned  concerning  pica  early 
in  the  course  of  the  illness. 

A definitive  diagnosis  can  be  made  by 
measuring  the  concentration  of  lead  in  the 


blood  or  urine,*  the  upper  limits  of  normal 
being  0.06  mg/ 100  cc  blood  and  0.08  mg/ 
liter  of  urine.^  Following  treatment  with 
a chelating  agent,  the  24  hour  urinary  excre- 
tion of  lead  should  increase  20-40  fold  and 
such  an  increase  is  diagnostic.® 

Of  the  multiple  clinical  signs  of  lead  poi- 
soning, no  single  one  is  absolutely  specific. 
A presumptive  diagnosis  can  be  made,  how- 
ever, by  finding  more  than  one  of  the  follow- 
ing evidences  of  lead  poisoning:^ 

1.  Microcytic  anemia  with  basophilic 
stippling  of  the  red  cells. 

2.  X-ray  evidence  of  heavy  metallic  den- 
sities at  the  epiphj'seal  ends  of  the 
long  bones. 

3.  Radio-opaque  material  in  the  intest- 
ines. 

4.  Positive  qualitative  test  for  urine  co- 
proporphyrin.t A quantitative  test  on 
a 24  hour  urine  specimen  shoving 
levels  above  50  micrograms/ 100  ml 
urine  is  considerably  more  spe- 
cific.®- ®- " 

5.  Renal  tubular  damage  suggested  by 
albuminuria,  aminoaciduria,  and  gly- 
cosuria in  the  presence  of  a normal 
blood  sugar.  Oliguria,  cylinduria,  and 
hematuria  may  follow. 

6.  Increase  in  the  protein  concentration 
of  cerebrospinal  fluid  often  with  a 
slight  pleocjTosis  and  increase  in 
spinal  fluid  pressure. 

7.  Fluorescence  of  the  red  cells  in  a wet 
preparation  of  the  blood  examined  un- 
der a fluorescent  microscope.® 

A lead  line  along  the  gingival  margin  due 
to  precipitation  of  lead  sulfide  occurs  mostly 
in  association  with  poor  dental  hygiene  and 
was  found  in  only  one  of  our  cases.  Lead  de- 
posits in  the  retina  seen  as  glistening  gi-ey 
pigment  surrounding  the  optic  disc  recently 
have  been  reported  as  a reliable  early  sign.® 
The  symptoms  may  not  be  quantitatively  cor- 
related with  the  concentration  of  blood  lead. 

*In  all  of  our  cases,  consultation  was  obtained  from  John  C. 
Kennedy,  MD.  1520  Medical  Arts  Bldgr..  Omaha  (402-341-5558). 
who  made  available  the  laboratory  services  of  the  American 
Smelters  Association. 

tThis  screening  test  is  usually  done  by  adding  an  equal 
volume  of  ether  to  3-5  ml  urine  previously  acidified  with  10 
drops  of  10%  acetic  acid.  The  mixture  is  shaken  vigorously 
and  the  ether  layer  obser\-ed  in  ultra-violet  light  for  a pink  to 
red  fluorescence. 
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This  is  shown  in  the  comparison  of  the  lab- 
oratory data  and  symptoms  of  the  family 
exposed  to  the  fumes  of  burning  battery 
cases.  (Table  2). 

Treatment 

The  use  of  a chelating  agent,  calcium  di- 
sodium ethylenediamine  triacetate  (EDTA), 
has  markedly  increased  recovery  from  acute 
and  chronic  lead  poisoning.^®  This  com- 
pound binds  the  lead  in  an  undissociated 
form  which  is  rapidly  excreted  into  the  urine. 
The  EDTA  calcium  disodium  itself  is  not 
metabolized  and  is  not  toxic  under  carefully 
controlled  dosage  and  therapy.  The  dosage 
of  EDTA  calcium  disodium  is  75  mg  per 
kilo  per  day  divided  into  2 or  3 portions 
given  at  either  12  or  8 hour  intervals  daily 
for  five  to  seven  days.  EDTA  calcium  di- 


sodium is  available  as  a 20  per  cent  solution 
which  can  be  given  intramuscularly  if  pro- 
caine is  added  in  0.5  per  cent  to  1.0  per  cent 
concentration.  Usually  a 2 per  cent  solu- 
tion is  made  with  5 per  cent  dextrose  solu- 
tion or  0.85  per  cent  sodium  chloride  and 
given  intravenously  or  subcutaneously. 
After  a rest  period  of  two  to  five  days,  a 
second  course  is  given  in  severe  cases  and 
in  very  severe  cases,  a third  course.  Oral 
administration  has  been  used  in  mild  lead 
poisoning  but  is  of  questionable  value  and 
may  actually  increase  lead  absorption  if  giv- 
en while  the  child  still  has  lead  contaminated 
material  in  the  intestine. 

In  acute  encephalopathy,  there  is  a marked 
increase  in  intracranial  pressure  with  swell- 
ing of  the  brain  substance  and  markedly  con- 
stricted ventricles  and  subarachnoid  space. 


Table  2 

FAMILIAL  LEAD  POISONING 


Age 

Blood 

Lead 

Mgm.% 

Hgb. 

Stippled 

Rbc 

Urine 

Coprop 

Lead 

Lines 

Clinical 

Mother 

— 

27 

0.24 

8.6 

+ + 

+ 

— 

Colicky,  abdominal  ^ 
pains  and  fatigue 

Father  . 

. _ . 37 

0.13 

9.4 

+ 

+ 



None 

W.F. 

fi  3/4 

0.31 

8.6 

+ 

+ 

+ 

Hyperactivity 

D.tV. 

4 5/12 

0.17 

9.1 

+ 

+ 

+ 

Hyperactivity 

S.W. 

3 

0.20, 

8.1 

+ + 

+ 

-f- 

Encephalopathy — died 

0.26 

on  5th  day 

A.W. 

1 7/12 

0.175, 

7.1 

+ 

0 

+ 

Encephalopathy  — 

0.185 

residual  convulsive 

disorder 


Table  3 

NEUROLOGIC  SEQUELAE  OF  LEAD  POISONING 


Age  (yrs.) 
at  Diag. 

Initial 

Encephalopathy 

Duration 

of 

Follow-Up 

Mental 

Dev. 

Neurologic 

Sequelae 

EEC 

R.K. 

2 

Convulsions, 
Cr  VI  weak 

8 3/12 

N 

Strabismus 

Normal 

A.W. 

1 6/12 

Status  epilepticus, 
marked  increase 
ICP 

4 5/12 

Slow 

Convulsive 

disorder 

Abnormal  asymmetry 
and  asynchrony 

S.G. 

1 8/12 

Hemiplegia, 

convulsions 

1 5/12 

N 

Convulsive 

disorder 

Asymmetry  of  bar- 
bituric fast  activity 
with  lower  voltage 
on  left 

D.W. 

4 7/12 

Hyperactivity 

4 3/12 

N 

Febrile 

seizure 

Normal  sleep  record 

W.F. 

6 4/12 

None 

4 3/12 

N 

Increased 

DTR’s 

Normal 

M.W. 

8 mos. 
fetus 

4 2/12 

N 

N 

Normal 

M.A. 

2 3/12 

Lethargy, 

irritability 

7/12 

N 

( report  from 
family 
physician) 

August,  1964 
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Slight  dehydration  of  the  patient  by  restric- 
tion of  parenteral  fluids  may  be  helpful.  Re- 
peated lumbar  punctures  to  reduce  spinal 
fluid  pressure  may  produce  some  sympto- 
matic improvement.  Intravenous  urea,  1- 
1.5  gm/kg  in  30  per  cent  aqueous  solution 
at  8 to  12  hour  inten’als,  does  produce  a de- 
crease in  spinal  fluid  pressure  but  this  is 
transient  and  is  of  questionable  value.^ 
Radical  craniectomy  to  provide  decompres- 
sion of  severe  cerebral  edema  is  recommend- 
ed by  Smith, ^ although  most  survivors  have 
had  severe  brain  damage.  Hypothei-mia  has 
also  been  used  and  may  possibly  prevent 
brain  damage.  Symptomatic  control  of  the 
convulsions  is  difficult,  but  rectal  paralde- 
hyde and  parenteral  barbiturates  and  dilan- 
tin  are  the  most  useful  agents. 

All  of  our  cases  were  treated  with  calcium 
disodium  versenate.  In  the  four  children 
with  acute  encephalopathy  manifested  by 
convulsions  and  increased  intracranial  pres- 
sure, three  of  the  four  showed  an  excellent 
immediate  response : Within  24  hours, 
seizures  had  ceased  and  the  child  was  more 
responsive.  A review  of  the  one  fatal  case 
demonstrates  the  severity  of  an  encephalo- 
pathy that  progressed  despite  therapy : 

This  three-year-old  boy  (S.W.)  de- 
veloped varicella  one  week  before  ad- 
mission. The  following  day  he  appeared 
generally  weak  and  could  not  stand 
without  support.  He  was  restless  and 
began  vomiting.  A generalized  seizure 
developed  on  the  morning  of  admission. 
Lead  encephalopathy  was  immediately 
suspected.  His  18-month-old  brother 
(A.W.)  had  been  admitted  four  days 
before,  for  the  second  time,  with  con- 
vulsions that  were  now  attributed  to 
lead  intoxication  after  the  history  ob- 
tained that  the  family  had  been  burn- 
ing automobile  battery  cases  in  the  liv- 
ing room  stove. 

On  admission,  the  boy  was  comatose 
and  had  fixed  pupils,  hypotonia,  irregu- 
lar respirations  and  varying  heart  rate. 
Cerebrospinal  fluid  was  obtained  at  600 
mm  water  pressure,  protein  concentra- 
tion of  114  mg  per  100  cc.  Despite  im- 
mediate institution  of  intravenous  cal- 


cium disodium  versenate,  he  never  re- 
gained consciousness.  Repeated  lumbar 
punctures  to  withdraw  fluid  and  lower 
the  pressure  produced  no  clinical 
change.  Hypothermia  with  lowering  of 
rectal  temperature  to  92°  was  employed. 
Tracheostomy  was  done  on  the  second 
daj- ; an  Emerson  respirator  employed  on 
the  third  daj^  because  of  respiratory  ar- 
rest, but  irreversible  cardiac  arrest  oc- 
curred on  the  fifth  day. 

Prognosis 

The  mortality  in  acute  lead  encephalopathy 
is  given  as  25  per  cent.^  As  noted  previous- 
ly, one  of  our  four  cases  of  acute  encephalo- 
pathy with  convulsions  died  despite  versen- 
ate therapy. 

The  incidence  of  permanent  neurologic  se- 
quelae to  acute  lead  encephalopathy  has  been 
reported  as  high  as  60  per  cent.“  Plumbism 
in  the  absence  of  encephalopathy  does  not 
produce  residual  defects. 

Follow-up  evaluation  at  an  interval  rang- 
ing from  17  months  to  8 years  and  three 
months  was  carried  out  in  six  of  our  pa- 
tients. Three  of  these  six  children  had  acute 
encephalopathy  with  increased  intracranial 
pressure,  convulsions,  and  other  neurologic 
signs  at  the  time  of  diagnosis.  One  child 
(M.W.)  was  an  eight  months  fetus  when  his 
mother  was  discovered  to  have  a blood  lead 
of  0.24  mg  per  100  cc,  following  which  she 
was  given  a seven-day-course  of  intravenous 
calcium  disodium  versenate.  Since  a high 
neonatal  and  intrauterine  mortality  and 
intrauterine  brain  damage  has  been  reported 
in  pregnancies  complicated  by  lead  poison- 
ing,i2  |3oy  was  included  in  our  follow-up 
evaluation. 

The  follow-up  evaluation  included  a com- 
plete pediatric-neurologic  examination,  de- 
velopmental assessment,  and  school  progress. 
Laboratory  examinations  included  an  electro- 
encephalogram, blood  count,  urinalysis,  se- 
rum calcium  and  phosphorus,  blood  urea  ni- 
trogen and  X rays  of  the  skull  and  long 
bones. 

All  three  children  with  initial  acute  ence- 
phalopathy had  neurologic  sequelae.  (Table 
4).  Two  had  a convulsive  disorder,  associat- 
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ed  with  borderline  mental  development  in 
one.  One  had  a paralytic  strabismus.  The 
three  children  without  acute  encephalopathy 
showed  no  permanent  neurologic  sequelae. 
The  child  (M.W.)  exposed  and  treated  in- 
utero  showed  normal  development  at  age 
four. 

There  were  no  metabolic  sequelae  in  these 
six  children  (Table  3).  Chronic  lead  poison- 
ing, especially  in  childhood,  has  been  shown 
to  be  associated  with  uremic  nephroscle- 
rosis of  later  life,  but  this  may  require  ex- 
posure over  many  years.  Faint  linear 
“scars”  at  the  site  of  old  lead  lines  have 
been  reported  but  this  was  not  found  on 
follow-up  X rays  of  the  long  bones  in  any 
of  our  cases. 

An  unusual  feature  of  our  series  is  the 
inclusion  of  a child  presumably  poisoned  in- 
utero  at  eight  months  gestation.  This  boy’s 
mother  had  a markedly  elevated  blood  lead 
concentration  of  0.24  mg  per  100  cc  but 
was  asymptomatic  except  for  a mild  anemia. 
Transplacental  poisoning  with  lead  is  asso- 
ciated with  an  extremely  high  incidence  of 
abortions,  stillbirths,  neonatal  death  and 
anomalies  such  as  macrocephaly.i^  The  in- 
volved fetus  has  been  shown  to  have  selective 
concentration  of  lead  even  above  maternal 
levels. Because  of  this,  the  mother  was 
treated  with  intravenous  EDTA  calcium  di- 
sodium. At  birth,  the  child  appeared  nor- 
mal and  at  follow-up,  four  years  and  two 
months  later,  electroencephalogram,  mental 
development,  and  neurological  examination 
wei’e  all  normal.  To  our  knowledge,  this  is 
the  first  reported  case  of  successful  treat- 
ment of  lead  poisoning  in-utero. 


Summary 

An  outline  of  the  etiology,  physiology,  di- 
agnosis, treatment  and  prognosis  of  lead 
poisoning  in  children  is  given.  Eight  cases 
admitted  to  Childrens  Memorial  Hospital, 
Omaha,  over  a period  of  15  years,  are  re- 
viewed for  their  symptomatology  and  prog- 
nosis. A familial  epidemic  of  lead  poison- 
ing due  to  inhalation  of  the  fumes  of  burned 
battery  cases  is  also  reviewed.  This  epi- 
demic affected  six  persons  including  a wom- 
an eight  months  pregnant.  Successful  treat- 
ment of  intra-uterine  plumbism  is  reported 
for  the  first  time.  Follow-up  evaluations  of 
six  patients  were  made  at  intervals  ranging 
from  seven  months  to  eight  years.  Of  the 
four  children  with  acute  encephalopathy,  one 
died,  two  have  persistant  seizures,  one  has 
persistant  strabismus.  The  children  with- 
out lead  encephalopathy  had  no  neurologic  or 
metabolic  sequelae  on  follow-up  examina- 
tion. 

Conclusions 

1.  A history  of  chronic  ingestion  of  paint, 
plaster,  paper  or  dirt  should  alert  the 
physician  to  the  possible  diagnosis  of 
lead  poisoning. 

2.  The  parents  should  always  be  ques- 
tioned conceniing  pica  in  every  child, 
especially  if  there  are  complaints  of 
pallor,  irritability,  lethargjq  vomiting, 
constipation,  abdominal  pain,  strabis- 
mus, convulsions  or  other  central 
nervous  system  signs. 

3.  Lead  poisoning  in  pregnancy  can  and 
should  be  treated  promptly  because  of 
the  high  incidence  of  abortions,  still- 
births, neonatal  deaths  and  brain 
damage. 


Table  4 

METABOLIC  SEQUELAE  OF  LEAD  POISONING 


Follow-Up 

Age  (yrs.)  Interval 

at  Diag.  (yrs.) 


R.K. 

2 

8 3/12 

A.W. 

1 6/12 

4 5/12 

W.F. 

6 4/12 

4 3/12 

D.W. 

4 7/12 

4 3/12 

M.W. 

8 mos.  fetus 

4 2/12 

S.G. 

1 8/12 

1 5/12 

X-ray 

Long 

Bones 

Hmt. 

U.A. 

B.P. 

N 

N 



N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 

N 
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4.  Diagnosis  of  lead  poisoning  before  the 
development  of  encephalopathy  assures 
a relatively  good  prognosis  if  re- 
exposure to  lead  is  avoided. 

5.  Lead  encephalopathy  is  a preventable 
source  of  permanent  neurologic  se- 
quelae. 
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WHAT  IS  LIBEL? 

The  words  “defame”  and  “defamation”  include  both  libel  and 
slander.  If  the  defamation  is  by  writing,  picture  (printed  or  tele- 
vised), or  cartoon,  it  is  a libel.  If  it  is  by  word  of  mouth  it  is 
slander.  If  by  radio,  strictly  speaking  it  is  slander.  But  the  law 
is  evolving  to  treat  a false  broadcast  as  a libel.  So  it  should 
be  assumed  that  when  material  goes  on  the  air  it  is  subject  to  the 
laws  of  libel,  which  are  much  more  severe  than  those  relating  to 
slander.  (Ashley,  Paul  P. : Say  It  Safely.  Revised  Ed,  Seattle, 

1959,  University  of  Washington  Press). 
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Congenital  Thrombocytopenia 

with 

Aplasia  of  the  Radii 


The  purpose  of  this  paper  is 
to  describe  a case  of  thrombo- 
cytopenia, congenital  aplasia  of 
the  radii,  and  hypomegakaryocytic  bone 
marrow  in  a child  who  improved  with  ste- 
roids and  splenectomy. 

Case  Report 

A 5 lb,  8 oz  (2.5  kg)  white-female 
infant  was  delivered  without  complica- 
tion to  a primagravida  on  September 
11,  1959.  The  pregnancy  was  uncom- 
plicated except  that  the  mother  (con- 
genitally hypothyroid)  was  not  taking 
desiccated  thyroid  for  a short  time  dur- 
ing the  first  trimester. 

Examination  at  birth  was  negative 
except  for  deformed  forearms  due  to 
radial  aplasia.  Laboratory  data  short- 
ly after  birth:  hemoglobin,  18  gm  per 
100  ml;  packed  cell  volume,  60  per 
cent;  leukocytes,  24,000;  platelets,  80,- 
000.  Bone  marrow  showed  increased 
granulopoiesis,  erythrocytic  hypoplasia, 
and  no  megakaryocytes.  The  patient 
had  inteiTnittent  vomiting  and  diarrhea 
with  some  bloody  stools  for  two  weeks. 
A celiotomy  for  possible  bowel  obstruc- 
tion revealed  no  abnomialities. 

Over  the  next  year  she  was  admitted 
seven  times  with  gastroenteritis  (usual- 
ly with  bloody  diarrhea)  or  petechiae, 
or  both.  The  Hb  varied  from  10  to  12 
gm  per  100  ml,  leukocytes  from  9300  to 
28,000,  and  platelets  from  30,000  to 
180,000.  She  was  placed  on  steroids  for 
a time  without  apparent  change. 

The  patient  was  first  admitted  to  our 
hospital  (C.A.,  UNH  No.  43948)  on 
January  4,  1962  with  a 4-day  history  of 
vomiting.  She  was  moderately  dehy- 
drated and  had  petechiae  on  the  trunk. 
The  liver  was  1 cm  below  the  costal  mar- 
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gin,  and  the  spleen  tip  was  palpated. 
Laboratory  data:  hemoglobin,  13  gm 

per  100  ml;  packed  cell  volume,  45  per 
cent;  leukocytes,  12,800  with  a normal 
differential;  platelets,  49,000;  bleeding 
time,  5 min,  and  coagulation  time,  6 
minutes.  Bone  marrow  was  hypercellu- 
lar  with  increased  granulopoiesis'  and 
very  few  megakaryocytes.  An  upper 
gastrointestinal  X-ray  series  was  nega- 
tive. She  responded  well  to  treatment 
and  was  followed  in  Hematology  Clinic. 

On  July  31,  1962  she  was  admitted 
with  an  upper  respiratory  infection  and 
lethargy.  There  were  many  petechiae. 
The  liver  was  three  cm  and  the  spleen 
was  seven  cm  below  the  costal  margin. 
Laboratory  data:  Hb  5.4  gm%,  WBC 
33,500  with  70  segs,  4 bands,  17  lymphs, 
7 mono’s,  1 eos,  1 myelocyte,  and  1 nuc. 
RBC;  platelets  28,000,  RBC  2.31  and 
retie.  11  per  cent.  On  August  4,  1962 
two  hundred  cc  of  whole  blood  raised 
the  hemoglobin  to  8.5  gm  per  100  ml. 
Because  of  a probable  hemolytic  com- 
ponent, administration  of  prednisone,  30 
mg  daily  was  started.  The  bone  marrow 
(Figure  1)  had  a RBC: WBC  of  1 :8  and  a 
rare  megakaryocyte  was  seen. 

♦Former  Pediatric  Resident,  University  of  Nebraska  Hos- 
pital. now  in  private  practice  at  240  Main  St.,  Winner,  S.D. 

tFormer  Intern,  University  of  Nebraska  Hospital,  now  in 
private  practice  at  Lynch,  Nebraska. 

^Assistant  Professor  of  Internal  Medicine.  University  of  Ne- 
braska College  of  Medicine,  42nd  and  Dewey  Ave.,  Omaha  5. 
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Figure  1.  Photomicrograph  of  bone  marrow.  January*  9,  1962.  Magnifica- 
tion approximately  400  X. 


The  patient  continued  to  require 
fresh  blood  transfusions  because  of  epi- 
staxis,  hematuria,  and  melena  and  was 
considered  critically  ill  on  August  20 
when  the  hemoglobin  was  9 gm  per 
100  ml,  and  platelets  were  3,000.  Sple- 
nectomy was  felt  to  offer  the  only 


chance  of  prolonging  her  life,  and  this 
was  done  without  complication  on  Au- 
gust 25.  Figure  2 is  representative  of 
its  histologic  pattern.  Laboratory  data 
two  days  later;  hemoglobin  12  gm  per 
100  ml,  leukocytes  23,000,  platelets  90,- 
000,  reticulocyles  8 per  cent.  She  did 


Figure  2.  Photomicrograph  of  section  of  spleen.  Magnification  about 
400  X. 
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five  mg  of  prednisone  daily  to  prevent 
bleeding.  On  her  last  visit  to  Hematol- 
ogy Clinic  on  April  29,  1963  the  leuke- 
moid  I’eaction  was  again  becoming  more 
severe,  the  hematological  improvement 
from  splenectomy  lasting  only  a few 
weeks. 


Figure  3.  The  patient.  Note  deformed  forearms  and 
scar  of  splenectomy.  (Aged  3 years). 


well  and  when  discharged  the  patelet 
count  was  189,000. 

She  was  followed  in  Hematology  Clin- 
ic while  taking  prednisone  15  mg  daily. 
There  were  occasional  petechiae,  and  the 
liver  was  usually  palpated  about  five 
cm  below  the  costal  margin,  but  she  was 
active  and  felt  well  (Figures  3 and  4). 

Laboratory  data;  hemoglobin,  12  gm 
per  100  ml ; platelets  100,000  to  200,000 ; 
and  reticulocytes,  three  to  six  per  cent. 
By  February  11,  1963  she  still  required 
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Laboratory  data:  hemoglobulin,  10 
gm  per  100  ml;  platelets,  93,000; 
leukocytes,  55,500  with  segmented  neu- 
trophils 77  per  cent,  band  forms,  3,  l>un- 
phocytes,  9,  monocytes,  4,  eosinophiles 
6,  and  myelocytes,  one  per  cent;  reticu- 
locytes, six  per  cent. 

On  May  23,  1963  when  three  years 
and  eight  months  old  she  was  brought 
to  the  Emergency  Room  after  being  fe- 
brile all  day.  She  was  lethargic  with 
circumoral  cyanosis  and  a TPR  of  104- 
200-60.  She  suddenly  expired  after  a 
lumbar  puncture.  Blood  drawn  in  the 
agonal  stage  revealed  hemoglobin  12 
gm  per  100  ml,  leukocytes  62,000  with  59 
segmented  and  23  band  form  neutro- 
philes,  17  lymphocytes,  1 eosinophile, 
and  2 nucleated  erythrocytes.  Culture 
of  cerebrospinal  fluid  and  heart  blood 
grew  Diplococcus  pneumoniae,  Group 
B.  Autopsy  revealed  bilateral  adrenal 
cortical  hemorrhage,  and  sepsis  was 
thought  to  be  the  cause  of  death. 

Discussion 

Congenital  hypoplastic  thrombocytopenia 
with  deformities  constitutes  a rare  syn- 
drome. In  1960,  Nilsson  and  Lundholm^ 
found  fourteen  cases  in  the  literature,  of 
which  only  nine  had  bilateral  radial  aplasia. 
They  also  reported  two  cases  of  their  own. 

Most  authorities  do  not  consider  this  syn- 
drome a forme  fmste  expression  of  Fan- 
coni’s  anemia.  Fanconi  first  described  his 
cases  of  progressively  advancing  pancyto- 
penia, skin  pigmentation,  and  other  deform- 
ities in  three  siblings. ^ This  syndrome,  un- 
like the  one  under  discussion,  typically  has 
its  onset  after  age  six  years. 

Etiological  factors  in  this  syndrome  are 
not  definitely  established.  The  critical  de- 
velopmental period  for  the  radii  is  probably 
at  six  to  eight  weeks’  gestation. ® Radial 
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Figure  4.  The  patient,  aged  3 years.  Note  deformed  forearms  sec- 
ondary to  radial  aplasia. 


aplasia  is  uncommon  but  not  rare.  In  1955, 
there  were  274  reported  cases,  many  with  as- 
sociated deformities.'*  Assuming  the  ab- 
normality in  marrow  development  is  not 
genetically  determined  but  is  due  to  environ- 
mental factors,  one  might  assume  it  dates 
from  the  same  fetal  age  as  the  radii.  Estren 
and  Dameshek®  have  postulated  that  aber- 
rant genes  may  account  for  anemia  and  de- 
fective radii.  As  the  origin  of  platelets  is 
not  definitely  established  in  the  minds  of  all 
workers,®  substantiation  of  this  theoiy  is  not 
possible.  A factor  in  our  case  is  the  possi- 
bility of  insufficient  thyroid  hormone  in  the 
fetal  stage,  as  the  mother  received  exogen- 
ous thyroid  since  infancy  but  was  temporar- 
ily off  medication  during  the  early  part  of 
the  pregnancy. 

An  isolated  bone  marrow  defect  in  which 
megakaryocytes  only  are  deficient  is  rare. 
Cases  have  been  reported  by  Greenwald  and 
Sherman,''  Landolt,®  and  Akerren  and  Rein- 
and®  in  which  there  were  congenital  ano- 
malies and  a relatively  early  demise.  Prob- 
ably these  cases  belong  to  the  same  general 
group  as  our  patient,  although  there  were 
no  bone  defects. 

In  our  sui-vey  of  the  literature  we  found 
very  few  cases  nearly  identical  to  our  pa- 
tient. The  case  reported  by  Bernhard,  Gore, 


and  Kilby*®  had  absent  radii,  dextrocardia, 
and  purpura  on  the  first  day  of  life  and  died 
at  68  days  of  age  from  bleeding.  Shaw 
et  al.^^  report  on  two  cases  of  congenital 
hypoplastic  thrombocytopenia  with  absent 
radii  in  siblings  who  first  had  bleeding  at 
four  to  five  weeks.  One  died  at  six  and  one- 
half  months  in  spite  of  transfusions  and  sple- 
nectomy. Emery  et  al.^^  describe  two  cases 
of  defective  megakaryocytic  development  and 
absent  radii  who  developed  hemorrhages 
within  a few  hours  of  birth  and  died  under 
the  age  of  seven  weeks.  The  same  authors 
noted  the  leukemoid  peripheral  blood  re- 
action on  occasion,  a feature  noted  in  our  pa- 
tient also.  Nilsson  et  al.^  report  two  cases 
of  radial  aplasia  and  thrombocytopenia.  One 
responded  with  steroid  therapy  and  was  do- 
ing well  when  last  seen  at  age  five  and  one- 
half  years  with  a platelet  count  of  60,000; 
an  untreated  case  was  doing  well  at  age  one 
year.  Zetterstrom  et  report  a case  of 
congenital  hypoplastic  thrombocjd;openia  and 
radial  aplasia  with  features  typical  of  con- 
genital spherocytosis  but  no  indications  of 
inheritance.  Without  therapy  the  patient 
was  doing  well  when  last  seen  at  12  months 
of  age. 

Most  of  the  patients  with  this  syndrome 
have  died  under  age  one  year.  Emery  et 
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state  that  the  only  treatment  of  value  (pal- 
liative) is  blood  and  platelet  transfusions. 
Nilsson  et  al.^  note  that  in  patients  surviv- 
ing the  first  year,  spontaneous  improvement 
has  usually  occurred  with  megakaryocytes 
appearing  in  increasing  numbers.  Estren 
et  al.^^  consider  splenectomy  beneficial  in 
congenital  hyoplastic  anemia  where  mega- 
karyocytes are  not  entirely  absent  and  throm- 
bocytopenia is  the  principle  defect.  Im- 
provement after  splenectomy  is  probably  due 
to  removal  of  inhibitory  mechanisms.  Plate- 
lets are  usually  delivered  to  the  blood  in  in- 
creased (although  not  normal)  numbers  but 
may  suffice  to  prevent  the  hemorrhagic 
diathesis.  Such  was  the  case  in  our  patient 
for  a few  weks,  when  bleeding  and  a leuke- 
moid  peripheral  blood  picture  again  ap- 
peared. 

Summary 

A case  report  is  given  of  a patient  with 
radial  aplasia,  congenital  thrombocytopenia, 
and  hypomegakaryocytic  bone  marrow,  who 
improved  with  steroids  and  splenectomy. 
The  literature  is  reviewed,  and  similar  cases 
are  noted.  Etiologic  possibilities  are  dis- 
cussed. Treatment  is  limited  to  palliative 
transfusions  and,  possibly,  steroids.  In  cases 
where  megakaryocytes  are  not  entirely  ab- 
sent, splenectomy  may  give  improvement. 
However,  this  improvement  lasted  only  a 
few  weeks  in  the  authors’  patient. 
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“.  . . The  pity  of  it  all  is  the  mislabeling  (of  Social  Security), 
the  empty  promise,  and  the  hopeless  aspirations  of  its  proponents. 
It  is  merchandised  for  what  it  is  not;  it  is  accorded  capabilities 
which  it  does  not  possess;  and  it  is  being  aimed  in  a direction  which 
threatens  the  finest,  most  readily  available  system  of  medical  care 
in  the  history  of  the  world.”  (From  an  editorial  in  J MSMA,  May, 
1964:  Who  Steals  My  Purse:  A Saga  of  Federal  Flim-Flam). 
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SPECIAL  ARTICLE  : 


GLOBAL 

Gynecologists  Program: 

SOUTH  VIET  NAM  — 1963* 


By  way  of  introduction,  I would 
like  to  take  a few  moments  to 
explain  my  presence  and  pur- 
pose in  South  Viet  Nam.  I was  sixth  in  a 
series  of  American  Board  gjmecologists 
privileged  to  serve  with  Medico  as  a visiting 
specialist  to  Saigon,  South  Viet  Nam.  I was 
stationed  in  Saigon  from  August  1,  1963 
through  August  30,  1963.  The  program,  of 
which  I was  a part,  was  organized  by  Dr. 
TeLinde  of  Johns  Hopkins  University  in  the 
spring  of  1963. 

Medico  is  the  Medical  International  Co- 
operative Organization  organized  in  1958 
by  Dr.  Peter  Comanduras  and  the  late  Dr. 
Tom  Dooley.  It  was  established  as  a non- 
governmental, non-sectarian,  non-profit  or- 
ganization with  the  purpose  of  providing 
clinical,  medical,  and  surgical  services  to  the 
newly  emerging  countries  where  such  serv- 
ices were  most  urgently  needed. 

Formerly  Medico  and  the  organization 
of  Care  had  been  cooperatively  engaged  in 
health  and  social  service  efforts  in  many 
countries.  In  March,  1962,  Care  and  Medico 
announced  the  merger  of  the  two  organiza- 
tions whereby  Medico,  “a  service  of  Care,” 
will  continue  to  operate  and  expand  its 
overseas  programs  with  Care  handling  the 
administrative  and  logistical  aspects  of  the 
program.  In  this  manner  administrative 
costs  are  reduced,  duplicated  facilities  elim- 
inated, and  the  efforts  and  talents  of  the 
physicians  and  nurses  of  IMedico  are  directed 
solely  toward  providing  the  medical  service 
for  which  they  are  trained. 

IMost  of  Medico’s  programs  abroad  or- 
iginate in  a request  from  the  government 
of  the  country  concerned  or  from  a local 
medical  organization  with  the  government’s 
approval.  The  establishment  of  the  project 
is  usually  preceded  by  a survey  to  investi- 
gate the  medical  needs  of  the  country  and  to 
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determine  the  type  of  program  which  vdll 
meet  those  needs.  When  the  program  is  to 
be  established  in  a hospital  or  clinic,  the 
initial  arrangement  with  the  host  govern- 
ment includes  a clear  understanding  that 
the  Medico-program  will  continue  only  for 
the  length  of  time  required  to  train  local 
personnel  to  assume  responsibility.  Under 
this  training  policy  the  host  government 
agrees  to  provide  counterpart  personnel  to 
work  with  the  Medico  doctors,  nurses  and 
technicians. 

Under  the  aegis  of  Medico  and  with  the 
cooperation  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  a program  for 
visiting  specialists  in  the  field  of  gjmecology 
was  organized  by  Dr.  TeLinde  who  is  the 
liaison  officer  between  Medico  and  the 
American  College  of  Obstetricians  and  Gyne- 
cologists. This  new  program  is  known  as 
Global  Gynecologists. 

As  an  example  of  a parallel  situation, 
there  is  at  present  a very  effective  over- 
seas program  known  as  the  Orthopedics 
Overseas  Division  of  Medico.  There  are 
now  four  stations  where  the  Orthopedic  sur- 
geons spend  one  month  of  their  time  at  their 
own  expense,  operating  and  teaching  their 
specialty.  The  wives  of  the  Orthopedic  spe- 
cialists are  encouraged  to  accompany  their 
husbands  and,  in  most  cases,  assist  them  in 
some  form  of  activity  such  as  an  administra- 
tive assistant,  nurse,  or  technicologist. 

Our  program  of  Global  Gynecologists  was 
patterned  along  these  same  lines  and  it  was 
Dr.  TeLinde  who  visited  Saigon  during  the 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
colopric  Society,  December  6-7,  1963,  at  Las  Vegas. 
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month  of  March  1963  as  the  first  consulting 
gynecologist  to  South  Viet  Nam.  With  the 
cooperation  of  Dr.  Tran  Din  De,  the  Min- 
ister of  Health  and  former  resident  of  Johns 
Hopkins  University  in  Gynecology,  Dr.  Te- 
Linde  organized  an  effective  and  worth- 
while consulting  gynecologist  program  for 
the  physicians  in  Saigon. 

In  lieu  of  taking  my  wife  who  stayed 
home  to  care  for  our  other  three  children, 
I took  my  17V2-ye&i”’Old  son.  He  had  been 
trained  as  a surgical  scrub  technician  in 
Tucson  Medical  Center  Hospital  and  served 
effectively  in  that  same  capacity  overseas. 
He  too  was  given  a sincere,  wann  welcome 
by  the  personnel  in  the  hospitals  and  he 
seemed  to  enjoy  a special,  friendly  relation- 
ship with  the  younger  interns  on  the  staff. 
He  had  the  opportunity  to  visit  in  their 
homes,  ride  “piggy-back”  on  the  rear  of 
one  of  the  intern’s  motor  scooter,  go  to  the 
cinema  with  them,  and  so  forth.  I am  cer- 
tain that  this  profoundly  interesting  and 
enlightening  experience  in  Viet  Nam  will 
help  to  broaden  his  outlook  and  perhaps 
serve  as  a catalyst  for  a greater  purpose  in 
his  life  regardless  of  his  chosen  occupation 
or  profession. 

It  is  estimated  that  there  are  about  750 
doctors  in  South  Viet  Nam.  Slightly  over 
400  of  these  are  in  the  Army.  Immediately 
after  graduation  the  doctors  are  inducted  in- 
to the  Ai-my.  The  older  men  and  women 
physicians  are  left  to  take  care  of  the  civilian 
population.  Two  of  the  twelve  million  peo- 
ple in  South  Viet  Nam  live  in  Saigon.  The 
remaining  10  million  live  in  the  few  small 
cities,  but  principally  in  the  small  villages 
from  which  they  go  into  the  rice  paddies  and 
fields  to  work.  The  few  civilian  doctors  tend 
to  congregate  in  Saigon,  leaving  the  small 
cities  and  villages  with  almost  no  medical  at- 
tention. In  addition  to  the  general  shortage 
of  doctors,  there  is,  according  to  the  Minister 
of  Health,  a need  for  highly  trained  special- 
ists in  every  field.  In  the  capital  of  each 
province  there  is  a small,  crude,  and  poorly 
staffed  hospital.  Four  of  these  are  staffed 
by  surgical  teams  sent  out  from  the  United 
States  by  the  State  Department.  At  present 
our  program  is  confined  to  the  two  large 
maternity  hospitals  in  Saigon ; however,  in 


the  future  it  is  hoped  that  there  may  be 
some  type  of  consulting  program  with  the 
smaller  outlying  province  hospitals  which  are 
urgently  in  need  of  trained  gynecological 
surgeons. 

The  five  men  who  preceded  me  in  Saigon 
were  astonished,  as  I was,  by  the  vast 
amount  of  pathological  material.  Every  con- 
ceivable gynecologic  condition  was  encoun- 
tered! Vaginal  and  uterine  prolapse  in  vary- 
ing degrees  and  in  great  number  were  espe- 
cially prevalent.  Vesicovaginal  fistulae  and 
other  types  of  fistulae  were  seen  along  with 
complete  perineal  lacerations,  abdominal  tu- 
mors, both  benign  and  malignant,  of  the 
uterus  and  adnexae,  chorioepitheliomas,  and 
others  too  numerous  to  mention. 

The  large  number  of  ectopic  pregnancies, 
cesarean  sections  and  less  complicated  pel- 
vic surgery  was  performed  by  the  attending 
and  resident  staff  of  the  hospitals.  As  the 
consulting  specialist,  I performed  the  more 
difficult  operative  cases,  but  wherever  pos- 
sible the  Vietnamese  staff  physician  or  resi- 
dent was  guided  through  the  case  with  care- 
ful supervision  and  instruction.  Most  of 
these  men  have  had  no  training  comparable 
with  that  of  a first  class  residency  in  the 
United  States.  On  the  other  hand,  they 
seem  bright  and  anxious  to  learn.  In  addi- 
tion to  gynecologic  surgery,  ward  teaching 
of  the  residents  and  staff  physicians  was 
carried  out  six  days  a week.  However,  by 
the  latter  part  of  August  little  student  teach- 
ing was  accomplished  because  of  the  extreme 
unrest  within  Saigon.  All  of  the  schools  and 
universities  closed. 

The  surgery  was  performed  at  the  Tu  Du 
Hospital  three  days  a week  and  Hung  Vuong 
Hospital  the  alternate  three  days  of  the 
week.  Each  of  these  two  government  hos- 
pitals was  used  strictly  for  obstetrics  and 
gynecology.  The  buildings  were  old,  yel- 
low, stucco  covered,  tile  roofed,  three  story 
structures  built  about  1900  by  the  French. 
Very  few  improvements  have  been  made  in 
these  hospitals  during  the  past  sixty  years. 
Each  of  the  operating  rooms  did  have  a 
small  window  type  air  conditioning  unit; 
otherwise,  no  cooling  system  was  used 
throughout  the  hospitals  other  than  an  oc- 
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casional  large,  blade  type,  ceiling-hung,  ro- 
tary fan. 

The  operative  room  technic,  which  is  so 
different  from  that  of  America,  is  an  edu- 
cation in  itself.  Here,  improvements  in 
asepsis  and  procedures  were  gradually  ef- 
fected. But,  recognizing  that  theirs  has 
been  a surprisingly  efficient  system  for 
years,  any  remarkable  change  would  have  to 
take  place  gradually  and  tactfully.  The  in- 
struments were  of  an  old  French  type,  lim- 
ited in  variety  and  number,  and  of  poor 
quality.  Catgut  sutures  were  of  fair  qual- 
ity, but  very  limited  in  amount  and  type. 
\hrtually  no  chromic  catgut  was  available. 
The  gloves  were  poor,  and  many  were 
patched.  Often  times  the  patches  would 
peel  off  of  the  gloves  and  into  the  wound 
during  the  operative  procedure.  The  gowns 
were  of  an  old  French  style,  somewhat  flim- 
sy, for  the  most  part,  and  consisted  of  a but- 
ton type  sleeve  with  an  attached  mask  ex- 
tending up  from  the  front  of  the  neck  to  be 
tied  up  over  the  nose  and  face.  Because  the 
gowns  buttoned  at  the  wrist,  they  were  con- 
structed like  an  ordinary  dress  shirt.  Con- 
sequently, a large  portion  of  the  forearm 
became  exposed  after  the  gown  was  in  place, 
even  though  gloves  had  been  put  on  and 
stretched  up  over  the  wrist  as  far  as  pos- 
sible. 

The  anesthesia,  perfonned  solely  by  nurse 
anesthetists,  was  quite  good  and  was  handled 
by  a closed  system  of  ether  inhalation.  The 
anesthetists  were  conservative,  observant, 
and  most  cooperative.  Some  of  them  had 
been  trained  in  Canada  and  France.  Dur- 
ing the  operative  procedure  blood  was  avail- 
able in  quantities  of  250  cc  units,  but  were 
used  quite  sparingly.  Thus,  it  was  not  con- 
sidered advisable  to  attempt  extensive  or 
radical  surgery  under  those  circumstances. 
The  postoperative  care  on  the  wards  was 
supervised  by  a resident  staff  physician  and 
the  nurses. 

Generally  speaking,  the  volume  of  patients 
was  tremendous.  At  each  of  the  two  ma- 
ternity hospitals  where  the  work  was  done 
there  were  approximately  15,000  deliveries 
per  year.  The  great  majority  of  these  de- 
liveries were  done  by  well  trained  midwives 


with  the  attending  staff  responsible  for  the 
complicated  cases.  The  cesarean  section  rate 
approximated  twelve  per  cent,  which,  by 
American  standards,  is  high.  However,  one 
must  realize  that  these  hospitals  act  as  re- 
ceptacles for  those  cases  with  forseeable 
problems,  repeat  cesarean  sections,  abruptio 
placentas,  placenta  previas,  dystocia  due  to 
malpositions,  and  other  complicated  cases. 
Some  patients,  many  of  whom  are  from  the 
provinces,  have  no  prenatal  care  and  arrive 
as  obstetric  emergencies. 

Most  of  the  patients  resided  in  large 
thirty  to  forty  bed  wards  and  some  were 
kept  in  the  halls  if  a lack  of  ward  space  ex- 
isted. Oftentimes  two  small  cots  would  be 
pushed  together  to  allow  three  persons  to 
lie  lengthwise  along  the  beds  Avhile  the 
fourth  patient  would  lie  crossways  along  the 
end  of  the  bed.  Frequently,  two  patients 
would  share  one  small  type  army  cot  Avhich 
had  wooden  slats  for  springs  and  only  a 
grass  mat  beneath  them  as  a mattress.  The 
patients’  gowns  consisted  of  old  flour  sacks 
sewn  together.  Yet,  in  spite  of  these  ex- 
treme conditions  the  patients  were  uncom- 
plaining, calmly  accepting  whatever  treat- 
ment or  service  was  given  them,  and  almost 
stoic  about  the  entire  situation.  For  most 
of  them  this  meant  a well  needed  respite 
from  heavy  house  work,  strenuous  labor, 
and  having  more  children. 

Cancer  detection  is  in  its  infancy,  prin- 
cipally because  of  the  lack  of  education,  fail- 
ure of  communication  with  the  masses,  and 
the  very  limited  number  of  pathologists, 
laboratory  facilities,  and  absence  of  screen- 
ing technicians.  In  fact,  to  the  best  of 
my  knowledge  there  are  only  three  qualified 
pathologists  in  the  entire  city  of  Saigon. 
Consequently  there  is  a long  delay  in  the 
return  of  all  pathologic  reports  and  no  froz- 
en sections  are  available.  More  instruments 
and  supplies  provided  by  Medico-Care,  in- 
cluding those  which  had  been  left  by  pre- 
ceding doctors,  served  as  a good  working 
nucleus  and  it  was  felt  that  this  neophite 
program  was  progressing  veiy  well.  Realiz- 
ing the  many  obstacles  facing  them,  this 
program  was  enthusiastically  received  by  the 
\hetnamese  doctors  and  they  were  gi’eatly 
encouraged  by  the  fact  that  our  roster  called 
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for  more  doctors  to  visit  Saigon  month  after 
month  through  the  year  1964.  It  was  most 
gratifying  to  observe  the  appreciation  of  the 
Vietnamese  patients  and  their  families. 
They  were  so  very  grateful  for  the  concern 
given  them  that,  at  times,  their  response  was 
almost  prayerful. 

It  was  on  the  morning  of  the  21st  of 
August  while  riding  to  the  hospital  in  our 
Jeep  truck  that  we  were  aware  of  a tense 
“new  situation.”  A great  number  of  armed 
soldiers  lined  the  streets  and  many  guards 
surrounded  the  parks  and  public  buildings. 
The  hospital  personnel  and  doctors  filled 
us  in  on  the  details  of  the  government  police 
raid  at  the  Xa  Loi  pagoda  on  the  night  just 
passed.  By  mid-day  the  city  was  under  mar- 
tial law.  For  the  next  few  days  no  mail 
moved  in  or  out;  all  commercial  aircraft 
were  prohibited  fix)m  landing  or  taking  off ; 
and  a very  strict  curfew  was  enforced  from 
9 :00  pm  till  5 :00  am.  This  rigid  martial 
law  was  enforced  through  the  25th  of  Au- 
gust. During  the  next  few  days  only  a por- 
tion of  the  scheduled  aircraft  arrived  and 
departed  from  the  Tansunnhut  airfield.  In 
the  face  of  the  repeated  Buddist  and  student 


demonstrations  and  threatened  riots  it  was 
considered  to  be  in  our  best  interests  that 
we  leave  Saigon  and  that,  at  least  for  now, 
our  program  be  discontinued. 

Needless  to  add,  the  doctors  in  the  hos- 
pitals were  dismayed  at  our  hasty  departure 
and  deeply  grieved  that  the  program  would 
not  be  continued.  Their  loss  would  be  great 
and  we  felt  a real  sympathy  for  them.  Dur- 
ing our  last  few  days  in  the  hospitals,  the 
staff  would  apologize  repeatedly  to  us  for 
“the  way  things  were  in  their  country.” 

As  our  plane  lifted  off  of  the  ground  and 
circled  back  across  this  beautiful  city  and 
then  out  over  the  green  and  white  checker 
board  pattern  of  rice  paddies  far  below  I 
knew  that  some  day  I wanted  to  return  — 
return  to  renew  friendships  created  there  in 
Saigon  and  to  participate  once  again  in  this 
type  program.  For  it  is  in  programs  such  as 
these  that  you  know  your  time  and  efforts 
are  not  wasted.  Our  assistance,  both  tech- 
nical and  material,  with  “no  strings  at- 
tached,” results  in  a common  bond  of  fellow- 
ship and  sincere  international  good  will. 


Prescription  drugs  are  among  the  few  commodities  that  have 
actually  declined  in  wholesale  prices  during  recent  years.  Since  1949 
the  wholesale  prices  of  specialty  prescription  drags  declined  12.9%, 
while  the  wholesale  prices  for  all  commodities  measured  by  the  U.  S. 
Bureau  of  Labor  Statistics  rose  28%. 
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Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
August  1 — Broken  Bow,  Elks  Club 
August  15  — O’Neill,  High  School  Build- 
ing 

August  29  — Scottsbluff,  St.  Mary’s  Hos- 
pital 

September  12  — Cozad,  Elks  Club 
September  26  — Sidney,  Elks  Club 

7th  ANNUAL  POSTGRADUATE  COURSE 
IN  PEDIATRICS,  CLINICAL  AND  RE- 
SEARCH ADVANCES  IN  PEDIATRICS 
AND  CHILD  GUIDANCE  PROBLEMS 
— Will  be  held  August  3-7,  1964,  at  the 
Stanley  Hotel,  Estes  Park,  Colorado. 

BLACK  HILLS  MEDICAL  SYMPOSIUM— 
Will  be  held  in  Rapid  City,  South  Dakota 
on  August  7,  8,  1964.  A roster  of  excellent 
speakers  obtained.  An  invitation  is  ex- 
tended to  all  physicians  and  their  wives. 

AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  — 
Annual  Meeting,  August  24-27,  1964,  Stat- 
ler-Hilton  Hotel,  Boston. 

ANNUAL  WEST-NORTHCENTRAL  CON- 
FERENCE ON  DISEASES  COMMON  TO 
MAN  AND  ANIMALS  — September  11 
and  12;  on  campus  of  University  of  Ne- 
braska College  of  Medicine. 

THE  NEBRASKA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  — Will  hold  a two-day  Scien- 
tific Meeting  at  the  Cornhusker  Hotel, 
Lincoln,  September  16th  and  17th,  1964. 

FIFTH  NATIONAL  CANCER  CONFER- 
ENCE — September  17,  18,  19,  1964,  at 
the  Bellevue-Stratford  Hotel  in  Philadel- 
phia, Pa. 

THE  24th  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH  — Will  be 
held  in  Houston,  Texas,  September  26-27, 
sponsored  by  the  AMA  Council  on  Occu- 
pational Health.  The  meeting  will  be  at 
the  Rice  Hotel.  For  additional  informa- 
tion write  to:  Council  on  Occupational 
Health,  American  Medical  Association, 
535  North  Dearborn,  Chicago  10. 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  POSTGRADUATE 
COURSES  COMING  UP— 

2.  Electrocardiography  in  Infants  and 
Children;  Henry  Ford  Hospital,  De- 
troit, September  24,  25,  and  26,  1964. 

3.  Environmental  Diseases  of  the  Heart 
and  Lungs:  Pick-Carter  Hotel,  Cleve- 
land, September  28,  29,  and  30. 

4.  Clinical  Cardiopulmonary  Physiology; 
Continental  Hotel,  Chicago,  October 
26-30,  1964. 

5.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart 
and  Lungs:  International  Inn,  Wash- 
ington, D.C.,  November  9-13,  1964. 

6.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  the  Heart  and  Lungs; 
Barbizon  Plaza  Hotel,  New  York  City; 
November  16-20, 1964. 

7.  Same  title;  Hotel  Fontaineblau,  Miami 
Beach,  February  1-5,  1965. 

Registration  is  limited  and  tuition  fee 
charged. 

18th  ANNUAL  CONFERENCE  OF  THE 
NORTH  CENTRAL  REGION,  AMERI- 
CAN ASSOCIATION  ON  MENTAL  DE- 
FICIENCY — Will  be  held  October  5 and 
6,  1964,  at  the  Hotel  Paxton,  Omaha,  Ne- 
braska. 

THE  AMERICAN  COLLEGE  OF  PHYSI- 
CIANS — Fall  Meeting,  October  8-10, 
1964,  Hotel  Biltmore,  Los  Angeles,  Calif. 
For  information:  Edward  C.  Rosenow,  Jr., 
MD,  Executive  Director,  4200  Pine  St., 
Philadelphia,  Pa. 

VIII  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST  — Will  be 
held  in  Mexico  City,  October  11-15,  1964. 


Medicare  in  Operation 

Payment  for  Diagnostic  Procedures 
Under  the  Medicare  Program — 

The  following  are  some  changes  made  by 
the  Office  for  Dependents’  Medical  Care  re- 
garding diagnostic  procedures. 
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In  general,  diagnostic  procedures  are  pay- 
able at  100  per  cent  of  the  negotiated  fee. 

Exceptions  to  the  above  are: 

1.  When  the  diagnostic  procedure  is  per- 
formed in  a different  operative  field 
at  the  same  sitting  in  conjunction  with 
definitive  surgery,  the  diagnostic 
procedure  is  payable  at  only  50  per 
cent  of  the  negotiated  fee.  Examples 
of  this  are  bronchoscopy  immediately 
preceding  thoracotomy  and  cysto- 
scopy immediately  preceding  intra-  or 
retro-peritoneal  surgery. 

2.  When  the  diagnostic  procedure  is  per- 
formed in  the  same  operative  field  at 
the  same  sitting  in  conjunction  with 
definitive  surgery,  the  diagnostic  pro- 
cedure is  not  payable.  Examples  of 
this  are  proctoscopy  immediately  pre- 
ceding rectal  or  perineal  surgery  and 
laryngoscopy  immediately  preceding 
laryngeal  surgery. 

3.  Where  certain  procedures  in  the  Medi- 
care Manual  and  Schedule  of  Allow- 
ances can  be  either  diagnostic  or  thera- 
peutic in  nature,  a statement  from  the 
attending  physician  as  to  whether  the 
procedure  is  diagnostic  or  therapeutic 
is  sufficient  to  process  the  claim. 


AT  THE  AMA  HOUSE  OF  DELEGATES 

Your  delegates  to  the  113th  Annual  Con- 
vention of  the  American  Medical  Association, 
held  June  21-25  in  San  Francisco,  will  make 
a full  report  of  the  actions  of  the  House  of 
Delegates  in  the  next  issue  of  the  Journal. 
The  best  of  reports  can  not  give  the  reader 
the  full  sense  of  the  varying  shades  of  opin- 
ion which  lie  behind  the  formal  reports  by 
the  Reference  Committees  that  are  present- 
ed to  the  House  and  adopted  or  rejected 
(rarely).  What  we  really  get  from  the 
delegates  or  from  the  report  in  the  JAMA  is 
the  final  action  taken  by  the  House  on  a giv- 
en subject.  Up  to  this  moment  we  know 
that  tobacco  and  health,  human  rights, 
physician-hospital  relations,  continuing  med- 
ical education,  the  cost  of  medical  care,  and 
federal  subsidation  of  prepayment  plans 


and  health  insurance  companies  were  among 
the  major  subjects  for  discussion. 

Dr.  Norman  A.  Welch  of  Boston  was  in- 
stalled as  president  and  Dr.  Donovan  F. 
Ward  of  Dubuque,  Iowa  was  elected  presi- 
dent-elect. The  Distinguished  Service 
Award  went  to  Dr.  Irvine  H.  Page,  director 
of  research  of  the  Cleveland  Clinic  for  his 
investigations  of  cardiac,  vascular  and  renal 
diseases. 

Beyond  this  we  will  do  well  to  await  the 
Delegates  Report. 


AN  EXCELLENT  RESOLUTION 

We  have  spoken  editorially  in  the  past 
about  a situation  that  merits  study  and  sets 
forth  questions  which  the  pharmaceutical  in- 
dustry should  answer. 

The  Oklahoma  State  Medical  Association 
has  embodied  the  situation  and  the  unan- 
swered questions  in  a resolution  by  their 
House  of  Delegates.  A copy  of  this  “Reso- 
lution No.  1”  follows: 

WHEREAS,  the  56-year-old  Journal  of 
the  Oklahoma  State  Medical  Association  pro- 
vides nearly  2,000  physicians  with  a medium 
of  exchange  for  scientific  and  other  informa- 
tion; and 

WHEREAS,  for  many  members  of  the 
Oklahoma  State  Medical  Association,  the 
Journal  is  the  only  medical  publication  readi- 
ly available  for  the  written  expression  of 
ideas;  and 

WHEREAS,  the  Journal  enjoys  excellent 
readership  and  the  general  support  of  the 
profession ; and 

WHEREAS,  the  Journal  has  been  honored 
on  two  occasions  in  recent  years  for  its  edi- 
torial and  typographical  excellence;  and 

WHEREAS,  the  continued  life  of  the 
Journal  is  now  being  threatened  by  a steady 
decline  in  pharmaceutical  advertising,  re- 
ported to  be  the  result  of  a shift  by  major 
manufacturers  to  the  support  of  certain  com- 
mercial publications;  and 

WHEREAS,  the  imminent  demise  of  the 
Journal  of  the  Oklahoma  State  Medical  As- 
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sociation  will  not  only  destroy  the  free  ex- 
change of  scientific  and  organizational  infor- 
mation of  vital  interest  to  the  medical  pro- 
fession in  Oklahoma,  but  will  also  seriously 
affect  the  efficiency  of  the  association  in 
achieving  its  objectives,  most  of  which  are 
objectives  commonly  shared  with  the  phar- 
maceutical industry;  and 

WHEREAS,  publications  of  other  state 
medical  associations  are  reported  to  be  in 
similar  financial  circumstances ; 

NOW,  THEREFORE  BE  IT  RESOLVED, 
by  the  Editorial  Board  and  the  House  of 
Delegates  of  the  Oklahoma  State  Medical 
Association,  that  the  excessive  diversion  of 
pharmaceutical  advertising  to  commercial 
publications  and  the  resultant  financial  in- 
solvency of  state  medical  association  publica- 
tions are  to  be  deplored  as  contrary  to  the 
interests  of  medical  science,  medical  organ- 
izations and  the  companion  pharmaceutical 
industry;  and 

BE  IT  FURTHER  RESOLVED,  that 
manufacturers  whose  products  are  support- 
ed by  the  faith  of  practicing  physicians 
should  return  the  faith  by  immediately  re- 
storing support  to  the  locally-controlled,  valu- 
able publications  of  organized  medicine;  and 

BE  IT  FURTHER  RESOLVED,  that  the 
House  of  Delegates  shall  require  the  Editor- 
ial Board  of  the  Journal  of  the  Oklahoma 
State  Medical  Association  to  annually  report 
the  names  of  the  pharmaceutical  manufac- 
turers who  support  the  publication  of  our 
non-profit  Journal,  as  well  as  the  individual 
amounts  of  such  support;  and 

BE  IT  RESOLVED,  that  major  pharma- 
ceutical manufacturers  be  supplied  with 
copies  of  this  resolution  and  be  respectfully 
advised  to  reconsider  advertising  policies 
which  might  work  against  the  continued  life 
of  a major,  important  medium  of  medical 
communications. 


THE  MONTH  IN  WASHINGTON 

The  House  Ways  and  Means  Committee 
handed  the  Administration  a defeat  by  re- 
fusing to  act  this  year  on  the  controversial 


King-Anderson  plan  for  a compulsory  social 
security  hospital-medical  program  for  the 
aged. 

However,  King  - Anderson  supporters  ex- 
pressed hope  the  Senate  would  add  the  pro- 
posal to  a flat  social  security  cash  benefit 
and  tax  increase  bill  adopted  by  the  Ways 
and  Means  panel. 

Rep.  Cecil  King  (D.,  Calif.),  a committee 
member  and  a sponsor  of  the  King-Anderson 
bill,  conceded  the  bill  did  not  have  enough 
votes  to  pass  in  committee.  “I  don’t  want 
ever  to  have  an  adverse  vote,”  he  told  re- 
porters. 

In  addition  to  blocking  King-Anderson, 
the  Ways  and  Means  Committee  decided  to 
take  no  action  on  proposed  changes  in  the 
Kerr-Mills  program  of  federal  aid  to  states 
for  health  care  benefits  for  the  elderly  who 
need  financial  assistance  to  pay  hospital  and 
medical  bills. 

The  five  per  cent  boost  in  the  current  max- 
imum $127  monthly  payment  for  retired 
social  security  beneficaries  would  be  the 
first  social  security  cash  increase  in  six 
years.  It  is  designed  to  keep  the  pension 
payments  abreast  of  the  cost  of  living.  The 
increased  benefit  would  be  financed  by  a 
tax  rise  that,  in  addition  to  already-slated 
tax  boosts,  would  bring  the  social  security 
levy  by  1971  to  4.8  per  cent  paid  by  both 
worker  and  employer  on  the  first  $5,400  of 
salary.  Present  tax  is  3.625  per  cent  on 
$4,800.  The  benefits  would  add  up  to  an 
extra  $1  billion  a year. 

The  first  motion  before  the  committee 
was  to  increase  benefits  by  six  per  cent,  but 
Rep.  King  urged  the  King-Anderson  support- 
ers on  the  Democratic  side  of  the  panel  to 
oppose  this  on  grounds  it  would  bring  the 
social  security  tax  so  high  it  would  be  dif- 
ficult to  attach  King-Anderson  and  even 
higher  taxes  to  social  security. 

Other  social  security  changes  in  the  legis- 
lation would: 

— Extend  social  security  to  an  estimated 
150,000  self-employed  physicians. 

— Allow  widows  to  receive  benefits  at  age 
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60  instead  of  62  with  a slight  cut  in  pay- 
ments. 

— Continue  payments  to  widows  with  de- 
pendent children  in  school  until  the 
children  reach  age  22  instead  of  18. 

Commenting  on  the  Ways  and  Means  ac- 
tion, Dr.  Norman  A.  Welch,  president  of  the 
American  Medical  Association,  declared  the 
committee  “acted  wisely  and  responsibly”  in 
refusing  to  approve  the  King-Anderson  bill. 

In  a statement,  he  declared; 

“We  are  confident  that  this  decision  is  in 
keeping  with  the  attitude  of  the  majority 
of  the  American  people  toward  this  legisla- 
tion, as  reflected  in  numerous  surveys  by 
members  of  Congress  and  by  private  opinion 
sampling  organizations.” 

Dr.  Welch  said,  “we  have  opposed  King- 
Anderson  legislation  because  it  would  force 
heavy  payroll  tax  increases  on  the  nation’s 
workers  and  their  employers  to  provide  hos- 
pitalization benefits  indiscriminately  to  all 
the  elderly,  the  wealthy  and  the  well-to-do  in- 
cluded.” 

The  drug  industry  decided  to  challenge  in 
court  the  controversial  Food  and  Drug  Ad- 
ministration regulation  requiring  drug  mak- 
ers to  produce  proof  of  efficacy  for  virtual- 
ly all  new  drugs  approved  since  1938,  in  ad- 
dition to  other  provisions. 

The  industry  has  argued  that  Congress 
intended  for  the  law  to  apply  only  to  new 
drugs  since  enactment  of  the  legislation. 
The  FDA  asserted  that  “what  Congress  in- 
tended was  a comprehensive  review  of  all 
drugs  now  on  the  market  as  a result  of  new 
drug  clearance.” 

The  American  Medical  Association  recom- 
mended that  retired  military  personnel  re- 
ceive health  care  benefits  under  a con- 
tributory private  health  insurance  plan  sim- 
ilar to  that  now  in  operation  for  civilian  Fed- 
eral workers. 

Dr.  Reuben  A.  Benson,  chairman  of  the 
AMA  Council  on  National  Security,  told  a 
House  Ai*med  Services  Subcommittee  that 
by  1980  it  is  estimated  that  the  number  of 


retired  military  will  reach  4,397,000.  “Any 
health  care  program  devised  or  conceived 
must  be  sufficiently  elastic  and  effective  to 
adjust  to  these  demands,”  he  noted. 

He  said  the  AMA  recommends  the  adop- 
tion of  a plan  patterned  after  the  Federal 
Employes  Health  Benefits  Program.  “It  is 
the  AMA’s  opinion  that  to  the  maximum  ex- 
tent possible,  this  care  should  be  provided 
by  civilian  physicians  in  civilian  facilities,” 
Dr.  Benson  testified.  “The  Association,  how- 
ever, recognizes  that  the  retiree  and  his  de- 
pendents may  be  authorized  the  use  of  mili- 
tary facilities  but  recommends  that  such  use 
be  limited  to  present  military  facilities  on 
a space-available  basis.” 

The  American  Medical  Association  asked 
Congress  to  reject  proposals  that  would  re- 
imburse qualified  Federal  workers  for  chiro- 
practic treatment  under  the  Federal  Em- 
ployes Compensation  Act. 

In  a letter  to  a Senate  Labor  Subcommit- 
tee, Dr.  F.  J.  L.  Blasingame,  AMA  executive 
vice  president,  declared  that  chiropractic 
is  not  based  on  sound  scientific  principles. 
(From  Washington  Office  of  the  AMA). 


Doctors  and  Medicine  in  the  News 

We  See  by  the  Newspapers  That: 

— A Canadian  National  Medicare  pro- 
gram, which  might  have  been  initiated  three 
years  ago,  and  which  was  backed  by  Prime 
Minister  John  Diefenbaker,  has  fallen  into 
political  and  financial  difficulties.  There  is 
no  chance  for  its  passage  now  though  a few 
years  in  the  future  there  might  be  a chance 
for  its  comeback.  (Lincoln  Sunday  Journal 
and  Star,  July  5,  1964) 

— A $19, 000-grant  from  the  Division  of 
Maternal  and  Child  Health,  Nebraska  State 
Department  of  Health,  has  been  made  to 
Dr.  Warren  H.  Pearse,  professor  and  chair- 
man, Department  of  Obstetrics  and  Gyne- 
cology, University  of  Nebraska  College  of 
Medicine.  The  objective  is  highly  concen- 
trated prenatal  care  for  mothers  when  there 
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is  high  risk  of  mental  retardation.  (South 
Omaha  Sun,  May  28,  1964) 

— A joint  discussion  of  the  poisonous  pesti- 
cides and  insecticides  by  the  College  of  Med- 
icine and  members  of  the  staff  of  the  Ag 
College  — the  first  of  its  kind  — was  re- 
cently held  at  the  Nebraska  University  Col- 
lege of  Medicine.  The  object  is  to  decrease 
the  hazards  in  use  and  handling  of  these 
dangerous  substances.  (Sunday  Journal  and 
Star,  Lincoln,  June  7,  1964) 

— Dr.  David  Hamden  of  Edinburgh,  Scot- 
land, spoke  at  Lincoln  and  at  the  Psychiatric 
Institute  in  Omaha,  on  his  study  of  chro- 
mosal  abnormality  found  in  one  type  of  leu- 
kemia, not  in  the  others.  Abnormalities  in 
chromosomes  in  other  diseases,  of  course, 
entered  the  discussion.  Dr.  Hamden  wants 
to  find  out  what  causes  the  chromosomal 
changes  and  just  what  the  changes  signify. 
(Evening  Journal,  Lincoln,  June  3,  1964) 

— A “^Migrant  Clinic”  was  held  at  Gering 
in  June  to  vaccinate  the  migrant  workers 
who  flow  into  this  area  annually  to  work 
in  the  beet  fields.  Polio  (Salk),  diphtheria, 
tetanus,  whooping  cough,  and  smallpox  vac- 
cines were  administered  to  119  migrant 
workers.  (Star  Herald,  Scottsbluff,  June 
13,  1964) 

— Dr.  Harold  IMorgan  of  Lincoln  spoke 
to  the  Governor’s  Inter-Agency  Committee 
on  IMental  Retardation  reviewing  the  rather 
extensive  drive  taking  place  to  study  and 
prevent  or  properly  treat  cases  of  mental 
retardation.  (Morning  Star,  Lincoln,  May 
29,  1964) 

— The  introduction  of  stainless  steel  rods 
into  the  back  as  splints  — the  Harrington 
procedure  — has  been  used  at  the  Nebraska 
Orthopedic  Hospital  by  Drs.  Fritz  Teal  and 
associates.  These  rods  are  so  placed  that 
they  push  out  the  concave  side  of  the  curve 
and  pull  or  compress  the  convex  curve. 
After  being  placed  they  can  be  lengthened 
by  a jack-like  set  of  notches  in  order  to  get 
the  correct  calculated  push  and  pull  that  is 
needed.  This  is  a relatively  new  procedure. 
(Lincoln  Evening  Journal,  June  5,  1964) 


Announcements 

Second  Annual  Seminar  on  ^ledical  Aspects  of 
Competitive  Athletics — 

FRIDAY,  AUGUST  21,  1964 
Morning 

8:00  Registration,  Hotel  Cornhusker 
Presiding,  H.  W.  Shreck,  MD 

8:30  Opening  Remarks 

R.  E.  Garlinghouse,  MD,  President,  Nebraska 
State  Medical  Association 
C.  C.  Thompson,  Secretaiy,  Nebraska  School 
Activities  Association 
William  H.  “Tippy”  Dye,  Athletic  Director 

8:45  “A  Program  of  Care  of  Athletic  Injuries  in 
the  North  Platte  Secondary  School  Sys- 
tem,” Max  Beyersdorf,  RPT 

9:15  “Significant  Physical  Findings  That  Influ- 
ence the  Conditioning  Process  of  Ath- 
letes,” Bill  Combs,  MD,  Team  Physician, 
Purdue 

10:15  Coffee  Break 

10:30  “The  Psychological  Impact  of  Competitive 
Athletics  on  the  Preteen  Athlete  and  His 
Family,”  James  E.  Strain,  MD,  Pediatri- 
cian, Denver 

11:10  Leave  by  bus  for  Nebraska  Union 
Combined  Session  with  the  Coaches 

11:30  “Game  and  Practice  Session  Injuries  — Field 
Decisions  and  Emergency  Care” 

By  the  Trainer  — George  F.  Sullivan,  RPT 
By  the  Physician  — Bill  Combs,  MD,  Team 
Physician,  Purdue 

By  the  Dentist  — Tom  Dvorak,  DDS 
Question  and  Answer  Period  to  Follow  Dis- 
cussion 

12:15  Return  by  bus  to  Hotel  Cornhusker 

Afternoon 
Hotel  Cornhusker 

1:30  “The  Responsibility  of  News  Media  in  Re- 
porting Athletic  Injuries” 

Moderator  - — Donald  W.  Bryant,  Sports 
Information  Director 

Panel: 

Wally  B.  Provost,  Sports  Editor 
Bill  Combs,  MD,  Team  Physician,  Purdue 
Howard  Schroeder,  Supt.  of  Schools, 
Holdrege 

Bob  Zenner,  Director  of  Sports 
Art  Bauer,  Football  Coach 

2:15  “Detection  of  Pre-Existing  Defects  and  De- 
velopment of  Medical  Standard” 

Moderator — Bnice  F.  Claussen,  MD,  Ortho- 
pedic Surgeon 
Panel : 

“The  Pre-Season  Histoiy  and  a System 
of  Adequate  Examination  by  the  Physi- 
cian,” John  G.  Yost,  MD,  Orthopedic 
Surgeon 
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“Heart  Murmurs,”  Paul  Maxwell,  MD,  In- 
ternal Medicine 

“Thoraco  Abdominal  Conditions,”  Delbert 
Neis,  MD,  Thoracic  Surgeon 
“Genito  Urinaiy  Conditions,”  Horace  V. 
Munger,  MD 

“Epilepsy  and  Other  Neurological  Condi- 
tions,” Louis  J.  Gogela,  MD,  Neuro-Sur- 
geon 

“Musculoskeletal  Conditions,”  James  E. 

Strain,  MD,  Pediatrician 
“Dental  Conditions,”  F.  J.  Brown,  DDS 

3:15  Coffee  Break 
3:30  Open  Discussion 

Subject:  “Guides  for  Physicians  in  Deter- 

mining Athletic  Fitness” 

Moderator:  Paul  Goetowski,  MD,  Ortho- 

pedic Surgeon 

Bill  Combs,  MD,  Team  Physician 

James  E.  Strain,  MD,  Pediatrician 

George  F.  Sullivan,  RPT 

Paul  Maxwell,  MD,  Internal  Medicine 

F.  J.  Brown,  DDS 

C.  D.  Bell,  MD,  Dermatologist 

5:00  Adjourn 

Evening 

Hotel  Cornhusker 

6:00  Social  Hour  (to  include  wives) 

7:00  Informal  Dinner 
8:00  Program: 

“Meet  Bob  Devaney  — The  Cornhuskers  in 
1963  and  1964,”  I5ob  Devaney 
Film  on  Highlights  of  the  Orange  Bowl 
Game  and  the  1963  Football  Season 

SATURDAY,  AUGUST  22,  1964 
Morning 

Hotel  Cornhusker 
Presiding:  R.  W.  Gillespie,  MD 
8:30  “Lower  Extremity  Injuries” 

Protective  Wrapping  Workshop 
Team  I — 

John  G.  Yost,  MD,  Orthopedic  Surgeon 
Paul  Goetowski,  MD,  Orthopedic  Surgeon 
George  F.  Sullivan,  RPT 

Team  II — 

Bruce  F.  Claussen,  MD,  Orthopedic  Sur- 
geon 

Frank  P.  Stone,  MD,  Orthopedic  Surgeon 
Paul  F.  Schneider,  Head  Athletic  Trainer 

(Registrants  will  be  divided  into  two  groups.  A 
brief  discussion  and  demonstration  will  be  followed 
by  group  participation  in  taping  procedures). 

9:45  Coffee  Break 
10:00  “Upper  Extremity  Injuries” 

Protective  Wrapping  Workshop 

(Registrants  will  rejoin  their  prior  groups  for 
upper  extremity  protective  wrapping  and  group 
pai’ticipation). 


11:15  “Team  Physicians  — Conduct  and  Decisions” 
Discussion  by  University  of  Nebraska  Team 
Physicians: 

Paul  Goetowski,  MD,  Orthopedic  Surgeon 
Prank  P.  Stone,  MD,  Orthopedic  Surgeon 

11:45  Announcements  and  Closing  Remarks 

Richard  E.  Garlinghouse,  MD,  President,  Ne- 
braska State  Medical  Association 
C.  C.  Thompson,  Secretary,  Nebraska  School 
Activities  Association 

William  H.  “Tippy”  Dye,  Athletic  Director 
12:00  Adjourn 


ATTEND  THE  ALL-STAR  SHRINE 
FOOTBALL  GAME 
A block  of  tickets  will  be  reserved. 


REGISTRATION  FEE:  $5.00 
(No  Registration  Fee  for  Residents 
and  Interns) 


Supported  by  a grant  from  the 
MERCK  SHARP  and  DOHME 
POSTGRADUATE  PROGRAM 


APPEARING  ON  THE  PROGRAM 

ART  BAUER,  Head  Football  Coach,  Northeast  High 
School 

C.  D.  BELL,  MD,  Dermatologist,  Lincoln,  Nebr. 

MAX  BEYERSDORF,  RPT,  Trainer,  North  f^latte 
School  System 

F.  J.  BROWN,  DDS,  President,  Nebraska  Dental 
Association,  Genoa,  Nebr. 

DONALD  W.  BRYANT,  Sports  Information  Direc- 
tor, University  of  Nebraska 

BRUCE  F.  CLAUSSEN,  MD,  Orthopedic  Surgeon, 
North  Platte  High  School 

LOYAL  WILLIAM  COMBS,  MD,  Director  of  Health 
Services;  Team  Physician,  Purdue  University,  La- 
fayette, Ind. 

ROBERT  S.  “BOB”  DEVANEY,  Head  Football 
Coach,  University  of  Nebraska 

TOM  DWORAK,  DDS,  Lincoln,  Nebr. 

WILLIAM  H.  “TIPPY”  DYE,  Director  of  Athletics, 
University  of  Nebraska 

SAMUEL  I.  FUENNING,  MD,  Director,  University 
Health  Services,  University  of  Nebraska 

RICHARD  E.  GARLINGHOUSE,  MD,  President, 
Nebraska  State  Medical  Association 

R.  W.  GILLESPIE,  MD,  Surgeon,  Lincoln,  Nebr. 

PAUL  GOETOWSKI,  MD,  Orthopedic  Surgeon,  Lin- 
coln, Nebr. 

LOUIS  J.  GOGELA,  MD,  FACS,  Neuro-Surgeon, 
Lincoln,  Nebr. 

PAUL  J.  MAXWELL,  MD,  Internal  Medicine,  Lin- 
coln, Nebr. 

HORACE  V.  MUNGER,  MD,  Urologist,  Lincoln, 
Nebr. 

DELBERT  NEIS,  MD,  Thoracic  Surgeon,  Omaha, 
Nebr. 

WALLY  B.  PROVOST,  Sports  Editor,  Omaha  World- 
Herald 


August,  1964 


433 


PAUL  J.  SCHNEIDER,  Head  Athletic  Trainer,  Uni- 
vei’sity  of  Nebraska 

HOWARD  SCHROEDER,  Superintendent  of  Schools, 
Holdrege,  Nebr. 

H.  W.  SHRECK,  Ophthalmologist,  Hastings,  Nebr. 
FRANK  P.  STONE,  MD,  Orthopedic  Surgeon,  Lin- 
coln, Nebr. 

JAMES  E.  STRAIN,  MD,  Pediatrician;  Chairman, 
Committee  for  Sports  in  the  Rocky  Mountain 
Pediatric  Society,  Denver,  Colo. 

GEORGE  F.  SULLIVAN,  RPT,  Chief  Physical  Ther- 
apist, University  Health  Services;  Assistant  Ath- 
letic Trainer,  University  of  Nebraska 
C.  C.  THOMPSON,  Secretary,  Nebraska  School  Ac- 
tivities Association 

JOHN  G.  YOST,  MD,  FACS,  Orthopedic  Surgeon, 
Team  Physician,  Hastings  College 
BOB  ZENNER,  Director  of  Sports,  Channel  10,  Lin- 
coln, Nebr. 

PROGRAM  COMMITTEE 
Members  of  Sub-Committee 
Committee  on  Health  Education  in 
Schools  and  Colleges 
Nebraska  State  ^ledical  Association 
H.  W.  Shreck,  MD,  Chairman 
S.  I.  Fuenning,  MD,  Coordinator 
John  G.  Yost,  MD 
R.  W.  Gillespie,  MD 
Paul  Goetowski,  MD 
Bi-uce  F.  Claussen,  MD 
George  F.  Sullivan,  RPT 

R.  E.  Garlinghouse,  MD,  President,  Nebraska  State 
Medical  Association 

Mr.  Ken  Neff,  Executive  Secretaiy,  Nebraska  State 
Medical  Association 


Community  Health  Week,  October  18-24,  1964 — 

The  A]\IA  is,  for  the  second  year  sponsor- 
ing “Community  Health  Week.”  This  is 
planned  to  attract  public  attention  to  the 
medical  and  health  facilities  in  each  com- 
munity. 

All  communications  media,  particularlj* 
radio,  television,  and  newspapers  will  en- 
courage recognition  of  the  achievements  of 
medicine  and  public  health  during  the  past 
few  decades,  and  point  up  the  local  responsi- 
bility for  the  development  of  community 
health  facilities.  The  attention  of  the  public 
should  be  called  to  factors  contributing  to 
more  healthful  living  — development  of 
modern  hospitals,  expansion  of  public  health 
facilities,  growth  of  health  insurance  pro- 
grams, public  awareness  of  good  health  prac- 
tices, regular  counseling  with  a family  physi- 
cian, the  use  of  available  immunizations,  the 


avoidance  of  quacks  and  charlatans,  and  the 
recognition  of  inadequacies  of  self-diagnosis 
and  self-medication. 

Some  Nebraska  communities  did  a good 
job  with  this  problem  of  Community  Health 
Week  last  year;  more  of  them  should  par- 
ticipate next  October. 

American  College  of  Physicians  Issues 
Family  Health  Booklet — 

Philadelphia  — Advice  on  keeping  fam- 
ilies healthy  is  contained  in  a booklet  pub- 
lished this  month  by  the  American  College 
of  Physicians  (ACP). 

Titled  “Your  Physician  Looks  at  Family 
Health,”  the  publication  features  reports  by 
experts  in  the  fields  of  public  health,  adoles- 
cent medicine,  alcoholism  and  nutrition. 
Material  is  based  on  presentations  at  a public 
information  forum  presented  by  the  ACP 
in  conjunction  with  its  45th  Annual  Session 
in  Atlantic  City,  N.J. 

Contributors  to  the  booklet  are  Leroy 
E.  Burney,  MD,  Philadelphia,  Pa.,  Vice 
President  of  Health  Sciences  at  Temple  Uni- 
versity; Felix  P.  Heald,  Jr.,  MD,  Washing- 
ton, D.C.,  Director  of  Adolescent  Medicine 
at  Children’s  Hospital  of  the  District  of  Co- 
lumbia ; Marvin  A.  Block,  MD,  Buffalo, 
N.Y.,  Chairman  of  the  American  Medical 
Association’s  Committee  on  Alcoholism;  and 
Frederick  J.  Stare,  IMD,  Boston,  Mass., 
Chairman  of  the  Department  of  Nutrition  at 
the  Harvard  School  of  Public  Health. 

Single  copies  of  the  booklet  can  be  ob- 
tained without  charge  from  the  American 
College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pa.  19104. 

West-North  Central  Conference  on  Diseases 
Common  to  Animals  and  Man — 

The  6th  Annual  West-Northcentral  Con- 
ference on  Diseases  Common  to  Animals  and 
Man  will  be  held  on  the  campus  of  the  Uni- 
versity of  Nebraska  College  of  Medicine  in 
Omaha,  September  11  and  12,  1964. 

The  first  Conference  was  held  in  1958  at 
the  University  of  Nebraska  College  of  Medi- 
cine. 

It  is  the  purpose  of  the  Conference  to 
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provide  an  opportunity  for  those  interested 
in  the  zoonotic  diseases  to  present  data  and 
exchange  information  with  their  colleagues. 
An  additional  function  of  the  Conference  is 
to  acquaint  practitioners  in  both  the  medical 
and  veterinary  professions  with  various  as- 
pects of  the  zoonoses. 

Those  interested  in  the  Conference  should 
contact  Dr.  Norman  G.  Miller,  Department 
of  Medical  Microbiology,  University  of  Ne- 
braska College  of  Medicine,  Omaha,  Nebras- 
ka 68105. 


News  and  Views 

Largest  Grant  for  Ear  Research  Ever  Made 
From  Private  Sources  Announced — 

New  York  — The  largest  grant  for  ear 
research  ever  made  from  private  sources 
was  recently  announced  by  the  Alfred  P. 
Sloan  Foundation  and  the  Deafness  Research 
Foundation.  The  grant  was  made  by  the 
Sloan  Foundation.  The  Deafness  Research 
Foundation  was  the  recipient. 

Totalling  more  than  a quarter  of  a million 
dollars,  the  grant  is  regarded  as  marking 
the  beginning  of  a broad,  long-term  otologic 
research  program.  The  funds  in  the  initial 
grant  are  to  be  expended  within  the  next 
two  years.  They  are  to  be  applied  to  re- 
search projects  in  otologic  laboratories,  and 
medical  schools  in  the  United  States,  after 
evaluation  and  recommendation  by  a scien- 
tific review  committee  appointed  by  the 
Deafness  Research  Foundation.  The  com- 
mittee consists  of  leading  researchers  in 
otology. 

Errors  in  Chemistry  of  Production  of  Mucus 
In  Cystic  Fibrosis  Found — 

An  excess  of  sialic  acid  and  a deficiency 
of  fucose  in  the  lung  tissue  of  victims  of 
cystic  fibrosis  may  be  responsible  for  the 
“deadly  mucus  that  clogs  the  lungs.”  This 
was  reported  by  Dr.  R.  E.  Knauff  who  is 
the  director  of  the  Cystic  Fibrosis  Research 
Institute  at  Temple  University  Medical  Cen- 
ter, and  J.  A.  Ragone,  also  of  the  Institute, 
at  the  recent  annual  meeting  of  those  engaged 
in  the  study  of  this  disease,  at  Seattle,  Wash- 
ington. 


Work  has  been  begun  to  find  out  how  this 
mucus  is  made.  These  findings  might  offer 
a solution  or  partial  solution  to  more  suc- 
cessful treatment. 


News  From  Our  Medical  Schools 

Omaha  — Appointed  professor  and  chair- 
man of  the  department  of  ophthalmology 
at  the  University  of  Nebraska  College  of 
Medicine,  effective  July  1,  was  Harold  Gif- 
ford, Jr.,  MD.  He  succeeds  J.  Hewitt  Judd, 
MD,  who  was  appointed  professor  and 
chairman  of  the  department  from  1942 
through  July  1,  1964. 


HAROLD  GIFFORD,  JR.,  MD 


Dr.  Judd,  who  will  become  an  emeritus 
professor  of  ophthalmology  on  July  1,  joined 
the  College  of  Medicine  faculty  in  February 
1930  as  an  assistant  instructor  in  ophthal- 
mology. 

A 1924  graduate  of  the  University  of  Ne- 
braska College  of  Medicine,  Dr.  Judd  was 
certified  by  the  American  Board  of  Oph- 
thalmologists in  1930. 

His  successor.  Dr.  Gifford,  was  graduat- 
ed from  the  University  of  Nebraska  College 
of  Medicine  in  1931.  Joining  the  College  of 
Medicine  faculty  as  an  instructor  in  Oph- 
thalmology in  1934,  Dr.  Gifford  became  an 
assistant  instructor  in  April  1937  and  an 
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associate  professor  in  1942,  prior  to  his  new 
appointment  as  professor  and  chairman. 

In  July  1961  he  was  appointed  to  full 
membership  on  the  Graduate  faculty  of  the 
Universitj"  of  Nebraska. 

Certified  by  the  American  Board  of  Oph- 
thalmologists in  1936,  Dr.  Gifford  will  as- 
sume the  same  chairmanship  that  was  held 
by  his  father.  Dr.  Harold,  Sr.,  from  1919-25. 


Human  Interest  Tales 

Dr.  H.  C.  Stewart,  Pawnee  City,  is  serv- 
ing on  the  Hospital  Ship  S.S.  HOPE  in 
Guayaquil. 

Dr.  A.  J.  Courshon,  Chadron,  was  honored 
by  the  town  for  50  years’  service,  at  a ban- 
quet held  in  June. 

Dr.  John  M.  McKain,  Omaha,  has  been 
designated  a Fellow  in  the  American  College 
of  Chest  Physicians. 

Drs.  Will  and  Coll  Kamprath,  left  Utica 
in  July  to  spend  two  years  in  Honduras  as 
Peace  Corps  staff  physicians. 

Dr.  Harry  McFadden,  Omaha,  was  a 
speaker  at  the  convention  of  the  South  Da- 
kota State  Medical  Association. 

Dr.  C.  R.  Brott,  Beatrice,  spoke  on  the 
Medic  Alert  at  a meeting  of  the  Blue  Valley 
Underwriters  Association  held  in  June. 

Dr.  Fay  Smith,  Imperial,  received  a dis- 
tinguished service  award  from  the  Univer- 
sity of  Nebraska  at  commencement  exercises 
held  June  13th. 

Drs.  E.  C.  and  Robert  Hanisch,  St.  Paul, 
have  announced  that  Dr.  Richard  G.  Hanisch 
will  be  associated  with  them  in  the  practice 
of  general  medicine  and  surgery. 

Dr.  James  J.  O’Neil,  Omaha,  was  elected 
a Fellow  in  the  American  Society  for  Head 
and  Neck  Surgery  at  their  Annual  Meeting 
held  in  San  Francisco  in  April. 

Dr.  W.  I.  Devers,  Pierce,  was  honored  by 
the  employees  and  staff  members  of  the 
Lutheran  Community  Hospital  in  Norfolk  on 
the  occasion  of  his  84th  birthday  in  June. 


Deaths 

BURFORD  — James  A.  Burford,  MD.  A 
practitioner  in  Nebraska  since  1895,  Doctor 
Burford  died  in  Omaha  on  June  8,  1964  at 
the  age  of  97.  He  graduated  from  Cotner 
University  and  after  practicing  in  Wilcox, 
served  as  administrator  of  the  Beatrice  State 
Home  and  the  Nebraska  Tuberculosis  Hos- 
pital. He  retired  in  1942. 


New  Attempt  of  Renal  Transplantation  Be- 
tween Unrelated  Subjects:  Favorable 

Evolution  After  Fifteen  Months  — R. 
Kuss,  M.  Legrain,  G.  Mathe,  R.  Nedey, 
and  M.  Carney.  Bull  Soc  Med  Hop  Paris 
114:231  (no.  3)  1963. 

Kidney  transplantation  was  perfonned  in 
a 20-year-old  woman  who  had  chronic  pyelo- 
nephritis complicated  by  severe  hyperten- 
sion. The  donor  was  the  brother-in-law  of 
the  recipient.  Before  transplantation,  a total 
body  irradiation  (250  r)  was  given  to  the 
patient.  Irradiation  to  the  transplanted  kid- 
ney (100  r)  was  given  on  the  1st,  3rd,  and 
8th  day  after  the  operation.  Punch  biopsy 
of  the  transplanted  kidney,  perfoiTned  on  the 
8th  postoperative  day,  showed  diffuse  tubu- 
lar necrosis  and  almost  complete  disappear- 
ance of  renal  structures.  Tlie  function  of 
the  kidney  significantly  improved  on  the 
12th  day.  The  period  of  aplasia  of  the  he- 
matopoietic system  was  marked  by  severe 
deterioration  of  the  patient’s  general  condi- 
tion with  loss  of  hair,  splenomegaly,  fever 
and  septicemia.  During  this  period  the  func- 
tion of  the  transplanted  kidney  was  stable. 
As  soon  as  the  patient’s  hematopoietic  sys- 
tem returned  to  normal,  she  was  given  6- 
mercaptopurine  in  daily  doses  of  2 mg/kilo- 
gram. Numerous  infectious  episodes  oc- 
curred between  the  2nd  and  7th  months 
after  the  operation  (icterus,  herpes  zoster, 
etc.),  but  the  function  of  the  transplanted 
kidney  was  satisfactory.  From  the  7th 
month  on,  up  to  the  present  time,  15  months 
after  the  operation,  the  patient  is  well  and 
healthy,  and  the  function  of  the  transplanted 
kidney  is  the  same  as  that  of  a normal 
kidney. 
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Know  Your 
Blue  Shield  Plan 


Incidence  and  Costs  Continue  Upward  Trend — 
Nebraska  Blue  Cross  and  Blue  Shield  con- 
tinue to  show  rapid  increases  in  incidence 
with  resulting-  increases  in  costs.  The  fol- 
lowing figures  show  some  of  the  more  out- 
standing comparisons. 


high  was  established  of  52  cases  per  1,000 
members.  Hospital  Outpatient  Cases  re- 
mained at  8 cases  per  1,000  members  dur- 
ing the  1st  Quarter  of  both  1962  and  1963, 
but  jumped  to  10  cases  per  1,000  members  in 
the  1st  Quarter  of  1964. 

The  average  length  of  hospital  stay,  aver- 
age cost  per  day  and  average  cost  per  stay 
also  continue  to  increase. 

These  statistics  vividly  point  out  the  ur- 
gent need  to  carefully  review  the  necessity 


Table  1 


Blue  Cross 
Contracts 
Begrinning 
of  Quarter 

% Of 

Increase 
From  1962 

Blue  Shield 
Contracts 
Beginning 
of  Quarter 

% of 
Increase 
From  1962 

1st  Quarter,  1962 

105,874 

97,297 

1st  Quarter,  1963 

109,431 

3.4% 

101,859 

4.7% 

1st  Quarter,  1964 

113,131 

6.9% 

106,021 

9.0% 

(The  above  i 
3.45  members  is 

are  Contracts  in  effect,  not  membership.  An  average  of 
utilized  for  each  family  membership). 

Table 

2 

Blue  Cross 
Benefits 
Paid  During 
Quarter 

% of 
Increase 
Over  1962 

Blue  Shield 
Benefits 
Paid  During 
Quarter 

%of 

Increase  • 

Over  1962 

1st  Quarter,  1962 

$1,712,535 

$ 973,671 

1st  Quarter,  1963 

_ __  1,790,476 

4.6% 

1,148,748 

18.0% 

1st  Quarter,  1964 

2,315,391 

35.2% 

1,384,105 

42.2% 

As  can  readily  be  seen,  although  member- 

of  hospitalization. 

Increased  incidence  re- 

ship  in  the  Nebraska  Plan  has  increased  ma- 

suits  in 

higher  costs  which  requires  in- 

terially,  and  at  a much  higher  rate  than  na- 

creased 

rates  to  members  for  coverage. 

tional  average,  the  amount  paid  in  Benefits 
has  increased  much  more  in  proportion. 

The  number  of  Hospital  Inpatient  Cases 
paid  during  the  1st  Quarter  of  1963  dropped 
to  46  from  49  cases  per  1,000  members  dur- 
ing the  1st  Quarter  of  1962.  However,  dur- 
ing the  1st  Quarter  of  1964  a new  all-time 


Your  Plan  exercises  all  of  the  cost  and  un- 
derwriting controls  possible  considering  our 
broad  community  interests.  Nevertheless,  it 
is  the  purveyors  of  seiwice  who  determine 
utilization  and  to  whom  your  Plan  looks  for 
the  real  cost  controls  which  are  essential  to 
provide  broad  coverage  at  reasonable  rates. 


Table  3 


Avg.  Length 
of  Stay 
(Days) 

Avg.  Cost 
Per  Day 

Avg.  Cost 
Per  Stay 

1st  Quarter,  1962 

6.43 

$21.52 

$138.37 

1st  Quarter,  1963 

6.67 

21.75 

145.07 

1st  Quarter,  1964 

Increase  of  1st  Quarter,  1964 
over  1st  Quarter,  1962 

6.74 

23.34 

157.31 

.31 

1.82 

18.94 

% of  Increase  _ _ 4.8% 

(The  above  does  not  include  Outpatient  data). 

8.5% 

13.7% 
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Books 


“Business  Management  of  a Medical  Practice”  by 
by  B.  D.  Hirsb,  LLB.  Published  11  May  64  by 
The  C.  V.  Mosby  Company  of  St.  Louis,  ]Mis- 
souri.  190  pages  (6^4”  by  9^”).  Price  $7.75. 

The  author  of  this  book  is  the  Director  of  the 
Law  Department  of  the  American  Medical  Asso- 
ciation. He  states  that  in  the  past  ten  years  he 
has  been  concerned  with  many  business  and  legal 
problems  of  physicians  most  of  which  could  have 
been  avoided  with  a small  measure  of  “business 
know-how.”  Consequently,  this  book  was  written 
to  provide  some  background  information  to  help 
physicians  recognize  some  of  the  common  situations 
in  which  they  should  seek  professional  (legal)  ad- 
vice. 

Chapter  headings  include  the  following: 

a.  Office  sharing 

b.  Employing  an  associate 

c.  Partnership 

d.  Hospital  contracts  with  medical  specialists 

e.  Buying  on  credit 

f.  Renting  an  office 

g.  Selling  a medical  practice 

h.  Wills,  Trusts,  and  Estates 

i.  The  Federal  Income  Tax 

“Chemistry  and  Prevention  of  Congenital  Anomalies” 
by  H.  Nisbimura,  IMD.  Published  in  April  1964 
by  Charles  C.  Thomas,  Publisher,  of  Springfield, 
Illinois.  119  pages  (6”  by  9”)  with  12  illustrations. 
Price  $5.75. 

Every  thirty  seconds,  somewhere  in  our  world,  a 
baby  is  born  with  one  or  moi'e  congenital  anomalies. 
Sound  knowledge  for  providing  favorable  environ- 
mental conditions  to  secure  normal  cytoplasmic  bio- 
chemical reaction  in  the  developing  fetus  is  indis- 
pensable. The  author  furnishes  this  by  giving  in- 
formation on  human  anomalies  associated  with  exo- 
genous agents  together  with  related  experimental 
results  on  laboratory  animals,  extrinsic  and  intrinsic 
factors  which  determine  effectiveness  of  teratogens, 
and  interpretation  of  the  mode  of  their  actions.  Some 
600  important  references  are  reviewed. 


“Textbook  of  Otolaryngology”  by  David  D.  De- 
M eese,  MD,  and  William  H.  Saunders,  MD.  Pub- 
lished in  April,  1964  by  The  C.  V.  Mosby  Com- 
pany of  St.  Louis.  523  pages  (6^4”  by  9%”)  with 
4-5  illustrations.  Price  $9,25. 

This  popular  textbook  is  now  in  its  second  edi- 
tion. The  authors  of  this  book  are  recognized 
authorities  in  this  field  of  medicine.  Dr.  DeWeese 
is  Chairman  of  the  Department  of  Otolaryngology 
at  the  University  of  Oregon  Medical  School,  and 
Dr.  Saunders  holds  a similar  position  with  the 
Ohio  State  University  College  of  Medicine. 


This  textbook  is  designed  primarily  for  the  medi- 
cal student  and  the  general  practitioner.  Emphasis 
is  on  diagnosis  and  treatment.  The  discussions 
of  anatomy  and  physiology  contain  adequate  data  for 
orientation  but  are  not  so  detailed  that  the  reader 
is  overburdened.  Selected  reading  indicate  sources 
of  additional  information.  In  this  edition,  as  in 
the  first,  attention  is  drawn  to  the  new  concepts 
of  diagnosis,  treatment,  and  rehabilitation  which 
have  broadened  the  scope  of  this  specialty.  Special 
emphasis  is  placed  on  diseases  of  the  salivary  glands, 
the  facial  neiwe,  tumors  of  the  head  and  neck,  and 
speech  problems.  The  continuing  interest  in  otologic 
surgery  and  in  the  physiology  of  hearing  has  led 
to  careful  correlation  of  disease  states  and  operative 
procedures  with  anatomy  and  physiology  of  the 
ear. 


“Marriage  Counseling  in  Medical  Practice”  a sym- 
posium edited  by  Ethel  M.  Nash,  MA;  Lucie  Jess- 
ner,  MD,  and  D.  W.  Abse,  MD.  Published  in  May 
1964  by  the  L^niversity  of  North  Carolina  Press, 
Chapel  Hill,  North  Carolina.  368  pages.  Price 
$8.00. 

About  this  book  Doctor  Morris  Fishbein  has  writ- 
ten — “as  a reference  work  for  doctors  who  are 
frequently  the  first  to  be  asked  for  advice  in  rela- 
tionship to  marriage  problems,  this  book  is  outstand- 
ing and  probably  unique.  Unfortunately,  much  mar- 
riage counseling  in  the  United  States  is  done  by  non- 
professional persons  who  probably  do  as  much  harm 
as  good.  The  contributions  in  this  volume,  support- 
ed by  experience  and  excellent  reports  of  cases  ai’e 
dependable.  The  material  is,  moreover,  so  prac- 
tical that  every  physician  will  find  in  this  book 
information  exceedingly  useful  in  meeting  the  prob- 
lems that  come  day  after  day  in  the  practice  of 
every  physician.” 

This  book  has  been  recommended  by  Harold  I. 
Lief,  MD,  Professor  of  Psychiatry  at  the  Tulane 
University  School  of  Medicine,  and  by  Frank  R. 
Lock,  MD,  President-elect  of  the  American  College 
of  Obstetricians  and  Gynecologists. 


“Communicable  and  Infectious  Diseases  — Diag- 
nosis, Prevention,  Treatment”  — 5th  edition  — 
edited  by  Franklin  H.  Top,  MD,  aided  by  25  emi- 
nent contributors.  Published  in  April,  1964  by 
The  C.  V.  Mosby  Company  of  St.  Louis.  902 
pages  (6^/4”  by  93/^”)  with  133  figures  and  15 
color  plates.  Price  $21.00. 

A new  edition  of  this  standard  textbook  is  now 
available,  made  necessary  by  the  rapid  changes 
which  have  occurred  particularly  in  chemothera- 
peutic and  antibiotic  agents,  specific  prevention  of 
certain  comunicable  diseases,  the  acute  respiratoi’y 
infections,  mycoplasmal  pneumonia  (primary  atypi- 
cal pneumonia),  and  the  enterovirus  infections.  New 
chapters  have  been  contributed  by  the  following: 
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C.  M.  Eklund  (infectious  encephalitis);  K.  M.  John- 
son (Coxsackie  and  ECHO  virus  infections).  Major 
changes  have  occurred  in  the  chapters  dealing  with 
respiratory  infections,  brucellosis,  primary  atypical 
pneumonia  (now  called  mycoplasmal  pneumonia), 
impetigo,  ringw’orm  of  the  scalp,  scabies,  and 
rabies. 

This  book  is  an  excellent  reference  book  for  all 
persons  whose  professional  duties  necessitate  con- 
tact with  communicable  diseases,  practicing  physi- 
cians, medical  students,  nurses,  and  public  health 
personnel. 

“Atlas  of  General  Surgery  — Second  Edition”  by 
Joseph  R.  ^Wilder,  MD.  Ilustrated  by  Shirley  Baty. 
Published  in  July  1964  by  The  C.  V.  Mosby  Com- 
pany of  St.  Louis.  325  pages  (9Yz”  by  12 '/z”), 
profusely  illustrated.  Price  $23.50. 

The  first  edition  of  this  atlas  was  published  in 
1955,  in  response  to  stimulating  teaching  discussions 
with  medical  students  and  surgical  interns  and  resi- 
dents. This  revision  has  been  executed  in  the  same 
spirit  of  teaching  and  learning.  Every  illustration 
has  been  redrawn  and  the  entire  text  has  been  com- 
pletely revised.  Many  new  procedures  have  been 
added,  including  new  sections  on  vascular  surgery, 
hand  surgery,  and  pelvic  surgery. 

Surgical  techniques  are  evolutionary  in  origin. 
They  represent  an  amalgam  of  old  and  new  knowl- 
edge, concepts  and  techniques  which  are  freely 
shared  and  passed  on  by  each  generation  of  sur- 
geons. The  author  has  described  105  commonly 
performed  operative  procedures.  As  one  reads  this 
book,  on  the  left  page  is  the  description  of  the 
operative  procedure,  including  a discussion  of  im- 
portant considerations  such  as  complications  some- 
times seen,  and  special  precautions  to  be  observed  — 
while  on  the  facing  (right)  page  are  illustrations 
emphasizing  and  demonstrating  the  steps  in  the 
operative  procedure. 

If  any  readers  of  this  Journal  are  looking  for  a 
fine  birthday  or  Christmas  present  for  some  medical 
student,  intern,  resident,  or  surgeon  — this  is  it. 


“Children  With  Minimal  Brain  Injury”  — copies 
are  available  at  50  cents  from  the  National  Society 
for  Crippled  Children  and  Adults,  2023  West 
Ogden  Ave.,  Chicago,  II.  60612. 

An  important  new  publication  concerning  childi'en 
with  minimal  brain  damage  has  just  been  issued  by 
the  National  Society  for  Crippled  Children  and 
Adults  (The  Easter  Seal  Society). 

Titled  “Children  With  Minimal  Brain  Injury,”  the 
booklet  features  research  papers  presented  by  thi-ee 
authorities  who  participated  in  a symposium  on  the 
brain  injured  child  at  the  1963  annual  conference  of 
the  National  Society  last  November  in  Chicago. 

The  booklet  is  written  especially  for  teachers, 
special  educators,  pediatricians,  neurologists,  oph- 
thalmologists, otolaryngologists,  audiologists,  speech 
pathologists,  psychologists,  psychiatrists,  research 
scientists,  speech  therapists,  social  woi’kers,  and 
other  professional  persons  working  in  the  medical, 
child  development  and  family  counseling  fields. 

Sam  D.  Clements,  PhD,  assistant  professor  in  the 
Departments  of  Psychology  and  Pediatrics,  and  Di- 


rector of  the  Child  Guidance  Study  Unit  of  the 
University  of  Arkansas  Medical  Center,  Little  Rock, 
is  author  of  the  lead  paper  in  the  booklet,  “The  Child 
With  Minimal  Brain  Dysfunction — A Profile.”  He 
discusses  the  major  symptoms  and  how  to  arrive 
at  an  accurate  diagnosis.  Dr.  Clements  recommends 
a treatment  program  for  the  child  in  the  areas  of 
home  management,  education,  possible  medication, 
and  interpretation  in  counseling  the  parents. 

“A  Plan  for  Education”  is  outlined  by  Laura  E. 
Lehtinen,  Ph.D.,  clinical  director  of  the  Cove 
Schools  in  Evanston,  111.,  and  Racine,  Wis.  She 
points  out  in  her  presentation  that  “educational 
goals  are  different  for  the  perceptually  handicapped 
child  of  normal  intelligence  than  for  the  organically 
impaired  child  in  the  slow  learner  or  borderline 
intellectual  classification.  Still  different  from 
either  of  these  two  groups  is  the  brain  injured  child 
of  retarded  mentality.”  Dr.  Lehtinen  suggests  a 
four-point  teaching  pi’ogram  and  assigns  a priority 
to  various  aspects  of  the  remedial  effort. 

In  the  third  paper  presented  in  the  booklet,  Jean 
Lukens,  MS,  County  Coordinator  of  the  Perceptual 
Development  Program,  Oakland  County  Schools, 
Pontiac,  Mich.,  describes  in  detail  “An  Experi- 
mental Program  in  Action.”  She  spells  out  the 
planning  and  implementation  of  a program  intro- 
duced in  four  public  school  districts  in  Oakland 
County,  Mich.,  for  students  in  eight  classrooms. 


Tuberculosis  Abstracts  ♦ 

NATIONWIDE  HISTOPLASMIN 
SENSITIVITY 

State-to-state  variations  in  histoplasmin  sen- 
sitivity are  shown  by  skin  test  results  in  a 
large  group  of  Navy  recniits.  An  attempt  was 
made  to  estimate  the  frequency  of  histoplasmal 
infection  and  of  other  cross-sensitizing  infec- 
tions in  recruits  from  each  state. 

Results  of  skin  testing  with  histoplasmin  and  the 
diagnosis  of  clinical  cases  of  histoplasmosis  have 
made  it  clear  that  where  people  live  is  of  prime 
significance  in  the  risk  of  becoming  infected  with 
the  fungus  Histoplasma  capsulatum. 

In  the  study  here  reported,  an  attempt  was 
made  to  depict  state-to-state  variations  in  indige- 
nous sources  of  sensitivity  to  histoplasmin  as  meas- 
ured by  reactions  among  young  men  who  had  lived 
all  their  lives  in  one  state  . 

With  the  cooperation  of  the  U.S.  Navy,  306,226 
United  States  Navy  recruits  on  entering  training 
centers  at  Great  Lakes,  111.,  and  San  Diego,  Calif., 
were  given  several  skin  tests,  including  histoplas- 
min. Among  white  recruits  between  17  and  21 
years  of  age,  212,462  had  lived  all  their  lives  before 
entering  the  Navy  in  only  one  state  in  the  conter- 
minous United  States. 

In  terms  of  reactions  to  hisoplasmin,  the  high- 
est prevalence  rates  among  lifetime  residents  of 
one  state  were  in  the  east-central  parts  of  the 
country  — Missouri,  Indiana,  Kentucky,  Tennessee, 
and  Arkansas  — where  more  than  55  per  cent 
reacted.  (Illinois  would  have  been  included  except 
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for  the  low  prevalence  from  the  Chicago  area).  In 
many  of  the  adjoining  states  the  rates  ranged  from 
29  to  45  per  cent,  in  others  from  11  to  25  per  cent. 
Toward  the  southeast  the  frequency  of  reactors 
dropped  more  rapidly,  to  less  than  11  per  cent  in 
Georgia  and  less  than  4 per  cent  in  North  Caro- 
lina. The  rates  were  also  below  4 per  cent  in  the 
northwestern  and  New  England  states,  and  higher 
in  the  Mexican  border  states. 

CROSS-REACTIONS 

A reaction  to  histoplasmin  does  not  necessarily 
represent  sensitivity  caused  by  infection  with  H. 
capsulatum;  cross-reactions  are  known  to  occur 
as  a result  of  other  systemic  mycotic  infections. 
Unless  account  is  taken  of  possible  cross  reactions, 
the  prevalence  of  histoplasmal  infection,  as  deter- 
mined by  the  percentage  of  “reactors,”  may  be 
grossly  overestimated  for  some  areas. 

A theoretical  distribution  of  “negative”  reactions 
was  based  on  combined  results  for  recnaits  from 
five  states  in  the  northwest  (Washington,  Oregon, 
Idaho,  Montana,  and  Wyoming)  and  five  in  New 
England  (Maine,  New  Hampshire,  Massachusetts, 
Connecticut,  and  Rhode  Island)  where  the  frequen- 
cies of  significant  reactions  to  histoplasmin  were 
the  lowest  in  the  country.  After  subtracting  the 
“negative”  reactions  from  the  distributions  for 
other  states,  the  sizes  of  the  remaining  or  “positive” 
reactions  were  shown  to  be  distributed  differently 
in  different  parts  of  the  countiy.  For  example,  in 
Arizona  and  New  Mexico,  there  were  fewer  large 
reactions  but  more  small  ones  than  in  West  Vii- 
giana  and  Maryland.  Infection  with  Coccidioides 
immitis  is  known  to  be  prevalent  in  the  southwest, 
and  a substantial  proportion  of  the  reactions  to 
histoplasmin  in  this  region  unquestionably  are 
small  because  they  are  cross-reactions.  But,  as  far 
as  is  known,  Coccidioides  does  not  exist  in  Louisiana, 
Nebraska,  and  the  southeast,  yet  in  these  regions, 
too,  there  was  a disproportionte  increase  in  the  fi’e- 
quency  of  small  reactions.  These  should  also  prob- 
ably be  considered  cross-eractions,  though  not  at- 
tributable to  coccidioidal  infection. 

RESIDENCE  HISTORIES  CHECKED 

The  veiy  low  frequency  of  large  reactions  to  his- 
toplasmin in  the  northwestern  states  raises  some 
questions  as  to  their  source.  Because  of  the  high 
frequency  of  migration  to  the  northwest  from  the 
east-central  states  (where  histoplasmin  sensitivity 
is  high),  even  a few  errors  of  ommission  in  the 
residence  histories  of  the  recruits  would  have  a sig- 
nificant effect.  Indigenous  sources  of  infection, 
though  a possibilty,  seem  faii'ly  unlikely  since  the 
few  reactors  were  widely  scattered  throughout  the 
region  rather  than  concentrated  in  single  counties 
or  localities.  Letters  were  written  to  recruits  from 
the  northwestern  states  who  had  a reaction  of  at 
least  5 mm.,  asking  for  a detailed  list  of  all  places 
they  had  ever  lived  or  visited. 

Replies  were  received  from  71,  aor  59  per  cent, 
of  the  121  questioned.  A history  of  having  been 
in  areas  where  they  might  have  acquired  histo- 
plasmin sensitivity  was  obtained  from  26  of  these, 
19  had  reactions  of  8 mm.  or  more.  In  contrast, 
among  the  45  who  had  never  been  outside  the  north- 
west, 14  had  reactions  of  8 mm.  or  more.  Thus, 
the  larger  the  reaction,  the  greater  the  likelihood 


that  the  reci-uit  had  been  in  an  area  where  histo- 
plasmin sensitivity  was  more  preaveltn  than  in  his 
home  state.  However,  if  the  few  scattered  reactions 
found  among  recniits  who  had  never  left  the  state 
are  in  fact  evidence  of  indigenous  sources  of  infec- 
tion with  Histoplasma  in  the  northwest,  then  such 
sources  would  seem  to  be  located  in  ai’eas  where 
people  rarely  go. 

OPPOSITE  SITUATION  IN  NEW 
ENGLAND 

Similar  letters  were  sent  to  a corresponding  sam- 
ple of  recruits  from  the  New  England  states  where 
the  frequency  of  reactions  was  low.  Of  34  who  re- 
plied, only  8 had  ever  lived  or  visited  in  states 
outside  New  England,  and  6 of  the  8 had  reactions 
of  8 mm.  or  more.  However,  of  the  total  of  18 
with  reactions  of  8 mm.  or  more,  12  had  never  left 
the  area. 

Thus,  in  contrast  to  the  northwest,  it  seems  like- 
ly that  sources  of  infection  are  present  in  one  or 
more  of  these  states. 

From  the  analysis  in  the  present  report,  based 
on  the  use  of  a repetitive  analog  computer  to  esti- 
mate the  frequencies  of  specific  reactions  and  cross 
reactions,  it  becomes  possible  to  account  for  some 
of  the  othenvise  incomprehensible  variations  in  the 
distributtions  of  reactions  to  histoplasmin  among 
population  groups  in  different  geographic  ai’eas. 
Coccidioides  infection  as  the  predominant  cause  of 
cross-reactions  in  the  southwest  is  readily  accept- 
able. The  task  is  to  be  on  the  alert,  particularly 
in  the  Gulf  and  southeastern  states,  for  signs  of 
other  fungi  that  may  be  infecting  and  sensitizing 
a good  many  people  and,  perhaps,  causing  clinically 
recognizable  diseases  in  only  a few  of  them. 

It  also  appears  that  the  epidemiology  of  histo- 
plasmosis, as  well  as  other  fungus  infections,  may 
well  be  strongly  affected  by  the  density  and  move- 
ment of  populations  in  regions  where  the  organism 
exists  naturally. 

— Phyllis  Q.  Edwards,  MD,  and  Carroll  E.  Palmer,  MD.  Pub- 
lic Health  Reports,  March,  1963. 


Mumps  Followed  by  Diabetes  — E.  Hinden, 

Lancet  1:1381  (June  30)  1962. 

Pancreatitis  as  a complication  of  mumps 
is  well  known,  but  diabetes  as  a sequel  of 
this  pancreatitis  is  very  rare,  less  than  20 
cases  having  been  reported  to  date  in  the 
world  literature.  A 15-month-old  toddler 
was  admitted  to  hospital  in  diabetic  pre- 
coma, with  a blood  sugar  of  950  mg/100  ml. 
He  had  contracted  mumps  five  weeks  previ- 
ously, and  had  been  ailing  since  then.  Till 
then  he  had  been  perfectly  fit,  and  there  was 
no  family  history  of  diabetes.  His  diabetes 
has  now  persisted  for  two  years.  It  is  severe 
and  very  unstable,  and  he  has  had  to  spend 
long  periods  in  hospital. 
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A Rare  Cause  of  Gastric  Hemorrhage  — I. 

Chapman  and  N.  Lapi.  Arch  Intern  Med 

112:347  (Sept.)  1963. 

Since  its  original  description  almost  80 
years  ago,  there  have  been  rare  reports  of  a 
rupture  of  an  intramural  gastric  artery ; and 
yet  the  authors  have  observed  four  instances 
in  the  past  two  years.  In  these  cases  the 
pathognomonic  alteration  was  the  perfora- 
tion of  a preternaturally  thick-walled,  wide- 
calibered  artery  which  pursued  a tortuous 
course  within  the  submucosa.  The  tortu- 
osity was  interpreted  as  an  aneurysm  by 
previous  reporters.  The  rupture  of  the  ves- 
sel is  usually  extremely  minute.  The  diffi- 
culty of  visualizing  this  lesion  either  clin- 
ically or  anatomically  may  account  for  the 
paucity  of  previous  reports.  This  lesion  prob- 
ably accounts  for  some  instances  of  “un- 
explained” gastric  hemorrhage. 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


DOCTOR  — Does  jmur  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  P.  Cabal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Ci’aig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  P.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE 


Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  Llniversity  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 
IMuscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbuiy,  Nebraska 
National  Foundation,  Inc. 

Clinton,Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 
International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
Nebraska  Association  of  Pathologists 
Donald  Max  Fitch,  Secy.-Treas. 

University  of  Nebraska  Hospital 
Omaha,  Nebraska 
Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 
Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building 
Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Ardith  VonHousen,  President 
315  North  72nd,  Omaha 
Nebraska  Division 
American  Cancer  Society 

Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 


Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
E.  A.  Rogers,  M.D.,  M.P.H.,  President 
State  Capitol  Building,  Lincoln  9,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Building 
Lincoln,  Nebraska 

Nebraska  State  Department  of  Health 

E.  A.  Rogers,M.D.,  Director 

State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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PYLOROSPASM  • B I LIAR  Y DYS  K I N E S lA  . PANCREATITIS  • U R E TE  R A L A N D U R I N A R Y B L A D D E R S PA  S M . GASTRITIS 


PEPTIC  ULCER  • FUNCTIONAL  H Y P E R M O T I L I T Y 


• IRRITABLE  COLON 


PRO-BANTHiNE  (propantheline  bromide)  AsSUreS  AuthoHtative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthme  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach*  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-Banthine]. 

PEPTIC  ULCER  . FUNCTIONAL 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  dierapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
Ji5;136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Model!,  W.  (editor);  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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Tobacco  Industry  on  Smoking — 

(Continued  from  page  25-A) 

geon  General’s  Report  would  indicate  that 
the  mortality  rate  for  cigarette  smokers  was 
lower  than  the  average  for  all  U.S.  males. 

The  article  states  that  Thomas  H.  Bur- 
ford,  a St.  Louis  surgeon,  dismissed  the  con- 
clusions of  the  Surgeon  General’s  Report 
as  no  more  than  “a  statistical  association 
which  falls  far  short  of  providing  a causal 
connection.”  Dr.  Burford  stated  that  the 
causes  of  cancer  remain  unknown  and  until 
these  causes  are  determined,  an  alarm  about 
cigarette  smoking  is  unwarranted. 

Although  this  is  the  position  taken  by  To- 
bacco-Industry leaders  in  opposing  federal 
legislation,  the  industry  appears  to  have  in- 
dicated to  tobacco-state  Congressman  that 
a little  federal  regulation  might  not  hurt. 
The  Industry  fears  a patchwork  of  conflict- 
ing regulations  on  the  part  of  the  several 
states,  and  state  regulation  would  be  in- 
appropriate if  federal  regulation  were  to 
first  be  developed  for  the  tobacco  industry. 

(Continued  on  page  30- A) 
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TUBERCULIN,T1NETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  rn 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7099-4 
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GYNE-CYTOLOGY  LABORATORY,  INC. 

M.  Wm.  Rubenstein,  M.D. 

(PAPANICOLAOU  METHOD) 

RAPID  SERVICE 

Mailing  Kits  on  Request 

Suite  422  — 636  Church  Street 
EVANSTON,  ILLINOIS  60201 


Tobacco  Industry  on  Smoking — 

(Continued  from  page  28- A) 

Also,  to  undercut  the  Fair  Trade  Commis- 
sion’s proposed  warning  requirement,  Con- 
gress could  act  in  the  Agency’s  stead,  with  a 
less  objectionable  type  of  regulation.  With 
the  pressure  upon  Congress  to  adjourn,  it 
appears  unlikely  that  any  smoking  legisla- 
tion will  be  enacted  this  year. 

DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


PHYSICIANS'  EXCHANGE 


CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

GENERAL  PRACTITIONER  — To  join  group  in 
Omaha,  Nebraska.  Medical  School  affiliation  avail- 
able. Starting  salary  $18,000.00.  Box  41,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lincoln, 
Nebraska. 

PEDIATRICIAN — To  join  active  group  in  Oma- 
ha, Nebraska.  Medical  School  affiliation  available. 
Starting  salary  $20,000.00.  Box  39,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 

INTERNIST  — To  join  active  group  in  Omaha, 
Nebraska.  Medical  School  affiliation  available. 
Starting  salary  $18,000  00.  Box  40,  Nebraska  State 
Medical  Journal,  1315  Shai’p  Building,  Lincoln,  Ne- 
braska. 

NORTHEAST  NEBRASKA  OFFICE  — For  rent 
with  occupancy  on  October  1,  1964.  Six  year  old 
home  for  sale  or  can  be  rented.  Equipment  is  fair- 
ly new  and  population  of  town  is  8,000.  Write  Box 
44,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska. 

WANTED  — Physician  as  associate.  Salary 
open.  Contact  Walter  E.  Goehring,  M.D.,  1454  Col- 
fax Street,  Blair,  Nebraska. 


X-RAY  FOR  SALE  — Kelly-Koett,  K-9,  30 
mille  amp.  Combination  X ray  and  Fluoroscope 
with  a Bucky  Table  and  developing  tank.  Price 
$350.00.  Contact  Paul  Scott,  M.D.,  Auburn  Clinic, 
Auburn,  Nebraska.  Pbone  274-3125. 

NEWLY  COMPLETED  CLINIC  BUILDING  — 
In  Northwest  Omaha  area.  Ample  facilities  for 
two  physicians,  either  general  practitioners  or  spe- 
cialists; 2,000  square  feet  of  office  space;  newly  de- 
ve'oped  shopping  area;  attractive  rent.  Box  45, 
Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln,  Nebraska. 


LEASE  OR  SALE  — Suitable  location  in  medical 
center  for  one  or  two  more  doctors.  Five  minutes 
from  brand  new  hospital.  Modern  building,  air  con- 
ditioned. All  ready  to  go.  Prosperous  fast  grow- 
ing community.  Write  to  Box  43,  Nebraska  State 
Medical  Journal,  1315  Sharp  Building,  Lincoln,  Ne- 
braska. 

NEWLY  COMPLETED  CLINIC  BUILDING  in 
Northeast  Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Liberal  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

TWO  NEBRASKA  GRADS,  Robert  H.  Johnson 
’52  and  O.  Guy  Johnson  ’54  need  two  Doctors — GP, 
Internists  and/or  Pediatrician  for  organizing  new 
clinic  group  in  Maplewmod,  east  side  of  St.  Paul, 
Minnesota.  Completely  modern  and  newly  equipped 
medical  clinic  building.  Contact  Johnson  Clinic  at 
739-5050  or  write  to  2716  Upper  Afton  Road,  St. 
Paul,  Minnesota. 

MAYO  FOUNDATION  FELLOWSHIPS  In 
anesthesiology  at  the  Mayo  Clinic  are  available 
quarterly,  beginning  July,  October,  January  and 
April.  Two  and  three  year  programs  are  fully  ap- 
proved by  the  Residency  Review  Committee  of  the 
A.M  A.  and  the  American  Board  of  Anesthesiology. 
Stipends  increase  annually  to  $4200  third  year.  Cur- 
riculum allows  study  towards  a graduate  degree 
from  the  University  of  Minnesota. 

ACTIVE  GENERAL  PRACTICE  — Western  Ne- 
braska. county  seat  with  new  fully  equipped  hos- 
pital, laboratory,  radiologist  and  anesthesia  seiw- 
ices.  Another  M.D.  in  town.  Write  Box  757,  Chap- 
pell, Nebraska. 

14  MAN  IOWA  CLINIC  GROUP  — Needs  third 
Generalist  in  busy  family  practice  section.  This 
situation  would  be  especially  suited  to  a Generalist 
who  has  become  tired  of  solo  practice  and  who 
would  like  the  benefits  of  a group  association. 
Partnership  in  two  years.  Write  Box  46,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-!-Codeine.  Dosage;  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma^Compound  § 

carisoprodol  200  mg.,  acetoptienetidin  160  mg.,  caffeine  32  mg. 

Soma^Compound+Codeine  j 

carisoprodol  200  mg.,  acetophenefidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

^©WALLACE  LABORATORIES  J Cranbury,  N.J. 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 

...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp-Esidrix' 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp]...was 
combined  with  hydrochloro- 
thiazide [Esidrix].”! 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 
disease.”^ 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide  but  has  the  added 
advantage  of  causing  fewer 
side-effects.”^ 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

Esidrix  (h^J dr 0 chlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects  : 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide;  Tablets  #1  (white), 
each  containing 0.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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AH  day  long 

. . . keeps  the  patient  calm, 
and  the  mind  clear. 


AH  night  too 

. . . aids  restful  sleep,  with 
no  barbiturate  hangover. 


MEPROSPAIM-400 

(MEPROBAMATE  400  MG.  SUSTAINED  RELEASE] 


Simplified,  convenient  dosage  for  emotional  relief. 


Side  effects:  ‘Meprospan’  (meprobamate,  sustained  release) 
is  remarkably  free  of  untoward  reactions.  Daytime  drowsiness 
has  not  been  reported.  Rare  allergic  or  idiosyncratic  reactions 
may  occur,  generally  developing  after  1-4  doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions 
to  meprobamate  contraindicate  subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause 
drowsiness  or  visual  disturbances,  the  dose  should  be  reduced. 
Operation  of  motor  vehicles  or  machinery  or  other  activity 
requiring  alertness  should  be  avoided  if  these  symptoms  are 
present.  Effects  of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Prescribe  cautiously  and  in  small  quantities 


to  patients  with  suicidal  tendencies.  Massive  overdosage  may 
produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse.  Consider  possibility  of  dependence,  par- 
ticularly in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 

Complete  product  information  available  in  the  product  pack- 
age, and  to  physicians  upon  request. 

Usual  adult  dosage:  One  400  mg.  capsule  or  two  200  mg. 
capsules  at  breakfast;  repeat  with  evening  meal. 

Supplied:  ‘Meprospan’-400  (meprobamate  400  mg.),  ‘Mepro- 
span’-200  (meprobamate  200  mg.),  each  in  sustained-release 
capsules.  Both  potencies  in  bottles  of  30. 
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helps  hay  fever 
patients  forget 
the “season” 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled— to 
shrink  nasal  membranes  and  provide  inner 
space;  [T]henfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Z]ephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yidiamine)  and  Zephiran  (brand  of  benzalkonlum  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  irsaM 


nTz"^  Nasal  spray 


VWn^rop 


Winthrop  Laboratories 
New  York  18,  N.Y. 
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Why  You  Should 


A New  Bukk ! 


You  get  the  model  and  equipment  of  your  choice. 

Monthly  car  expense  is  firmly  established  for  term  of  lease. 
Irksome  details  of  tax,  license,  insurance,  maintenance, 
and  trading  are  handled  by  us. 

One  monthly  check  takes  care  of  all  expenses. 

You  free  your  funds  for  profitable  investment. 

Time  is  saved  in  computing  year-end  tax  liability. 

ENJOY  YOUR  AUTOMOBILE  MORE  BY  LEASING  A BUICK! 


Phone 

434-5976 


MOWBRAY 

BUICK  - RAMBLER 


421  No.  48th 
Lincoln,  Nebr. 


Current  Comment 

Xon-Orsanization  Man — 

With  the  above  title,  an  editorial  in  the 
Pennsylvania  Medical  Journal  describes  a 
doctor,  real  or  hypothetical,  who  is  a good 
and  faithful  man  and  devoted  to  his  pa- 
tients. He  continues  to  perfect  his  ability  in 
order  that  he  will  be  a better  and  more  ef- 
fective physician.  As  a specialist,  he  strives 
to  learn  more  of  his  segment  of  the  art  of 
science  of  medicine. 

He  is  painfully  aware  that  as  he  is  grow- 
ing older,  new  knowledge  is  piling  up  and 
the  retrieval  of  this  information  poses  for 
him  a great  difficulty.  It  is  hard  to  be  a 
better  and  better  specialist.  He  is  also  an 
ethical  physician.  He  splits  no  fees,  slanders 
no  fellow  practitioner  and  is  considerate  of 
the  ability  of  his  patients  to  pay  for  medical 
care. 

Nonetheless,  our  dedicated  and  devoted 
doctor  is  unfair  to  his  profession  and  his 
fellow  practitioners.  Because  his  time  is 


limited  in  relation  to  the  things  that  he 
wishes  to  do,  he  takes  little  or  no  interest 
in  his  County  Medical  Society.  He  is  aware 
of  its  value  in  a general  way,  since  he  notes 
that  other  physicians  whom  he  respects 
attend  its  sessions.  He  finds  of  little  inter- 
est the  proceedings  of  the  County  Medical 
Society,  because  much  of  its  attention  is  to 
other  than  his  own  specialty.  The  State  So- 
ciety impresses  him  mainly  by  the  magnitude 
of  his  annual  duties. 

It  is  to  be  feared  that  he  will  learn  too 
late  that  if  he  turns  away  from  the  scien- 
tific publications  of  his  organization,  and 
ignores  his  County  and  State  Medical  So- 
ciety, limiting  himself  altogether  to  his 
own  specialty  journals,  he  will  soon  know 
all  about  very  little.  Also  he  is  depriving  his 
fellow  practitioners  and  our  society  of  the 
counsel  and  service  which  could  be  furnished 
by  a man  of  ability  and  integrity.  Now  is 
the  time  for  our  hero  to  return  to  the  life 
of  a physician,  a life  which  must  give  as 
well  as  take  and  which  has  the  whole  man 
for  his  field. 
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The 

clear 

conclusion 
from 
10  years’ 
experience... 


belongs  in  every  practice 

Miltown* 

(meprobamate) 

CM-  2026  WALLACE  LABORATORIES/Cranbury,  N.  J. 
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PESTICIDE? 
POISONING  ! 


PROTOP  AM®  CHLORIDE 

(PRALIDOXIME  CHLORIDE ) injection  and 
tablets  are  now  available  on  prescription  for 
treatment  and  prophylaxis  of  poisoning  with 
pesticides,  chemicals  and  drugs  having  anticho- 
linesterase activity.  This  drug  is  a specific  anti- 
dote against  parathion,  tepp  and  related  agri- 
cultural chemicals. 

May  we  suggest  that  you  maintain  a supply 
of  PROTOPAM  ( pralidoxime ) at  hand  at  all  times. 
Emergency  Kit  provides  diluent,  syringe  and 
needle  for  emergency  injection  in  field,  factory 
or  home. 

No  side  effects  have  so  far  been  reported  in 
the  clinical  use  of  this  drug.  Prophylaxis  is  rec- 
ommended, at  present,  only  for  short  episodes 
because  of  incomplete  information  on  tolerance 
to  the  drug  when  taken  over  prolonged  periods. 
Regular  orders  through  usual  sources  of  supply. 

IN  emergencies;  telephone  212  AL  4-1140. 

-^CAMPBELL  PHARMACEUTICALS,  INC. 

121  EAST  24th  ST.  NEW  YORK,  N.Y.  10010 


My  psychiatrist  says  I have  a serious  emo- 
tional problem  . . . darling,  what’s  a nympho- 
maniac ? 


Current  Comment 

Nursing  Education  in  Evolution — 

Nursing  education,  as  other  forms  of  edu- 
cation, has  changed  by  evolution.  Unlike 
most  of  the  other  systems  however,  nursing 
education  seems  not  to  have  moved  from  one 
phase  to  the  next,  but  to  have  retained  the 
old  patterns  as  new  patterns  are  added  to 
the  original  structures.  In  a special  article 
in  the  New  England  Joutmal  of  Medicine, 
Ruth  Sleeper,  RN,  reviews  the  development 
of  education  for  nursing.  Beginning  in  1860 
with  the  influence  of  Florence  Nightingale, 
the  education  of  nurses  was  centered  in  the 
hospital.  Miss  Nightingale  envisioned  the 
school  as  independent  of  the  hospital  but 
using  the  facilities  of  the  hospital  with  a 
matron  responsible  directly  to  the  Board  of 
Control  for  the  school  and  to  a separate 
Board  of  Control  for  the  hospital.  The  sys- 
tem of  Miss  Nightingale  was  never  com- 
pletely imported  into  the  United  States  and 
the  independence  of  the  school,  as  well  as 
the  authority  of  the  matron  was  soon  ab- 
sorbed into  the  organizational  structure  of 
the  hospital. 

Training  schools  multiplied  rapidly  and 
with  little  regard  for  any  educational  objec- 
tive beyond  the  immediacy  of  patient  care 
and  the  need  for  nurses  in  the  hospital. 

By  1927,  the  number  of  institutions  with 
schools  of  nursing  exceeded  2,000,  and  alarm 
resulted  from  the  lack  of  sound  standards, 
leading  to  the  development  of  a standardiz- 
ing or  accrediting  system  for  the  establish- 
ment of  standards  of  training. 

By  1909,  a basic  school  of  nursing  had  been 
established  at  the  University  of  Minnesota. 
This  was  a three  year  program  in  some  re- 
spect similar  to  its  hospital  counterpart.  Its 
relation  to  the  University  was  assured  and 
its  philosophy  was  one  of  education  as  well 
as  training  and  thus  was  established  a sec- 
ond system  for  the  education  of  the  nurse. 
At  the  present  time,  with  National  Organiza- 
tion for  the  Standardization  of  Curriculum, 
a four  year  degree  program  offered  by  a 
university  has  become  well  established  as  a 
second  method  for  the  production  of  nurses. 

(Continued  on  page  11-A) 
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HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 


The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 


For  professional  samples,  just  write  The  Bayer  Company,  Dept.  112,  1450  Broadway,  New  York  18,  New  York 
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o ^ I ■ ^ brand  of  phenylbutazone 

But3ZONdin  TabletsoflOO  mg. 


Butazolidir! 

alka 


It  works! 


Each  capsule  contains: 
phenylbutazone,  100  mg. 
dried  aluminum 
hydroxide  gel,  100  mg. 
magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 

Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 


Division  of  Geigy 


Chemical  Corporation 


Ardsley,  New  York 


^ ' 


FitlH  F^oor  Kv\p 


The  Nebraska  Blue  Cross-Blue  Shield  plans  recently  announced  the 
availability  of  two  new  programs  designed  to  meet  the  special  needs  of 
participating  physicians,  their  employees  and  families.  The  response 
to  this  new  offering  at  group  rates  has  been  overwhelming,  and  member- 
ship cards  and  policies  will  be  mailed  as  quickly  as  they  are  processed. 
Your  acceptance  once  again  points  up  the  physicians’  confidence  in 
Nebraska  Blue  Cross-Blue  Shield . . . Thank  you.  Doctor! 

First  in  Nebraska... First  in  the  World 


r 

\ 1964  ^ 


Kilpatrick  Bldg.,  Omaha,  Nebr. 


Nursing  Education  in  Evolution — 

(Continued  from  page  8-A) 

What  started  in  1952  was  a research  proj- 
ect in  seven  junior  colleges  evolved  into  a 
third  plan  for  the  production  of  nurses.  It 
was  a plan  involving  junior  colleges  direct- 
ed to  those  students  interested  in  both  fur- 
ther general  education  and  nursing.  The 
plan  was  college  directed  and  financed  and 
the  students  went  into  the  hospital  for  ex- 
perience related  only  to  the  students  learning- 
needs.  By  1957,  this  third  system  of  nursing 
education  was  definitely  under  way. 

It  became  evident  during  World  War  II 
that  the  supply  of  nurses  would  not  keep 
pace  with  the  growing  demand  for  their 
services.  An  increase  in  the  number  of  li- 
censed practical  nurses  was  offered  as  a 
means  of  closing  the  gap  between  the  supply 
and  the  demand  for  registered  nurses.  Both 
secondary  school  programs,  frequently  in 
high  schools  and  supported  in  part  by  the 
Federal  Government  were  introduced.  These 
programs,  12  to  15  months  in  length  in- 
creased to  662  in  1960.  The  practical  nurse 
now  supplies  an  important  segment  of  the 


nursing  personnel  in  hospitals  and  nursing 
homes. 

Today  there  are  875  three  year  hospital 
programs,  84  two  year  programs  in  com- 
munity or  junior  colleges  and  176  four  year 
programs  conducted  by  colleges  and  univer- 
sities. Approximately  50,000  student  nurses 
are  admitted  to  studies  in  all  of  these  pro- 
grams each  year.  Nearly  25,000  students 
are  admitted  each  year  for  practical  nurse 
programs. 

There  is  general  agreement  that  there  is 
a growing  need  for  nurses  and  special  study 
groups  have  recommended  increases  in  every 
category  of  nursing  personnel.  The  hos- 
pital school,  which  apparently  accommodates 
84  per  cent  of  nursing  students,  exclusive  of 
practical  nurse  students,  is  expected  to  pro- 
vide the  backbone  of  the  nursing  for  direct 
patient  care  for  many  years  to  come.  This 
type  of  school  faces  many  problems,  the  out- 
standing one  being  financial  support.  Years 
ago,  the  student  nurse  provided  more  service 
than  the  cost  of  conducting  the  school.  Far 
(Continued  on  page  16-A) 
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haven’t  had  opening  in  hoih  nostrils  for  years”* 

(clearly  decongested  with  Dimetapp) 


Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 
Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 
Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 


FOR  NASAL  DECONGESTION  UP  TO  1012  HOURS’  CLEAR 
IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


DimetaimExlenlab^ 


(Dimetane*[brompheniramine  maleate],  12mg.;  Phenylephrine  HCI,  15mg.; 
Phenylpropanolamine  HCI,  15  mg.) 


BRIEF  SUMMARY:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications: 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

♦Clinical  report  on  file,  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VA. 


In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’ (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (‘‘numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soimf  Compound  S 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acefophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\?/®WALLACE  LABORATORIES  J Cranbury,  N.J. 


CSO-9193 


ANOTHER  FIRST 

from  The  American 
Tobacco  Company 


ANALYSES  OF  THE  SMOKE  OF  SAMPLES  OF  MONTCLAIR  CIGA- 
RETTES  ARE  MADE  PERIODICALLY  BY  AN  INDEPEND- 
ENT RESEARCH  LABORATORY.  ANALYSES  DURING  THE 
MOST  RECENT  TEST  PERIOD  PRIOR  TO  THE  MANUFAC- 
TURE OF  THE  CIGARETTES  IN  THIS  PACKAGE  AVERAGED: 


“TAir*5.2  Ma 
NICOTINE  0:5  MG. 


PER  CIGARETTE 
PER  CIGARETTE 


•SMOKE  COMPONENTS  COMMONLY 
BUT  INACCURATELY  CALLED  ‘TAR". 


CD 

Cvj 

Id 

s 


FIRST 

With  A Charcoal-Menthol  Filter' 

FIRST 

Menthol  With  "Tar”  And 
Nicotine  Test  Results 
On  The  Pack! 


SMOKE  MONTCLAIR! 

The  Menthol  Is  In  The 
Charcoal-Menthol  Filter.  Just 
Enough  In  Every  Puff  Makes 
Every  Puff  A Pleasure! 
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Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin® 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections,  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

•Hammerl,  H.:  Wien.  Med. 
Wschr.  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective...often  when  others  fail 

Signemyciri 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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Gilmour- Danielson 

/*/  DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432- 1 246  Phone  432-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 


Established  1927 


Nursing  Education  in  Evolution — 

(Continued  from  page  11-A) 

from  saving  money,  a school  now  adds  to  the 
hospital  deficit  and  national  studies  indicate 
that  the  total  cost  of  the  school  for  each 
year  brings  us  from  $2100  to  $2700.  The 
median  value  of  student  contribution  to  the 
hospital  service  per  year  in  the  same  study 
was  $600. 

Preparations  for  the  future  nursing  edu- 
cation should  not  be  guided  either  by  senti- 
ment for  old  patterns  or  by  uniformed  en- 
thusiasm for  new  ones.  Nursing  educators 
have  the  responsibility  of  planning  the  edu- 
cational programs  that  will  develop  the  skills 
needed  for  the  future. 


A Remedy  for  Division — 

One  of  medicines  most  difficult  prob- 
lems is  the  splintering  of  the  profession. 
The  division  of  one  group  against  another 
has  weakened  the  profession’s  over-all  ef- 
fectiveness. 

A spirit  of  cohesiveness  and  unity  has 


been  impaired  by  an  increasing  number  of 
medical  meetings  with  a scattering  of  the 
interest  of  physicians. 

A remedy  for  this  division  has  developed 
in  the  Texas  Medical  Association  as  de- 
scribed in  the  Journal  of  this  organization. 
An  editorial  notes  that  the  problem  was 
approached  directly  in  1954,  when  every  spe- 
cialty in  related  medical  organization  in 
the  state  was  contacted  by  the  president  of 
the  Texas  Medical  Association.  The  problem 
was  outlined.  It  was  emphasized  specialty 
society  meetings  and  postgraduate  assemblies 
could  not  take  the  place  of  a medical  organ- 
ization with  its  county,  state  and  national 
components.  Specialty  societies  were  urged 
to  join  with  the  state  association  for  mutual 
endeavors  to  strengthen  the  entire  profes- 
sion. 

The  effort  has  been  successful  as  indicated 
by  the  fact  that  at  the  annual  session  of 
the  Texas  Medical  Association,  27  specialty 
and  related  societies  now  meet  concurrent- 
(Continued  on  page  18-A) 
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Of  507  patients  with  confirmed 
ear,  nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin*^ 


Note: 

Adams,*  whose  50  patients 
included  20  with  ENT 
infections,  stated  that 
Signemycin  "was  particu- 
larly valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 
and  in  patients  to  whom 
penicillin  could  not  be 
given.”  All  his  cases  re- 
sponded within  five  days; 
in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

•Adams,  J.:  J.  Term.  Med.  Ass. 
50:446,  Nov.,  1957. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Otitis  media 

90 

86 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

Tonsillitis  and  peritonsillitis 

163 

153 

Various 

24 

23 

Totals 

507 

465  (91.7%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

capsules  (250  mg.) 


tetracycline  HCi,167  mg.; oleandomycin 
as  triacetyloleandomycin,  83  mg. 


Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 


Science  for  the  world’s  well-being®  Since  1849 

PFIZER  LABORATORIES  Division, Chas.PfizerS.  Co.,  Inc.New  York,  New  York  1001 7 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


17-A 


A Remedy  for  Division — 

(Continued  from  page  16- A) 

ly.  There  is  collaboration  in  the  obtaining 
and  sharing  of  guest  speakers  so  as  to  pro- 
duce a very  comprehensive  scientific  pro- 
gram. Attendance  at  the  annual  session  has 
doubled  in  the  past  ten  years.  There  are 
regular  meetings  of  representatives  of  the 
societies  with  the  officers  of  the  state  asso- 
ciation. Officers  of  specialty  societies  con- 
tributing editorials  and  articles  to  the  state 
journal,  thus  enhancing  its  value  to  the  en- 
tire profession.  There  is  a coordination  of 
legislative  objectives  and  programs.  Cooper- 
ation has  worked  well. 

Attitudes  Toward  Rehabilitation — 

Although  physicians  in  America  are  vital- 
ly interested  in  rehabilitation  and  most  stand 
ready  to  assist,  there  are  some  who  do  not 
understand  the  programs.  An  editorial  in 
the  Texas  State  Journal  of  Medicine  states 
that  the  doctor  by  constant  training,  is  an 
individual  entity  and  does  not  respond 
readily  to  group  situations  and  team  ap- 


proaches to  medical  problems.  The  modern 
concept  of  rehabilitation  involves  a team 
composed  of  professionals,  technicians,  ad- 
ministrators, specialists,  and  laymen.  The 
physician  is  an  important  member  on  this 
team  and  must  be  made  aware  of  his  special 
role  in  this  community  program.  The  physi- 
cian, observing  that  the  program  is  institut- 
ed and  carried  out  in  some  cases  by  laymen, 
may  be  reluctant  to  discover  and  utilize  the 
existing  or  planned  programs  and  services 
available  to  his  patients. 

The  phj^sician’s  basic  training  demands 
that  he  have  concern  for  restoring  the  sick 
and  injured  to  full  health.  Modern  medi- 
cine has  as  its  goal  the  treatment  of  the 
whole  man  and  is  no  longer  satisfied  in 
treating  only  the  disease.  Treatment  of  the 
whole  man,  rather  than  treatment  of  his 
disease  only,  requires  not  only  the  efforts  of 
the  individual  physician  and  those  trained 
in  all  phases  of  rehabilitation,  but  the  cor- 
relation and  coordination  of  work  done  by 
all  of  these  agencies,  which  can  best  be  done 
by  the  patient’s  physician. 
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Of  1,021  children  with 
various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin^ 


Note: 

The  effectiveness  of 
Signemycin  was  demon- 
strated by  Chattas  and  his 
co-workers*  who  adminis- 
tered Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 
used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 
was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 
antibiotic— for  comparative 
purposes— took  three 
times  longer  to  recover. 

Chattas.  A.  et  al.:  Antibiot. 
Med.  7:300,  May,  1960. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Eye,  ear,  nose,  throat  infections 

368 

343 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

Skin  and  soft-tissue  infections 

38 

37 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

Totals 

1,021 

950  (93.0%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCI,  167  mg.; oleandomycin  PPnQI  lIPQ  171(1  ^ 

as  triacetyloleandomycin,  83  mg.  UQ^JOUICO  1 1 ly.; 

Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 
Brief  Summary  and  Bibliography  follow. 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions;  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, v/ith  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited;  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  Instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

tetracycline  HCI,  167  mg.;  oleandomycin  nonCI  iIqO  i ORfl  mn  ^ 
as  triacetyloleandomycin,  83  mg.  bdPoUlcO  lliy.j 


Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


Science  for  the  world's  well-being®  \t  fl^Pty  Since  1849 

PFIZER  LABORATCr./I?  Division, Chas  Pfizer&Co.,lnc.NewYork,New YorklOOl? 
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Current  Comment 

The  Trend  to  Specialization — 

The  ratio  of  physicians  to  population  in 
this  cosntry  has  remained  remarkably  stable 
over  a number  of  years.  Authorities  study- 
ing the  supply  of  physicians  have  pointed 
out  that  with  our  large  increase  in  population 
maintenance  of  the  present  ratio  will  be  dif- 
ficult. Discussion  of  whether  we  have 
enough  physicians  or  whether  we  should 
make  effort  to  increase  the  ratio  is  there- 
fore a matter  of  opinion.  However,  study 
of  the  facts  we  know  about  physicians  at 
work  gives  some  information  on  which  to 
base  judgment  of  future  need. 

While  the  over-all  ratio  of  physicians  to 
population  has  remained  relatively  un- 
changed, there  have  been  shifts  in  the  pat- 
terns of  practice.  The  most  consequential 
changes  during  the  past  30  years  have  been 
the  great  increase  in  specialization,  the  in- 
crease in  the  number  of  physicians  working 
in  hospitals  during  the  period  of  training, 
and  the  increase  in  those  permanently  occu- 
pied in  federal  seiwice.  Other  changes  of 


interest  have  been  the  growth  of  group  prac- 
tice and  the  increased  demand  for  physicians 
of  research  and  teaching. 

Of  these  various  recent  changes  in  dis- 
tribution of  physician  manpower,  the  most 
important  one  is  the  great  surge  in  specialty 
training  and  specialization.  But  there  has 
not  been  a corresponding  increase  in  specialty 
board  certification.  Currently,  less  than 
half  of  those  devoting  full  time  to  practice 
in  a specialty  have  been  certified  by  the  ap- 
propriate specialty  board.  Undoubtedly 
among  the  uncertified  are  many  capable  in- 
dividuals, but  there  is  question  whether  too 
many  physicians  who  are  unable  to  qualify 
for  specialty  training  or  are  unwilling  to  do 
so  are  practicing  as  specialists. 

Review  of  the  figures,  then,  on  where 
physicians  work  does  not  show  any  great  de- 
cline in  the  number  of  physicians  available 
for  care  of  the  public.  The  profession  is 
still  essentially  in  private  practice,  but  in- 
creasingly as  specialists  rather  than  as  fam- 
ily physicians  or  general  practitioners.  — 
Health  Information  Foundation 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 
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in  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B,  (ThiamineMononitrate)  10  mg. 


Vitamin  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B*  (Pyridoxine  HCI)  2 mg. 

Vitamin  B| 2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
reiated  to  an  organic  condition 

-add  ‘Depror  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol" 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  'Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  ‘Deprol’,  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgica 
Supply  House 

Phone  HE  5-2105 


2415  "O"  St.,  Lincoln  1.  NcbrosLo 

AUTHOKIZEO  CONTRACT  AGENT 


Current  Comment 

Twenty-three  Physicians  and  Dentists  to  Join 
Project  HOPE  in  Ecuador — 

Twenty  physicians  and  three  dentists  com- 
prise the  fifth  and  final  rotation  team  that 
will  join  the  teaching-training  hospital  ship 
SS  HOPE  currently  winding  up  a ten-month 
medical  mission  to  Guayaquil,  Ecuador,  Dr. 
William  B.  Walsh,  president  of  Project 
HOPE,  announced  July  28  in  Washington, 
D.C. 

The  group  will  join  the  ship’s  medical 
staff  on  July  31  and  will  remain  with  the 
ship  until  it  leaves  Guayaquil  on  September 
4 for  the  African  Republic  of  Guinea.  The 
rotators  will  remain  in  South  America  fol- 
lowing the  departure  of  the  ship,  some  work- 
ing in  on-shore  outpatient  clinics  established 
in  and  near  Guayaquil,  others  joining 
HOPE’S  contingent  of  25  medical  personnel 
working  in  the  Trujillo-Salaverry  area  of 
northwestern  Peru. 

Rotators  serve  for  periods  of  two  months 
at  a time  without  pay  and  supplement  the 
ship’s  permanent  corps  of  84  physicians, 
nurses,  and  technical  personnel  who  are  at- 

( Continued  on  page  31- A) 


And  what  is  it  about  all  these  men  you  like? 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”’ 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 

Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 

Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.;  Overweight  /iCitrai/r,  New  York,The  Macmillan  Company,  1948, p.  16. 

Smith  Kline  & French  Laboratories 


£ KA  T £0£*Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 
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ARTHRALGEN’  helps  free 


ARTHRALGEN® 

Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated  analgesic  formula- 
tion of  time-tested  ingredients,  works  faster  to  free 
the  arthritic  from  his  pain  without  salicylate  side 
effects.  Since  its  analgesic  components  require 
no  chemical  conversion  to  act  in  the  body,  Ar- 
thralgen's  pain  relieving  benefits  are  immediately 
available  to  provide  a smoother,  more  rapid  ob- 
tundation of  pain  than  can  be  achieved  with  many 
true  salicylates. 

Arthralgen  is  especially  useful  for  the  prompt 
relief  of  early  morning  stiffness  and  pain  with  less 
risk  of  gastric  irritation.  And  since  Arthralgen 
contains  no  sodium  it  is  safe  for  long-term  use  in 


arthritics  who  have  other  conditions  which  neces' 


sitate  sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 

Salicylamide 250  me 

Acetaminophen 250  me 

Ascorbic  acid  (Vitamin  C) 25  me 

Prednisone 1 me 


The  basic  Arthralgen  formulation  plus  predni 
sone  is  indicated  for  patients  who  require  steroid; 
Prednisone  has  three  advantages  over  cortisoni 
hydrocortisone,  and  ACTH.  They  are:  (1)  lack  ( 
sodium  retention,  (2)  absence  of  increased  pota. 
sium  excretion,  and  (3)  the  unlikelihood  of  steroii 
induced  hypertension.* 

BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are  indicated  I 
the  management  of  rheumatoid  arthritis,  acul 


arthritic  joints  from 


gouty  arthritis,  rheumatoid  spondylitis,  osteoar- 
thritis, bursitis,  fibrositis,  and  neuritis.  Arthralgen 
may  be  used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four  times  a day. 
After  remission  of  symptoms,  dosage  should  be 
reduced  to  the  minimum  maintenance  level. 

SIDE  EFEECTS:  Nausea,  Gl  upset,  or  mild  salicy- 
lism  may  rarely  occur.  Symptomsof  hypercorticoid- 
ism  dictate  reduction  of  dosage  of  Arthralgen-PR. 

PRECAUTION:  Reduction  in  dosage  of  Arthral- 
gen-PR given  overa  long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersensitivity  to  any 
ingredient. 

As  with  any  drug  containing  prednisone,  Arthral- 
gen-PR  is  contraindicated,  or  should  be  adminis- 


\ 


tered  only  with  care,  to  patients  with  peptic  ulcer, 
tuberculosis,  nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  in- 
fection, or  predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in 
patients  with  uremia  and  viral  infections,  including 
poliomyelitis,  vaccinia,  ocular  herpes  simplex,  and 
fungus  infections  of  the  eye.  It  is  also  contraindi- 
cated in  patients  with  chicken  pox  or  susceptible 
persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored)  and  Arthral- 
gen-PR  (yellow,  scored)  tablets  are  available  in 
bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC. 

RICHMOND,  VIRGINIA 


ANY  PAIN 

not  severe  enough 
to  require  morphine 
is  an  indication  for 

‘Empirin’Xompound 
with  Codeine 


100 


‘EMPIRIN’®^ 
Compound  itS 

with 

Codeine  Phosphate,  No.  3 

Eoch  tobiet  conloins 


Codeine  Phosphore  (32.4  mg.)  gr.  1/2 
Warning. — May  Be  Habit  Forming 


‘EMPIRIN’  COMPOUND  with  CODEINE  No.  3 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Twenty-three  Physicians  and  Dentists  to  Join 
Project  HOPE  in  Ecuador — 

(Continued  from  page  26- A) 

tached  to  the  HOPE  for  the  duration  of  a 
medical  mission. 

The  floating  medical  center  left  New  York 
on  November  20  of  last  year  for  Guayaquil 
and  will  return  there  on  September  16  for 
a two-week  lay-over  before  proceeding  to 
Conakry,  Guinea’s  capital  city.  The  vessel  is 
expected  to  remain  in  Conakry  until  late 
August  of  next  year. 

AHA  Explains  Rising  Hospital  Costs — 

Chicago,  111.,  August  1 — Hospital  labor 
costs  — the  prime  factor  in  rising  hospital 
costs  — have  increased  545  per  cent  since 
World  War  II,  the  American  Hospital  As- 
sociation disclosed  in  its  annual  survey  of  the 
nation’s  hospitals. 

Largely  as  a result  of  increased  wage 
costs,  the  average  cost  to  the  hospital  for 
each  day  a patient  spends  in  the  hospital 
has  risen  from  $9.39  in  1946  to  $38.91  in 
1963,  an  increase  of  314  per  cent,  the  survey 
shows. 

(Continued  on  page  37-A) 


In  long-term 
treatment 
ofyourpatients- 
with  coronary 
insufficiency. 


MORE  HELP  FOR 


THE  STRICKEN  HEART 


■ PETN  (pentaerythritol  tetranitrate)  to  in 
crease  oxygen  supply 


■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  ??o<  cause  depression. 

Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘^^iltrate’  sliould  be  given  witli  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE‘ 

meprobamate  200  mg. -i- pentaerythritol  tetranitrate  10  mg. 


\'1//^WALLACE  LABORATORIES /Cra«6«ry,  N.J. 
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for  a better  blood 
pressure  response,  add 
rauwolfia  to  a thiazide 

...for  a better  blood 
pressure  response 
with  less  risk  of 
rauwolfia  side  effects: 
Singoserp'-Esidrix* 

(syrosingopine  and  hydrochlorothiazide  CIBA) 


Better  blood  pressure 
response  than  with  a 
thiazide  alone 
“A  dramatic  potentiating 
hypotensive  effect  with 
excellent  reductions  in  pres- 
sure was  noted  when  syro- 
singopine  [Singoserp] . . .was 
combined  with  hydrochloro- 
thiazide [Esidrix].”^ 

Lower  thiazide  dosage 
“Hydrochlorothiazide 
[Esidrix]  lowers  the  blood 
pressure,  and  its  antihyper- 
tensive activity  is  poten- 
tiated by  syrosingopine 
[Singoserp],  allowing  for  a 
reduction  of  the  dose  of 
diuretic  substance  without  a 
decrease  in  control  of  the 

disease. ”2 

Less  risk  of 
rauwolfia  side  effects 
“The  combination  of  syro- 
singopine [Singoserp]  and 
hydrochlorothiazide 
[Esidrix]  not  only  has  the 
hypotensive  effects  of  reser- 
pine  and  hydrochlorothia- 
zide but  has  the  added 
advantage  of  causing  fewer 
side-effects. 


Indications:  Mild  to  moder- 
ate hypertension,  especially 
when  complicated  by  edema. 


Average  Dosage:  1 Tablet  #2 
(syrosingopine  1 mg. /hy- 
drochlorothiazide 25  mg.) 
t.i.d.  For  patients  requiring 
less  syrosingopine,  substi- 
tute Tablet  #1  (syrosingo- 
pine 0.5  mg. /hydrochloro- 
thiazide 25  mg.) . 

Side  Effects  & 
Precautionary  Measures 

Singoserp  (syrosingopine): 
Use  cautiously  in  patients 
with  peptic  ulcer.  Discon- 
tinue several  weeks  prior  to 
surgery,  if  possible. 
Occasional  side  effect : nasal 
congestion.  Rare  side  effects: 
gastric  irritation,  drowsi- 
ness, fatigue,  nausea,  head- 
ache, emotional  depression, 
skin  rash,  restlessness, 
anxiety. 

E sidrix  (hydrochlorothia- 
zide): Watch  for  signs  of 
fluid  or  electrolyte  imbal- 
ance. Further  electrolyte 
depletion  may  cause  hypo- 
chloremic alkalosis  and 
hypokalemia.  Since  the  lat- 
ter may  precipitate  digitalis 
intoxication,  watch  care- 
fully patients  taking  digi- 
talis or  its  glycosides. 

Pay  special  attention  to 
electrolyte  balance  of  pa- 
tients with  severe  renal  or 
hepatic  insufficiency.  In 
patients  with  cirrhosis  and 


ascites,  watch  for  symptoms 
of  impending  hepatic  coma. 
Contraindicated  in  patients 
with  oliguria  and  complete 
renal  shutdown. 

Rare  reactions:  purpura 
with  or  without  thrombocy- 
topenia, skin  rash,  photo- 
sensitivity, urticaria.  Thia- 
zides may  decrease  glucose 
tolerance ; use  cautiously  in 
diabetics.  Hyperuricemia 
may  occur  but  is  readily 
reversed  by  a uricosuric 
agent. 

Occasional  side  effects  : 
nitrogen  retention  (in  hyper- 
tensive patients),  nausea, 
anorexia,  headache,  restless- 
ness, constipation. 

Supplied 

Tablets  #2  (white),  each  con- 
taining 1 mg.  syrosingopine 
and  25  mg.  hydrochlorothia- 
zide ; Tablets  #1  (white), 
each  containingO.5  mg.  syro- 
singopine and  25  mg.  hydro- 
chlorothiazide. 
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thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  try  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thrown  for  a 
loss— back  outside.  This  "cm-tain  of  ah’,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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BLUE  SHIELD’S  20TH  ANNIVERSARY 

This  year  marks  the  20th  anniversary  of 
the  founding  of  the  Nebraska  Blue  Shield 
plan  by  members  of  the  Nebraska  State  Med- 
ical Association. 

The  phenomenal  growth  and  success  of 
the  past  20  years  is  a great  tribute  to  the 
vision,  courage,  work,  and  foresight  of  the 
small  group  of  founders  of  Nebraska  Blue 
Shield.  Starting  with  the  California  plan 
in  ’39,  followed  later  in  1939  by  Blue  Shield 
plans  in  Michigan  and  Western  New  York 
(Buffalo),  Blue  Shield  has  grown  to  where 
it  now  comprises  a network  of  83  inde- 
pendent plans  in  the  United  States,  Canada, 
and  Jamaica  coordinated  by  the  National 
Association  of  Blue  Shield  Plans  of  Chicago, 
which  was  incorporated  in  1946. 

From  barely  12  million  subscribers  in  1949, 
10  years  after  its  inception,  membership  in 
the  succeeding  15  years  has  soared  to  over 
53  million.  Benefits  paid  to  a record  53,- 
450,349  Blue  Shield  subscribers  in  1963 
topped  the  billion  dollar  mark  for  the  first 
time. 

What  are  the  reasons  for  such  an  outstand- 
ing growth  record? 

Coming  out  of  the  depression  in  the  late 
’30’s,  Americans  felt  the  need  for  a vehicle 
which  would  enable  them  to  prepay  their 
medical  expenses.  The  financial  ravages  of 
the  depression  were  disasterous  to  those  who 
incurred  heavy  medical  expenses.  Bills  piled 
up  at  home  and  accumulating  medical  ex- 
penses wiped  out  savings  and  mortgaged 
earnings  for  years  to  come. 

The  government  was  ready  with  a com- 
pulsory health  insurance  program  when 
Blue  Shield  and  other  voluntary  health  care 
prepayment  plans  were  made  available  to 
the  people.  Americans,  given  the  opportun- 
ity to  choose  between  government  and  vol- 
untary health  care,  voted  with  their  dollars 
for  the  voluntary  approach  in  overwhelm- 
ing numbers.  Today,  more  than  77  per  cent 
of  the  United  States  population  has  some 
form  of  a voluntary  health  care  prepayment 
plan. 


Blue  Shield  covers  26.41  per  cent  of  the 
United  States  population,  handling  46  per 
cent  of  the  medical  and  36  per  cent  of  the 
surgical  coverage  in  the  United  States.  Close 
to  50  per  cent  of  all  those  with  some  form 
of  health  care  prepayment  protection  in  this 
country  have  Blue  Shield. 

The  main  reason  for  this  widespread  ac- 
ceptance of  Blue  Shield  is  that  benefits  have 
kept  pace  with  the  tempo  of  the  times. 
Members  always  receive  more  benefits  for 
their  health  care  prepayment  dollar  with 
Blue  Shield  than  they  could  anywhere  else. 
In  1963,  more  than  one  billion  dollars  were 
paid  out  in  benefits  for  Blue  Shield  members 
representing  90  per  cent  of  premium  income 
dollar  paid  for  benefits.  Blue  Shield  strives 
to  give  subscribers  “payment-in-full”  for 
their  medical-surgical  expenses  . . . and  these 
payments  are  accepted  as  full  payment  by 
over  125,000  United  States  physicians. 

Blue  Shield  has  discovered  that  it  now 
can  extend  benefits  that  it  once  thought  im- 
possible. Primarily,  this  is  due  to  the  unique 
relationship  that  Blue  Shield  has  with  both 
doctor  and  patient  . . . and  the  nonprofit 
character  of  the  organization. 

At  first,  many  Blue  Shield  plans  limited 
coverage  to  in-hospital  surgical  cases.  A 
few  included  obstetrical  cases  and  fewer 
offered  limited  coverage  for  non-surgical 
cases.  Some  plans  paid  for  surgical  opera- 
tions outside  the  hospital  and  a few  made 
necessary  and  formal  consultations  inside 
the  hospital  eligible  for  benefits.  Almost  all 
plans  excluded  coverage  for  diagnostic  serv- 
ices and  for  home  and  office  visits. 

Today,  Blue  Shield  plans  generally  offer 
surgical  benefits  in  or  out  of  the  hospital, 
without  limitation  to  the  number  of  proce- 
dures; obstetrical  services  in  or  out  of  the 
hospital,  including  normal  care  of  the  new- 
born; and  medical  services  in  the  hospital 
to  120  days  or  more. 

Also,  generally  offered  is  general  anes- 
thesia-service in  or  out  of  the  hospital  by  a 
physician  anesthesiologist  not  employed  by 
the  hospital ; diagnostic  or  therapeutic 
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X rays;  and  professional  laboratory  inter- 
pretations in  or  out  of  the  hospital. 

Blue  Shield,  upon  attaining  the  20th  anni- 
versary mark,  has  not  paused  to  rest  on  its 
considerable  laurels.  It  is  moving  ahead 
to  new  horizons  of  broader  coverage  for  more 
people  at  the  lowest  possible  cost. 

Arthur  J.  Offerman 


DOCTOR  ARTHUR  OFFERMAN: 
PIONEER  IN  PREPAY. 

MENT  MEDICINE 

The  fall  of  1964  marks  the  anniversary  of 
the  founding  of  Blue  Shield  in  Nebraska. 
The  practice  of  medicine  had  been  a trying 
ordeal  with  crop  failures  in  the  1930’s,  fol- 
lowed by  repeated  threats  of  socialized  medi- 
cine coming  from  the  Great  White  Father  in 
Washington.  IMoney  with  which  to  pay  hos- 


ARTHUR  J.  OFFERMAN 


pital  and  doctor  bills  had  been  extremely 
hard  to  obtain.  Many  doctors  were  locking 
their  offices  and  moving  elsewhere. 

Ten  years  prior  to  this  troubled  period,  a 
so-called  Blue  Cross  Plan  had  been  developed 
at  Baylor  University,  of  which  but  little 
was  known  here.  As  if  providentially.  Dr. 
Arthur  J.  Offerman,  together  with  a small 
group  of  Douglas  County  physicians,  hoping 
to  prevent  the  disastrous  economic  condi- 


tion from  recurring,  drew  up  a prepayment 
plan,  which  at  first  was  operative  in  Omaha 
and  Douglas  County  only  — The  Nebraska 
Surgical  Plan.  This  plan  was  so  success- 
ful in  Omaha  and  Douglas  County  that  it  was 
adopted  by  the  Nebraska  State  Medical  Asso- 
ciation in  1945,  due  very  largely  to  the  pio- 
neering efforts  of  Dr.  Arthur  J.  Offerman. 
No  history  of  prepajmient  medicine  in  Ne- 
braska and  the  North  Central  Area  would 
be  complete  without  a short  biography  of 
Dr.  Offerman  and  his  close  connection 
with  prepayment  medical  coverage. 

Dr.  Arthur  J.  Offerman  was  born  in  Oma- 
ha in  1894  and,  in  due  time,  graduated  from 
Creighton  Prep;  in  1916  he  graduated  from 
Creighton  University  School  of  Medicine  and 
was  an  intern  at  St.  Joseph’s  Hospital,  Den- 
ver, Colorado  in  1917-1918. 

On  February  5,  1918,  Miss  Clara  Abts 
of  Columbus,  Nebraska,  and  Dr.  Offerman 
were  married  in  Columbus.  On  March  17, 
1918,  Dr.  Offerman  was  commissioned  First 
Lieutenant  in  the  Medical  Corps,  was  as- 
signed to  Base  Hospital  No.  90,  and  served 
in  the  American  Expeditionary  Forces  in 
France  in  1918-1919. 

In  August  1919,  Dr.  Offerman  began  his 
work  as  a general  practitioner  in  Omaha  and 
in  1924  was  appointed  assistant  professor 
in  Creighton’s  School  of  Medicine.  He  has 
continued  as  a faculty  member  until  the 
present  date,  1964,  and  holds  the  title  of  As- 
sociate  Professor  of  Surgery. 

Dr.  Offerman  was  elected  president  of  the 
Blue  Shield  Plan  as  first  organized  in  Omaha 
and  Douglas  County  in  October,  1944  and 
has  headed  the  expanding  company.  Blue 
Shield  of  Nebraska,  to  this  date,  1964  — 
through  all  its  evolution  and  growth.  He 
was,  in  1946,  one  of  the  nine  incorporators 
of  the  National  Association  of  Blue  Shield 
Plans,  has  served  continuously  on  its  board, 
and  as  its  president  in  1957.  In  1959  Dr. 
Offerman  served  as  president  of  the  North 
Central  Conference  on  Medical  Care.  In 
1960  he  was  elected  president  of  the  Ne- 
braska State  Medical  Association.  In  addi- 
tion to  these  many  services  to  the  profession, 
he  was  a member  of  the  Nebraska  State 
Board  of  Medical  Examiners  for  10  j^ears  — 
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1943  to  1953  — and  was  chairman  of  this 
board  in  1953. 

The  foregoing  sketch  relates  some  of  Dr. 
Offerman’s  activities.  We  are  indeed  for- 
tunate to  have  such  devotion,  work,  and  ef- 
fort on  Dr.  Offerman’s  part,  utilized  in  such 
a worthwhile  cause  as  Blue  Shield  - Blue 
Cross.  Thanks  for  a wonderful  piece  of 
work.  Art. 

D.  B.  Steenburg 


SPECIALIZATION  IN  THE  SMALLER 
COMMUNITY 

AMA  figures  for  early  1964,  compared 
with  those  compiled  in  1960,  reveal  a de- 
crease of  26  per  cent  in  the  number  of  MD’s 
listed  as  full  - time  general  practitioners 
(GP).  True,  some  of  these  GP’s  have  taken 
salaried  jobs  but  the  decrease  has  been 
mainly  due  to  replacement  of  retiring  GP’s 
by  specialists  or  by  GP’s  going  into  specialty 
residency. 

Where  are  these  specialists  going  to  prac- 
tice? Obviously,  some  are  going  to  have  to 
consider  the  smaller  communities,  particu- 
larly, the  internist  and  the  general  surgeon. 
Obviously,  the  small  community  cannot  sup- 
port some  specialties  such  as  cardiovascular 
or  neurosurgery  or  the  internist  limiting  him- 
self to  gastroenterology  or  cardiology. 

What  is  meant  by  the  smaller  community? 
The  size  of  the  city  itself  may  not  be  the 
deciding  factor.  It  is  rather  the  size  of  the 
so  called  trade  area  and  this  should  prob- 
ably be  in  the  neighborhood  of  50,000  popu- 
lation in  order  to  be  considered  by  the  intern- 
ist, general  surgeon  and,  possibly,  a urolo- 
gist and  orthopedist.  The  specialist  in  ob- 
stetrics and  gynecology  and  the  pediatrician 
may  find  going  a little  tough  since  he  is 
invading  the  fields  which  are  the  back  bone 
of  the  generalist’s  practice.  One  hears  it 
frequently  that  the  internist  is  the  ideal 
family  doctor.  But  is  he?  He  does  no  ob- 
stetrics, pediatrics,  or  surgery,  so  this  neces- 
sitates that  those  specialties  be  represented 
in  the  community  and  this  may  be  impossible 
in  the  small  city.  The  general  practitioner 


is  still  the  keystone  of  total  patient  care  and 
his  survival  is  essential. 

What  are  the  important  factors  in  consid- 
ering practice  of  a specialty  in  the  small  city? 
He  must,  of  course,  have  a good  hospital  with 
good  laboratory.  X-ray  and  surgical  facili- 
ties. He  is  interested  in  radiological  and 
pathological  consultation,  which,  if  not  on  a 
full-time  basis  should  be  readily  available. 
He  should  consider  the  general  practitioners 
who  are  already  established.  Are  they  do- 
ing their  own  surgery?  Are  they  apt  to 
ask  for  consultation  and  make  referrals? 
He  will  consider  the  advantages  and  dis- 
advantages of  living  in  a smaller  community. 
He  must  consider  his  wife  and  her  wishes. 
Is  she  the  type  that  would  be  unhappy  in  a 
small  city,  for  that  matter  he  may  not  even 
consider  living  in  a smaller  community.  For 
those  who  would  prefer  to  live  in  a small 
community  there  are  many  advantages. 
Traffic  and  parking  problems  disappear. 
Recreational  facilities  multiply.  There  is 
more  opportunity  to  participate  in  commun- 
ity life  and  he  is  actually  told,  occasionally, 
that  he  is  an  asset  to  the  community,  that  his 
presence  there  is  appreciated.  This  never 
happens  in  the  “big  city.” 

As  to  the  matter  of  income,  the  potential 
may  not  be  as  great  in  the  small  city  but, 
usually,  an  adequate  income  is  reached  much 
sooner  than  in  the  large  city,  depending,  of 
course,  upon  the  type  of  specialty  practiced. 

That  this  is  the  age  of  specialization  is 
verified  by  reliable  statistics.  Location  in 
the  smaller  community  might  be  well  consid- 
ered by  the  internist  and  general  surgeon, 
perhaps,  to  a lesser  extent,  by  the  orthopedist 
and  urologist.  Consideration  of  such  a loca- 
tion by  other  specialists  might  require  con- 
siderably more  careful  evaluation.  The  ad- 
vantages of  practice  in  a smaller  community 
far  outweigh  the  disadvantages. 

B.  R.  Bancroft 


PARNATE:  OFF  AGAIN,  ON  AGAIN 

Parnate  (tranylcy promate)  was  found  to 
be  a powerful  drug  that  had  to  be  given 
with  strict  attention  to  possible  severe  side 
(Continued  on  page  501) 
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Comments  From  Your  President 


Selection  of  Dr.  Cecil  L.  Wittson  as  Dean 
of  the  University  of  Nebraska  College  of 
Medicine  is  of  more  than  passing  interest. 
Along  with  Creighton,  the  University’s  Col- 
lege of  Medicine  constitutes  a powerful  in- 
fluence on  the  development  of  both  profes- 
sional and  public  thought  on  medical  practice 
and  medical  service  in  Nebraska.  That,  for 
one  reason,  is  why  a change  in  leadership  at 
either  of  the  schools  deserves  notice. 

Dr.  Wittson  is  beginning  his  administra- 
tion with  the  strength  of  an  impressive  pro- 
fessional background.  In  South  Carolina, 
his  native  state,  he  was  graduated  with 
honors  from  the  state  university  and  re- 
ceived his  MD  from  the  Medical  College  of 
the  University  of  South  Carolina.  After 
residency  at  Central  Islip  State  Hospital  in 
New  York  he  joined  the  staff  there,  an  asso- 
ciation which  endured  from  1933  to  1950. 
One  of  his  early  assignments  was  Attending 
Psychiatrist,  Outpatient  Department,  New 
York  Psychiatric  Institute.  During  the 
World  War  II  period  he  was  on  active  duty 
for  six  years  with  the  Navy,  serving  much 
of  that  time  as  Chief  of  Psychiatry,  U.S. 
Naval  Base  Hospital,  Sydney,  Australia. 

He  begins  his  deanship  also  with  the  dis- 
tinct advantage  of  being  no  stranger  to  Ne- 
braska. He  came  here  in  1950  as  Professor 
of  Neurology  and  Psychiatry  and  depart- 
mental chairman  at  the  college  and  as  the 
first  Director  of  the  then  emerging  Nebras- 
ka Psychiatric  Institute.  In  the  succeeding 
years  the  Institute  has  earned  a wide  repu- 
tation as  one  of  the  leading  institutions  of 
its  kind  and  it  has  developed  a most  promis- 
ing momentum.  Its  programs  have  achieved 
significant  success  in  reducing  the  admis- 
sions pressure  on  our  mental  hospitals  and 
NPI  has  given  general  practitioners  a con- 
tinuing opportunity  for  further  training  in 
the  areas  of  neurology  and  psychiatry.  Much 
of  the  total  progress  NPI  has  made  results 
from  the  leadership  provided  by  Dr.  Wittson. 


His  administrative  experience  and  his  ac- 
complishments at  NPI  carried  much  weight 
with  those  of  us  who  were  asked  to  advise  on 
the  choice  of  a successor  to  Dean  Tollman. 
To  my  way  of  thinking  administrative  know- 
how, backed  by  sound  professional  training 
and  experience,  is  a vital  attribute  for  suc- 
cess as  head  of  a medical  school. 

When  the  University  authorities  an- 
nounced Dr.  Wittson’s  appointment  he  made 
a statement  in  which  he  declared,  “I  feel 
strongly  that  the  area  of  general  practice 
must  be  given  special  support.” 

That  is  a refreshing  declaration  and  it 
suggests  that  the  man  who  made  it  recog- 
nizes the  spine  of  medical  education  and 
practice  and  the  importance  thereof. 

If  we  were  not  physicians,  and  if  we 
were  not  talking  about  a college  of  medicine, 
we  could  say  at  this  point  that  the  new  dean 
has  our  best  wishes  and  that  the  rest  is  up 
to  him.  The  truth  is  that  the  rest  is  not  up 
to  him  entirely.  Some  of  the  rest  is  up  to  us. 
As  doctors  we  are  very  much  involved  in 
medical  education  and,  parenthetically,  I 
have  yet  to  meet  a fellow  physician  who  de- 
liberately denied  his  prowess  either  as  a 
teacher  or  as  an  educational  policy  maker. 

The  point  is  that  our  involvement  in 
medical  education  requires  a contribution 
of  willing  cooperation  at  the  very  least.  In 
the  inauguration  of  a new  dean  of  a medical 
school  there  is  more  at  stake  than  the  per- 
sonal success  of  a new  man  in  a new  job. 
Also  at  stake  is  a part  of  our  total  effort 
in  medical  education,  medical  service,  and 
medical  practice.  All  of  us  have  reason  to 
do  more  than  give  the  new  dean  our  best 
wishes. 

RICHARD  GARLINGHOUSE, 
President. 
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T elemeter  E lectrocardiography: 

A STUDY  OF  HEART  FUNCTION  IN  ATHLETES*! 


Distant  transmission  of  physi- 
ological information  is  not  a 
new  technique,  a method  for 
transferring  electrocardiograms  by  wire 
having  been  suggested  by  Einthoven  in 
1906d  World  War  II  and  postwar  research 
in  transmission  and  recording  of  biological 
data,  and  the  advent  of  the  transistor,  which 
made  miniaturization  possible,  have  given 
impetus  to  the  development  of  an  amazing 
array  of  biomedical  instruments  applicable 
to  the  study  of  what  might  be  called  dynamic 
physiology.  For  those  interested  in  their 
development  and  application  in  this  rapidly 
expanding  field  of  biomedical  electronics, 
reference  is  made  to  the  literature  compila- 
tion by  Geddes,2  which  is  essentially  com- 
plete to  December,  1962. 

Until  the  development  of  the  transistorized 
F.M.  transmitter,  study  of  electrocardio- 
graphic changes  in  athletes  during  dynamic 
effort  was  difficult  and  usually  limited  to 
before  -and-  after  tracings. ^ Radiotele- 
metry, however,  has  made  possible  instan- 
taneous recordings  of  the  electrocardiogram 
at  any  moment  of  exertion,  enabling  the 
study  of  cardiac  physiology  at  a level  here- 
tofore impossible.^'!®  The  first  instruments 
appearing  in  the  early  1950’s  were  cumber- 
some and  not  applicable  to  athletic  cardi- 
ology.!!-  !2  Dunn  and  Beenken,  in  1958,  enu- 
merated design  requirements  for  a precision 
telemetering  system,  stating  that  it  should  be 
compact  and  light-iv eight,  transmit  frequen- 
cies from  dc  to  1000  cycles  per  second 
(c.p.s.),  be  multichannel,  possess  ease  of 
operation  and  stability,  be  non-directional 
and  immune  to  normal  shock,  and  have  at 
least  100  hour  battery-life  and  a one-half 
mile  operating  distance. The  transmitter 
used  in  this  study  is  a refinement  of  their 
original  instrument,  and  it  meets  all  of  these 
requirements.  This  report  concerns  the  ap- 
plication of  this  instrument  and  the  technique 
of  radioelectrocardiography  to  a field  study 
of  heart  action  in  track  participants. 


KENNETH  D.  ROSE,  MD 
Lincoln,  Nebraska 
and 

F.  LOWELL  DUNN,  MD 
Omaha,  Nebraska 


Methods 

Figure  1 presents  a block-diagram  of  the 
complete  transmitting,  receiving  and  record- 
ing system.  It  consists  essentially  of  two 
subcarriers  amplitude-modulated  with  the 
physiological  data  to  be  transmitted.  One 
carrier  frequency  operates  at  2000  c.p.s.  and 
carries  the  electrocardiogram  (EGG).  A 
second  frequency,  operating  at  5200  c.p.s., 
carries  the  second  EGG,  the  temperature, 
the  pulse  or  the  respiration,  whichever  intel- 


ligence it  is  desired  to  monitor.  These  am- 
plitude-modulated audio  carrier  frequencies 
imprint  their  information  on  a radio-fre- 
quency oscillator,  transmitting  at  100  to  105 
megacycles  per  second.  It  is  this  frequency- 
modulated  signal  that  is  broadcast  from  the 
miniature  radio  carried  by  the  subject,  and 

♦Presented  at  the  Fifth  National  Conference  on  the  Medical 
Aspects  of  Sports  sponsored  by  the  American  Medical  Associa- 
tion. Portland,  Oregon,  December,  1963. 

fSupported  by  Grants  from  U.S.P.H.S.  (PHS  No.  H6402)  and 
University  of  Nebraska  Research  Council. 

Division  of  Athletic  Medicine,  University  of  Nebraska  Health 
Service,  Lincoln  (Dr.  Rose).  Biophysical  Research  Section 
of  the  Eugene  C.  Eppley  Research  Institute  for  Cancer  and 
Allied  Diseases,  Omaha  (Dr.  Dunn).  (Formerly  Cardiovascular 
Research  Laboratory,  University  of  Nebraska  College  of  Medi- 
cine). 
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which  is  picked  up  by  the  receiving  system 
and  fed  through  the  band-pass  filters  to  the 
electrocardiograph  pre-amplifiers  and  am- 
plifiers. The  amplified,  pure,  intelligence- 
signals  are  monitored  on  a twin  beam  oscillo- 
scope or  traced  on  two-channel,  direct-writ- 
ing paper  for  a permanent  record  of  the  ac- 
tion. 


Even  the  best  electronic  equipment  is  of 
little  use  in  the  absence  of  a good  sensing 
system.  Much  of  the  first  two  years  of  this 
study  were  spent  seeking  a satisfactory  elec- 
trode. Figure  2 presents  several  that  have 
been  tried,  along  with  tracings  taken  with 
the  subject  sprinting.  It  has  been  our  ex- 
perience that  electroencephalographic  needle- 


TYPES  OF  ELECTRODE 
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electrodes  give  the  best  action  i-esults.  They 
do  this  by  by-passing  skin-resistance  prob- 
lems characteristic  of  all  skin  - contact 
sensors.  However,  nontechnical  problems, 
such  as  a shortage  of  cooperative  subjects, 
dictated  that  we  modify  our  technique.  We 
now  use  a band-aid  patch  electrode  modified 
by  using  a piano-wire,  spring-clip,  lead-wire 
attachment.  This  essentially  eliminates  mo- 
tion-artefacts resulting  from  the  clothing- 
type  snap  attachment  furnished  by  the 
manufacturer.  A review  of  the  literature 
on  radiotelemetry  of  electrocardiograms  re- 
veals that  there  is  a wide  diversity  in  the 
site  of  electrode  application.  Such  diversity 
prevents  accurate  comparative  results  and 
suggests  that  the  time  is  rapidly  approach- 
ing when  a standardization  will  be  manda- 
tory. We  uniformly  use  biaxillary  applica- 
tion, the  electrodes  being  placed  in  the  fifth 
interspace  one  inch  anterior  to  the  mid- 
axillary  line,  and  supplement  this  lead  with 
a xiphoid-mid-fourth-dorsal  spinous  process 
application.  Both  of  these  are  selected  to 
minimize  somatic  muscle  tremor,  and  both 
are  represented  in  the  tracings  reported  in 
this  paper. 

Shielded,  co-axial  type  lead  wires  were 
found  essential  to  eliminate  body-capacitance 


artefacts  appearing  when  the  nonshielded 
lead  wires  accompanying  the  commercially 
supplied  patch-electrodes  were  used. 

The  radio  shown  in  Figure  3 is  a compact 
instrument  weighing  less  than  30  ounces 
(85.2  gm)  complete  with  electrodes,  lead 
wires  and  carrying  case.  During  use  it  is 
carried  comfortably  over  the  sacrum  in  a 
padded  rib  belt.  Several  carrying  methods 
were  tried,  including  helmets  and  chest  car- 
riers, but  all  were  uncomfortable  or  distract- 
ing to  the  running  athlete.  The  present 
method  was  found  to  be  highly  acceptable, 
even  for  distance  runners. 

The  major  unit  shown  in  Figure  3 trans- 
mits the  electrocardiographic  signal.  Shown 
with  it  is  a “piggy  back”  unit  for  transmit- 
ting a second  electrocardiogram.  With  this 
system  a form  of  vector  electrocardiogram 
can  be  obtained.  Both  units  contain  their 
own  standardization  circuit  and  can  be  sep- 
arately standardized.  The  decay  time  con- 
stant of  these  systems,  when  played  through 
the  Sanborn  Twin-Viso  electrocardiograph  is 
1.05  seconds,  well  within  acceptable  limits,i^ 
assuring  a tracing  essentially  free  from  elec- 
tronic artefacts.  Other  technical  data  will 
be  found  in  published  articles  by  Dunn  and 
Beenken.i^- 


Figure  3.  Two-channel  FM  radiotelecardiography  transmitter  with  electrodes 
and  lead  wirej. 
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Figure  4,  Spread  display  of  radiotelecardiography  system.  (See 
figure  1). 


Figure  4 shows  the  actual  equipment  in 
a spread  display.  The  subject  carrying- 
technique  will  be  seen  in  the  background. 
The  multidirectional  antenna  assures  the 
best  reception  of  the  signal,  but  a short  strip 
of  300  ohm  TV  lead  wire  placed  at  right 
angles  to  the  transmission  signal  has  been 
quite  adequate  for  most  of  our  studies.  Cita- 
tion III  F.M.  tuners  are  used,  although 
others  are  probably  just  as  adequate.  Band 
pass  filters,  custom  designed  by  the  Cardio- 
vascular Research  Laboratory  of  the  Uni- 
versity of  Nebraska  College  of  Medicine,  sep- 
arate the  various  bits  of  intelligence  carried 
on  the  transmitting  frequencj^  and  pass  it 
on  to  the  two  channels  of  the  recorder.  These 
are  the  nuclei  of  the  system.  The  electro- 
cardiograph and  the  twin-beam  oscilloscope 
are  standard  equipment.  Signals  are  mon- 
itored on  the  oscilloscope  and  recordings  are 
obtained  instantaneously  by  engaging  the 
drive  gear  of  the  recorder. 

The  entire  receiving  and  recording  system 
is  mounted  on  a rubber-tired  stainless  steel 
cart  containing  adequate  space  for  acces- 
sories and  supplies.  It  is  moved  about  the 
campus  from  building  to  building  with  ease. 
Removable  wheels  render  it  easily  trans- 
portable from  city  to  city  by  land  or  by  air. 
In  Figure  5 it  is  shown  in  a cross-country 
setting,  in  this  instance  a golf  course  where 
110  volt  ac  electrical  outlets  are  readily 
available.  The  range  of  transmissions  has 


been  found  to  be  good  at  500  yards,  but 
much  longer  distances  are  possible. 

Figure  six  shows  a list  of  possible  appli- 
cations. We  have  studied  — a,  b,  c and  h 


Figure  5.  Field  display  of  multichannel  radiotele- 
cardiography  system  as  used  in  cross-counti*y  studies. 
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Figure  6 


APPLICATION  OF  TECHNIQUE 


a.  Track  man  9.  Basketball 

b.  Cross  country  h.  Training  vs.  non  - training 

c.  Spectator  j.  Second  wind 

d.  Coach  j.  Training  methods 

e.  Handball  k.  Preparticipatbn  exercise  ECG 

f.  Tennis  I Comparative  ECG 


through  j and  will  be  applying  the  others 
this  season. 

Results 

Electronic  gadgetiy  is  of  little  value  to 
mankind  unless  it  can  be  put  to  practical  use. 
The  instrumentation  system  presented  here 
is  useful  in  studying  heretofore  unknown 
dynamic  changes  in  the  electrocardiogram  of 
active  subjects,  but  it  also  has  practical 
value  to  the  team  physician,  coach  and  train- 
er. It  is  of  this  that  I wish  to  speak  today. 

Detection  of  Cardiac  Abnormalities  — 
Young  men  arriving  at  a college  or  univer- 
sity and  presenting  themselves  to  the  Ath- 
letic Department  as  potential  candidates  for 
varsity  competition  are  considered  healthy. 


especially  if  they  have  had  previous  sports 
experience.  Nevertheless,  most  schools 
carry  out  a more  or  less  rigid  preparticipa- 
tion examination.  Good  as  these  are,  they 
do  not  always  detect  latent  cardiac  abnormal- 
ities. We  were  fortunate  enough,  if  we 
may  use  that  term,  to  uncover  such  a prob- 
lem, one  which  will  serve  to  effectively  illus- 
trate this  point. 

The  patient  was  a 20-year-old  distance 
runner  who  offered  to  serve  as  a subject 
early  in  our  study,  during  which  time  various 
electrode  applications  were  being  tested. 
Figure  7 was  a bi-axillary  needle  lead  record- 
ing taken  while  the  subject  rode  three  miles 
at  rapid  speed  on  a bicycle  ergometer.  The 
decided  T-wave  flattening  and  ischemic  S-T 


TRAINED  MIDDLE  DISTANCE  RUNNER 


¥ 

V. 

AFTER 

1 MINUTE  REST 


2 MINUTES  REST 


AFTER 

3 MINUTES  REST 


Figure  7.  Myocardial  ischemia  pattern  in  track  candidate  detected  by  exercise 
telecardiography.  (Subject  had  normal  Master’s  2-step). 
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segment  depression  created  some  concern, 
and  the  track  coach  was  asked  to  keep  him 
out  of  competition  until  we  could  become 
more  familiar  with  interpretation  of  one- 
lead  bi-axillary  electrocardiography.  It  was 
discovered  later  in  the  year  1961,  that  this 
patient  had  always  wanted  to  be  a cross- 
country runner  but  had  experienced  upper 
abdominal  pain  on  distance  running.  He 
had  been  checked  by  a cardiologist  and  given 
clearance  for  distance  running,  however. 
His  standard  electrocardiogram,  done  in 
1959,  was  obtained.  It  showed  a definite 
lV-2  to  2 mm  ST  elevation  in  Lead  II  and 
Y2  which  was  interpreted  as  normal.  A re- 
peat standard  ECG,  done  early  in  1962,  re- 
vealed similar  findings,  the  ST  elevation  in 
^"2  now  being  3 mm,  however.  A ^Master’s 
2-step  revealed  normal  limb  leads  but  J-ST 
junction  shifts  in  V3,  4 and  5,  at  2 minutes 
post  exercise.  These  were  read  as  normal. 
In  February  1962,  our  standard  220  yard 
exercise  test  was  done,  the  results  appearing 
as  in  Figure  8.  This,  again,  is  a bi-axillary 
lead.  Observe  the  definite  J-ST  junction 
depression  and  the  complete  T-wave  inver- 
sion appearing  after  exercise  and  returning 
near  pre-exercise  levels  by  seven  minutes. 


Figure  8.  Telemetered  electrocardiographic  changes  in 
subject  with  occult  (normal  Master’s  2-step)  heart  disease. 
Rest — before  race. 

1 min. — after  220  yard  run 

2 min. — after  2 min.  rest. 

7 min. — after  7 min.  rest. 


This  young  man  has  a damaged  myocardium 
which  was  previously  unrecognized  and  un- 
detected by  other  standard  type  studies,  and 
is  no  candidate  for  vigorous  sports,  cross 
country  racing  particularly. 

The  telemetered  dynamic  electrocardio- 
gram is  useful,  therefore,  in  detecting  occult 
cardiac  disorders  in  time  to  prevent  cardiac 
disasters.  Not  all  of  the  changes  observed 
in  action  tracings  are  as  definite,  however. 
The  J-ST  junction  shift  is  a case  in  point. 
It  is  occasionallj^  seen  in  electrocardiograms 
following  strenous  exercise,^  and  has  been 
reported  in  athletes  by  Beckner  and  Win- 
sor,^-5  Hunti®  and  by  Plas  and  Talbot.® 
There  is  some  difference  of  opinion  con- 
cerning its  significance.  Winsor,  et  aP  con- 
siders a shift  in  this  segment  to  be  of  definite 
diagnostic  significance  in  exercise  electro- 
cardiography, whereas  Bellet  and  co-workers® 
include  it  as  a normal  pattern  in  their  table 
of  interpretation  and,  presumably,  of  little 
significance.  Figure  9 is  a series  of  trac- 
ings taken  as  a trained  distance  runner  rode 
a bicycle  ergometer  at  high  speed  for  five 
miles.  The  lead  application  is  xiphoid-4th- 
middorsal  spinous  process  and  the  series 
reveals  the  transition  of  the  J-ST  from 
normal,  through  a typical  J-ST  junction 
shift  to  what  appears  to  be  a possible 
ischemic  ST  depression  at  five  miles  and 
back  to  a tn)ical  J-ST  shift  with  rest.  This 
change  in  the  electrocardiogram  will  dis- 
appear with  continued  rest.  It  is  difficult 
to  say  that  it  has  no  physiological  signifi- 
cance since,  although  frequently  reported,  it 
is  by  no  means  common  and  does  not  occur 
in  the  best  runners.  We  are  inclined  to 
agree  with  Winsor  that  it  is  of  physiological 
importance,  but  are  not  prepared  at  this 
time  to  link  it  to  myocardial  ischemia,  and 
do  not  recommend  withholding  from  partici- 
pation those  showing  such  a pattern. 

Electrocardiographic  Manifestations  of 
Training  — The  current  sports  medical  news 
is  full  of  reports  on  the  application  of  radio- 
telecardiography to  identifying  states  of 
training  or  athletic  excellence.  Certain  ones 
equating,  QRS  amplitude  to  mj'ocardial 
strength  and  to  state  of  training  must  be 
held  suspect,  until  more  precise  information 
is  obtained  on  electrode  positioning,  change 
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TRAINED  DISTANCE  RUNNER 
RIDING  BICYCLE  ERGOMETER 
AT  15-20  M.P.H. 
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Figure  9.  J-ST  junction  changes  resulting  from  pro- 
longed, vigorous  physical  effort  as  detected  by  radio- 
telecardiography. 
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UNTRAINED  FOOTBALL  PLAYER 
RUNNING  220  YDS. 


PARTLY  TRAINED 
MIDDLE  DISTANCE  RUNNER 


1 

'~r 

hd 

1 

i 

I 

BEF 

DRE 

i ■ 

WARMUP 


T 

1 

a 

1 



H 

Vh 

H 

Ff 

±: 

_L 

AFTER 
15  MINUTE 
WARMUP 


in  subcutaneous  fat  with  training,  and  other 
factors  which  influence  QRS  amplitude. 
Others,  linking  T-wave  changes  to  state  of 
training  may  have  some  basis  in  fact. 

The  tracings  shown  in  Figure  10  are 
from  four  individuals  who  may  be  said  to 
be  in  different  states  of  training.  Electrode 
application  on  the  first  three  was  bi-axillary 
and  on  the  last,  xiphoid-4th  middorsal  spin- 
ous process.  The  varying  degree  of  T-wave 
amplitude  change  following  exercise  is  clearly 
observable,  the  trained  runner  showing  lit- 
tle, if  any,  change  in  amplitude  even  after 
two  220-yard  runs.  More  significant  is  what 


TRAINED  DISTANCE  RUNNER 


BEFORE  AFTER  FIRST 

RUNNING  220  YD.  RUN 


AFTER  SECOND 
220  YD.  RUN 


Figure  10.  Effect  of  effort  on  T-waves  of  subjects  in 
varying  states  of  physical  training.  Inverted  T-waves 
in  a,  b and  c are  result  of  electrode  placement  and  are 
not  pathological. 


we  call  “T-wave  recovery  times,’'  the  time  in 
minutes  it  takes  a T-wave  to  return  to  pre- 
exercise amplitude  and  configuration  after 
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a standard  220-yard  or  440-yard  run.  This 
is  shown  in  Figure  11,  wherein  a physically 
inferior  girl  was  pitted  against  a physically 
superior  competitor  in  a 220-yard  race.  Both 
were  physical  education  majors  and  were  of 
like  age  and  similar  build.  Tracings  were 
taken  just  before  the  race,  immediately  after 
the  race  and  at  minute  intervals,  until  the 
electrocardiographic  configuration  had  re- 
turned to  normal.  Only  selected  tracings  are 
shown  in  this  figure  for  lack  of  space,  but 
they  reveal  that  the  physically  superior  girl 
possessed  a “T-wave  recovery  time”  of  three 
minutes  while  her  competitor’s  was  14  min- 
utes, almost  five  times  as  long.  The  “T-wave 
recovery  times”  of  our  better  trackmen  fol- 
lowing a standard  220-yard  dash  is  near  four 
minutes  while  those  of  the  others  is  from 
seven  to  eight  minutes.  Girls  are  usually  in 
the  10  minute  range,  but  two  we  have  tested 
were  three  minutes  and  one  was  five.  It  is 
not  yet  apparent  whether  an  individual  is 
endowed  with  this  characteristic  or  acquires 
it  through  training.  This  season  we  are  test- 
ing the  entire  track  and  field  squad,  as  well 


Figure  11.  “T-wave  recovei-y  times”  after  220-yard  run 
in  physically  inferior  (K)  and  physically  superior  (L) 
girls. 


as  20  volunteer  female  physical  education  ma- 
jors, at  the  start  of  the  season  and  later 
when  in  a state  of  training,  and  hope  thereby 
to  answer  this  question.  In  any  respect, 
there  appears  to  be  a definite  relation  be- 
tween this  phenomenon  and  athletic  capa- 
bility. 

Pulse  Recovery  Times  — The  standard 
measure  of  athletic  training  has  always  been 
rate-of-pulse  at  rest,  and  a well-trained  ath- 
lete will  have  a bradycardia,  particularly  if 
his  sports  demands  endurance.  Rapid  car- 
diac acceleration  with  effort  and  deceleration 
with  rest  are  also  characteristic  of  the  well- 
trained  athlete.i^  A news  report  in  the 
Medical  Tribune,  quoting  information  out  of 
the  Australian  Spoiis  Medicine  Association, 
states  that  heart  rate  “in  most  Oljmipic  dis- 
tance runners  and  swimmers  can  drop  in  3 to 
5 minutes  from  160  to  as  low  as  50  beats  per 
minute  after  maximal  exertion.”  We  have 
not  found  this  to  be  true  in  our  test  subjects, 
where  we  have  collected  sufficient  data  to 
tabulate.  In  Table  1 we  have  attempted  to 
correlate  “T-wave  recovery  times”  with 
heart  rate  recovery  times  and  have  found 
that  there  is  a tendency  toward  an  inverse 
relationship.  Immediate  post-exercise  heart 
rates  of  all  subjects  seem  to  fall  in  about 
the  180  to  190  per  minute  level,  regardless 
of  their  state  of  training.  The  '^n  minute 
post-exercise  drop  in  pulse  rate  appears  to 
be  less  in  those  with  longer  T-wave  recov- 
ery times,  suggesting  a correlation  between 
overall  cardiovascular  efficiency  and  both  of 
these  phenomena.  We  hope  that  information 
being  gathered  at  this  present  time  will  help 
to  clarify  this  question. 

Table  1 also  shows  “T-wave  recovery 
times”  and  post-exercise  pulse  rates  in  four 
distance  runners  during  interval  running 
training.  In  this  training,  a subject  runs 
440  yards  at  maximum  speed  and  then  walks 
or  jogs  220  yards.  This  is  repeated  for  a 
number  of  times.  The  radiotelemetered  elec- 
trocardiogram is  particularly  adaptable  in 
studying  heart  action  in  this  type  of  con- 
tinuous maximum  effort,  it  being  unneces- 
sary to  stop  and  apply  electrodes  in  between 
runs.  It  is  quite  apparent  from  a compari- 
son of  post-run  pulses  with  race  times,* 

‘Complete  data  to  be  published  later. 
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Table  1 


“T-WAVE  RECOVERY  TIMES”  AND  PULSE  RECOVERY  IN 
NORMAL  MALES  FOLLOWING  SPRINT  RACES 


Case 

Distance 

(yards) 

T-Wave 

Recovery 

(min.) 

Pulse,  min. 
0 

Pulse  Recovery 
after  race 

10  Decrease 

Average 

JL 

220 

4 

180 

110 

70 

MF 

220 

3 

180 

90 

90 

MA 

220 

4 

175 

90 

85 

DC 

220 

4 

180 

90 

90 

84 

LT 

220 

5 

180 

95 

85 

TL 

220 

5 

180 

100 

80 

DL 

220 

5 

180 

95 

85 

83 

TSl 

220 

7 

180 

110 

70 

DSl 

220 

7 

190 

110 

80 

DS2 

220 

7 

190 

100 

90 

TS2 

220 

8 

180 

110 

70 

77.5 

LC 

6x440 

12 

165 

115 

TL 

7x440 

4 

160 

120 

DS 

5 X 440 

18 

160 

115 

DC 

5 X 440 

8 

170 

120 

— 

— 

that  efficiency  increases  with  continued  ef- 
fort until  a plateau  of  maximum  efficiency 
and  minimum  post-race  pulse  is  reached. 
This  suggests  a correlation  between  cardiac 
efficiency  and  ability  to  run  a good  race. 
The  “T-wave  recovery  times”  are  longer 
after  interval  running  than  after  the  stand- 
ard 220,  as  would  be  expected  from  the  pro- 
longed effort,  and  the  pulse  rates  drop  off 
less  rapidly.  Utilizing  this  technique  we  are 
at  present  studying  the  relationship  between 
pulse  rate,  “T-wave  recovery  times,”  time 
trials  and  “second  wind.”  It  appears  that 
this  procedure  may  be  applied  to  the  deter- 
mination of  peak  warm  up  times,  an  intelli- 
gence that  would  be  most  useful  to  a track 
coach. 

Discussion 

A transportable  radiotelecardiography  sys- 
tem meeting  the  standards  of  the  American 
Heart  Association  is  presented  and  discussed 
in  terms  of  its  application  to  the  study  of 
heart  function  in  athletes.  The  transmitting 
unit  is  a light  weight  transistorized  F.M. 
radio  broadcasting  on  a frequency  of  100  to 
105  megacycles  and  capable  of  transmitting 
two  types  or  more  of  physiological  infonna- 
tion  simultaneously.  In  addition  to  being 
useful  in  the  study  of  physiological  changes 
under  conditions  of  severe  physical  stress, 
it  has  practical  value  for  the  team  physician, 
coach  and  trainer.  Utilizing  a standard  220- 


or  440-yard  run,  candidates  can  be  screened 
to  detect  occult  cardiac  abnormalities  not 
detectable  by  the  usual  examination  and 
electrocardiographic  methods.  Short  “T- 
wave  recovery  times”  on  trackmen  follow- 
ing the  standard  run  is  correlated  with  good 
cardiovascular  systems  and  suggest  a meth- 
od for  identifying  the  physically  superior 
athlete.  Applied  to  the  study  of  cardiac 
changes  attending  interval  running,  infoima- 
tion  can  be  obtained  on  the  amount  of  pre- 
race warm  up  needed  to  attain  a peak  per- 
fonnance  level.  These  capabilities  have 
added  a new  dimension  to  the  study  of  physi- 
ological responses  in  athletes. 

Summary 

1.  Rad'iotelecardiography  is  useful  in  de- 
tecting occult  cardiac  abnormalities  in 
potential  track  candidates. 

2.  A study  of  T-wave  changes  attending 
strenuous  physical  effort  is  useful  in 
identifying  physically  superior  ath-> 
letes. 

3.  Short  “T-wave  recovery  times'’  corre- 
late with  good  cardiovascular  function, 
and  may  be  applicable  as  a measure  of 
the  state  of  training. 

4.  Post-run  pulse  rates  decrease  with 
continued  interval  running  and  may  be 
used  as  an  index  of  peak  warm  up. 


September,  1964 


455 


5.  Standardization  of  electrode  position- 
ing is  necessary  in  this  rapidly  ex- 
panding field  of  cardiovascular  re- 
search, to  enable  comparison  of  results. 
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American  prescription  drags  are  as  safe  as  practical  modern 
science  can  make  them:  There  are  a number  of  complex  scientific 
problems  about  the  testing  of  drugs  that  are  still  unresolved,  al- 
though phai-maceutical  industry  and  other  scientists  are  constantly 
working  on  these  problems.  It  may  be  the  nature  of  biological  sys- 
tems that  absolute  safety  will  never  be  attained.  It  must  be  left 
to  the  physician  to  weigh  the  possible  advantages  over  any  known 
or  yet  unknown  disadvantages.  Both  the  manufacturer  and  the  gov- 
ernment now  take  every  precaution  they  know  to  be  of  value  to 
prevent  the  marketing  of  unsafe  pharmaceutical  products. 
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The  Expanding  Population* 

AN  ADDRESS 


WE  seem  to  be  living  in  an  ei'a 
of  “problems”  — international, 
national,  state  and  local.  They 
multiply  at  a devilish,  everfaster  rate, 
and  their  variety  is  apparently  boundless. 

Hardly  a week  goes  by  that  we  are  not 
warned  about  some  new  challenge  or  about 
the  changing  dimensions  of  an  existing 
problem  — social  or  economic,  political  or 
personal,  individual  or  group,  medical  or 
financial,  spiritual  or  moral. 

So,  today  I propose  to  join  the  ranks  of 
the  crepe  hangers.  I shall  add  to  your  intel- 
lectual misery  by  pointing  at  what  is  prob- 
ably the  king-sized,  number  one  problem  of 
all.  And  that  is  the  expanding  world  popula- 
tion — the  so-called  population  explosion. 

It  is  the  Number-1  problem,  in  my  opinion, 
because  it  affects  practically  all  the  other 
problems.  It  involves  just  about  every  con- 
ceivable activity  or  need  of  the  human  race 
— international  relations,  world  peace,  food 
supply,  living  space,  transportation,  schools, 
taxes,  jobs,  health  and  medical  care,  water 
supply,  sanitation  and  so  on,  ad  infinitum. 

It  is  a problem  not  only  in  distant  places 
like  China,  India,  or  Southeast  Asia;  it  also 
is  one  of  increasing  magnitude  right  here 
in  our  prosperous,  industrialized  United 
States. 

It  will  be  aggravated  and  compounded  in 
the  years  ahead  by  the  developments  in  auto- 
mation — leading  to  a situation  of  more  peo- 
ple, fewer  jobs,  shorter  work  hours,  and 
greatly  increased  leisure  time. 

It  has  been  studied  and  written  about  by 
demographers  and  sociologists,  but  it  is 
only  now  beginning  to  come  to  the  wide- 
spread attention  and  serious  consideration 
of  the  public. 

Finally,  it  is  a problem  in  which  the  medi- 
cal profession  very  definitely  has  a tremen- 
dous responsibility.  To  take  the  easy  way 
out  now,  by  avoiding  or  postponing  the  issue. 


R.  B.  ROBINS,  MD 
Camden,  Arkansas 

Member  Board  of  Trustees,  American 
Medical  Association 


will  only  intensify  the  difficulties  of  the  fu- 
ture. 

Therefore,  let’s  examine  some  of  the  facts 
and  interpretations  of  our  population  growth, 
some  of  the  probable  or  possible  effects  of 
the  present  trend,  and  some  of  the  actions 
and  policies  which  must  be  brought  into 
play. 

In  his  1960  book,  “People!,”  William  Vogt 
compared  the  growth  of  population  with  the 
human  pulse  rate  — something  with  which 
most  of  you  are  quite  familiar. 

“Count  it  for  a few  seconds,”  he  suggests. 
“Assuming  that  you  have  a normal  pulse 
beat,  it  will  not  quite  keep  up  with  the  in- 
crease in  world  population  . . . Eveiy  time 
your  pulse  throbs,  the  population  of  the 
world  will  have  added  more  than  one  human 
being.” 

Although  worldwide  statistics  are  not 
exact,  the  experts  are  in  close  agreement  on 
the  estimated  figures.  Somewhere  between 
80  and  100  individuals  are  added  to  the  total 
world  population  every  minute.  On  the  av- 
erage, about  270,000  babies  are  born  every 
day,  and  about  142,000  people  die  — provid- 
ing a net  gain  of  about  128,000.  This  is 
equivalent  to  the  population  of  a small  city, 
and  it  adds  up  to  approximately  48  million 
additional  human  beings  every  year. 

As  Dr.  Martson  Bates  pointed  out  last 
year  in  the  American  Library  Association 
series  of  reading  guides  on  “An  Age  of 
Change ;” 

“The  additions  are  thus  roughly  equiva- 

♦Presented  before  the  Annual  Meeting,  Nebraska  State 
Medical  Association,  Lincoln,  Nebraska,  April  27-30,  1964. 
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lent  to  the  population  of  Chicago  each 
month,  or  of  Detroit  every  two  weeks.  How- 
ever admirable  Chicago  may  be,  a new  one 
each  month  is  a dizzying  thought.  Yet  this 
is  the  rate  at  which  people  are  cun'ently 
multiplying.” 

World  population  doubled  between  1850 
and  1925  — from  1 billion  to  2 billion. 
By  1980,  only  16  years  from  now,  it  will 
have  doubled  again  — to  4 billion  people. 

Right  now,  our  world  population  is  esti- 
mated at  3 billion.  However,  the  period  of 
time  required  for  the  world  population  to 
double  itself  has  been  sharply  decreasing. 
That  time  period  is  now  down  to  about  35 
years.  So,  by  the  end  of  this  century  — and 
that’s  only  36  years  away  — world  popula- 
tion will  be  6 billion  or  more,  if  present 
trends  continue. 

In  the  book  which  I mentioned  earlier, 
William  Vogt  painted  this  dramatic  picture 
of  the  world  situation  and  its  future  impli- 
cations : 

“There  are  more  hungry  people  in  the 
world  today  than  ever  before  in  the  history 
of  the  human  race.  From  Haiti  and  Bolivia 
to  India  and  Indonesia  and  parts  of  Africa 
and  China,  the  dearth  of  the  good  things  of 
life  is  growing  like  the  decay  of  leprosy.  To 
travel  through  vast  areas  of  the  world  in- 
habited by  the  majority  of  its  people  is  to 
encounter  misery  so  nearly  universal  and  so 
harrowing  as  to  be  almost  intolerable  to  us 
overstuffed  Americans. 

“The  cause?  In  large  part,  the  world’s 
population  explosion. 

“This  population  change  is  having  more  of 
an  effect  on  more  people  than  has  any  phe- 
nomenon since  the  human  ancestor  began  to 
walk  upright.  The  very  face  of  the  earth 
is  being  ravaged  by  the  rising  human  flood. 
The  standard  of  living  of  literally  hundreds 
of  millions  is  being  lowered  each  year.  And 
this  deterioration  is  by  no  means  limited  to 
the  underdeveloped  countries.  The  changes 
that  population  growth  is  bringing  about 
reach  into  every  part  of  our  lives,  our  work- 
shops, our  schools,  our  pantries,  our  kitch- 
ens . . .” 

Whether  or  not  Mr.  Vogt  is  too  alarmist. 


or  too  pessimistic  in  his  viewpoint,  we  must 
recognize  the  serious  implications  of  this 
problem.  Even  the  most  optimistic  or  hope- 
ful experts  agree  that  we  face  great  dif- 
ficulties which  require  the  development  of 
population  policies. 

However,  there  is  no  optimism  in  a recent 
report  from  the  United  States  Department 
of  Agriculture,  which  predicted  that  an  in- 
crease in  world  food  production  during  the 
current  fiscal  year  will  fail  to  match  the  in- 
crease in  population. 

Reporting  on  a worldwide  survey,  the  De- 
partment said  that  agricultural  production 
will  be  up  less  than  1 per  cent  compared 
with  a 2 per  cent  increase  in  world  popula- 
tion. Thus,  the  per  capita  supply  of  food 
will  average  smaller  than  during  the  past 
fiscal  year. 

Agricultural  ouput  in  Asia  is  lagging 
badly,  the  report  declared.  Per  capita  food 
output  is  low  and  is  declining,  but  Asia’s 
demand  for  food  and  fiber  will  probably 
continue  to  outgain  supply.  Moreover,  the 
report  showed  that  Eastern  Europe,  including 
the  Soviet  Union,  has  recently  become  a food 
deficit  area.  For  the  fifth  year,  Russian 
food  production  has  failed  to  advance  beyond 
the  1958  level,  despite  all  the  planning  for 
big  increases. 

Taking  the  short-range  view,  some  of  those 
facts  may  sound  good  to  us.  We  Americans 
don’t  like  communism,  and  we  are  glad  to 
hear  of  that  system’s  difficulties  and  fail- 
ures. Also,  we  are  pleased  to  hear  — as  the 
government  report  indicated  — that  there 
will  be  increasing  exports  of  U.S.  farm  prod- 
ucts over  the  next  several  years. 

However,  taking  the  Zong^-range  view  of 
the  big  problem  — world  population  in  rela- 
tion to  world  food  supply  — the  news  is  not 
encouraging.  For  here  in  the  United  States 
— although  right  now  we  are  producing 
more  food  than  we  need,  and  we  are  storing 
billions  of  dollars  worth  of  food  surpluses  — 
we  too  must  face  up  to  some  population  prob- 
lems. 

Dr.  Philip  M.  Hauser,  director  of  the 
Population  Research  and  Training  Center  at 
the  University  of  Chicago,  states  it  this 
way : 


458 


Nebraska  S.  M.  J. 


“America  is  in  the  midst  of  a population 
crisis  that  threatens  our  traditional  way  of 
life.  It  is  a crisis  that  becomes  more  severe 
with  every  day  of  the  1960’s.  It  promises 
to  become  a national  catastrophe  and  is  al- 
ready costing  us  heavily  in  money,  terrible 
social  problems  and  lost  liberty  . . . 

“Businessmen  cheer  because  population 
growth  obviously  contributes  to  our  economic 
boom  — providing  more  and  more  people  to 
buy  goods  and  services.  While  increasing  our 
population  some  70  per  cent  between  1950 
and  1980,  we  happily  contemplate  the  pros- 
pect of  doubling  our  national  output  of  goods 
and  services.  All  of  us,  then,  should  live 
better.  But  will  that  be  true  if  our  popula- 
tion continues  to  increase  at  the  present  rate 
of  1.8  per  cent  a year?” 

Doctor  Hauser’s  question  demands  seri- 
ous consideration  by  all  Americans. 

Between  1940  and  1960,  our  population 
gain  of  48  million  was  almost  equal  to  the 
total  population  of  the  United  Kingdom.  By 
1970,  at  our  present  rate  of  increase,  we 
would  have  a population  of  215  million.  By 
1980,  we  would  have  260  million  citizens,  an 
increase  over  the  1960  figure  of  180  million 
that  is  about  equal  to  the  population  of  the 
United  Kingdom  and  Canada,  Sweden,  Nor- 
way and  Denmark. 

By  the  year  2,000,  according  to  Doctor 
Hauser’s  projections,  our  population  would 
be  around  385  million  — a gain  of  another 
125  million  in  20  years.  This  would  be 
enough  for  a new  country  which,  in  terms  of 
today’s  populations,  would  be  the  fifth  larg- 
est nation.  If  the  trend  continues  in  the 
first  half  of  the  next  century,  we  will  add 
about  620  million  people  — as  many  as  live 
in  all  of  China  today  — and  we  will  have 
a population  of  one  billion  persons  in  the 
year  2050. 

Right  now  our  population  is  an  estimated 
190  million,  and  it  is  increasing  at  a rate 
of  3 million  per  year  — despite  a decline 
in  birth  rates  and  fertility  rates  during  the 
past  five  or  six  years.  Furthermore  we  have 
to  look  at  the  situation  developing  immedi- 
ately ahead. 

As  Richard  M.  Scammon,  Director  of  the 


U.  S.  Census  Bureau,  pointed  out  last  year, 
the  lowered  birth  and  fertility  rates  do  not 
mean  that  our  population  growth  is  now  go- 
ing to  slow  down.  Even  with  those  lower 
rates,  there  can  be  a baby  boom  if  there  is 
a sudden  increase  in  the  number  of  women 
in  the  child-bearing  years.  That  is  exactly 
what  is  about  to  happen. 

In  the  middle  and  late  60’s  the  baby  boom 
of  the  postwar  period  is  going  to  start  pro- 
ducing children  of  its  own.  Next  year,  we 
shall  have  about  one  million  more  young- 
sters reaching  their  18th  birthday  than  we 
had  only  last  year.  Approximately  half  of 
this  increase  will  be  female,  and  in  a couple 
of  years  after  their  18th  birthday,  half  of 
these  girls  will  be  married.  This  means  a 
great  many  new  families  — and  babies  — 
for  the  next  15-20  years. 

So,  we  don’t  have  to  look  ahead  several 
centuries  to  perceive  our  population  prob- 
lems. They  are  here  right  now,  and  they 
will  be  getting  worse  every  year  in  the  fore- 
seeable future. 

As  I implied  earlier,  this  country  faces 
no  immediate  food  shortages.  Our  crop- 
land actually  in  use  averages  more  than  two 
acres  for  every  person.  However,  a popula- 
tion of  one  billion  — only  86  years  from  now 
— would  leave  us  less  than  four-tenths  of 
an  acre  per  person,  a ratio  close  to  that  of 
the  poorest  lands.  And  already,  for  the 
first  time  in  our  history,  the  number  of 
mouths  we  must  feed  is  growing  more  rap- 
idly than  the  hands  that  can  work. 

Right  now,  the  crisis  in  raw  materials  is 
more  urgent  than  the  question  of  food  sup- 
ply. In  1900,  we  produced  15  per  cent  more 
raw  materials  than  we  used.  By  the  middle 
of  this  century  we  were  consuming  10  per 
cent  more  than  we  produced,  and  a Presi- 
dential commission  reported  that  33  vital 
minerals  were  already  on  a critical-shortage 
list. 

In  our  metropolitan  centers  the  pressures 
of  population  growth  are  mounting  day  by 
day,  as  the  exodus  from  rural  areas  con- 
tinues. In  1950,  less  than  85  million  per- 
sons lived  in  168  metropolitan  areas.  In 
1960,  about  113  million  — 63  per  cent  of  our 
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total  population  — lived  in  212  such  areas. 
The  increase  of  more  than  32  per  cent  in  that 
10-year  period  was  almost  twice  the  rate  of 
national  growth. 

On  the  average,  there  are  about  100  gov- 
ernment units  in  each  metropolitan  area  — 
with  overlapping  duties  and  tax  powers.  In 
many  states  there  is  mounting  conflict  be- 
tween the  big  cities  and  the  rural  areas  on 
the  issue  of  home  rule.  More  and  more,  the 
Federal  Government  is  being  called  upon  to 
meet  the  needs  of  urban  renewal,  housing, 
street  and  highway  programs  and  health 
services.  If  this  trend  continues,  there  will 
be  an  inevitable  loss  of  freedom  by  states, 
localities,  and  individuals. 

It  is  estimated  that  we  will  have  to  raise 
33  billion  dollars  in  this  decade  just  for  ur- 
ban services  such  as  schools,  fire  engines, 
sewers,  and  other  city  needs.  The  hidden 
costs  and  tremendous  social  problems  of 
juvenile  delinquency  will  increase  in  the 
years  ahead  — even  if  the  rate  of  delin- 
quency stays  constant  — because  there  will 
be  a big  jump  in  the  size  of  the  15-19  age 
group. 

Our  educational  problems,  with  respect  to 
both  quantity  and  quality,  are  already  large 
and  growing.  During  the  1950’s  our  ele- 
mentary schools  had  to  make  room  for  about 
50  per  cent  more  students.  In  this  decade 
of  the  60’s  our  high  schools  will  have  a 48 
per  cent  increase  in  enrollments,  and  the 
nation’s  colleges  face  a 92  per  cent  increase. 
Then,  a little  later,  will  come  additional  de- 
mands resulting  from  the  new  baby  boom 
that  is  just  about  to  start. 

How  about  jobs  and  unemployment? 
About  a million  new  workers  are  now  enter- 
ing the  labor  market  each  year.  By  1970 
this  figure  will  reach  one  and  one  half  mil- 
lion. Can  our  economy  absorb  such  numbers 
— especially  in  view  of  the  developments 
coming  up  in  the  field  of  automation?  It 
has  been  predicted,  for  example,  that  within 
the  next  generation  the  work  of  60  million 
Americans  will  become  obsolete. 

What  about  health  and  medical  services? 
If  we  double  our  population  during  the  re- 
maining 36  years  of  this  century  — and  if 


we  maintain  the  present  physician-population 
ratio  — it  would  require  a total  of  almost 
550,000  doctors  in  the  year  2000.  That  year 
is  not  too  far  away,  but  try  to  imagine  all 
the  implications  and  ramifications  involved 
in  meeting  that  requirement. 

I have  only  scratched  the  surface  of  the 
countless  and  complex  problems  which  would 
accompany  an  untamed  growth  in  population. 
We  also  would  face  unpredictable  costs  and 
difficulties  in  such  areas  as  public  trans- 
portation, traffic  and  traffic  safety,  over- 
crowded parks  and  recreational  areas,  pol- 
luted rivers  and  streams,  water  supply,  air 
pollution,  and  the  combination  of  more  peo- 
ple with  more  leisure  time. 

The  major  cause  of  this  population  explo- 
sion is  not,  as  some  people  might  think,  any 
sizeable,  long-range  increase  in  birth  rates. 
Here  in  the  United  States,  for  example,  the 
high  birth  rate  of  the  postwar  years  is 
only  about  half  of  our  country’s  birth  rate 
in  1800.  The  major,  predominant  cause  — 
here  and  all  over  the  world  — has  been  the 
dramatic  decline  in  mortality  rates  over  the 
past  century,  and  especially  during  recent 
decades. 

Obviously,  for  reasons  which  need  no  ex- 
planation, we  would  not  want  to  solve  this 
problem  by  increasing  the  death  rate.  The 
only  alternative,  then,  is  to  control  the  rate 
of  population  giw\’th  by  controlling  the  birth 
rate. 

Dr.  Philip  Hauser,  whom  I quoted  earlier, 
estimates  that  it  would  take  about  a 40  per 
cent  decrease  in  the  birth  rate  to  produce  a 
stationary  population.  A one-third  decrease 
would  slow  down  our  gi’owth  to  about  one- 
half  per  cent  a year.  At  that  rate,  our  U.  S. 
population  would  double  in  140  years,  instead 
of  35-40  years.  Certainly  this  would  help 
to  forestall  or  minimize  the  overwhelming 
difficulties  inherent  in  our  present  rate  of 
gi’owth. 

We  already  are  making  progi-ess  in  the 
control  of  human  fertility.  More  and  more 
people,  of  all  religious  and  moral  viewpoints, 
are  recognizing  the  problem  and  the  need  for 
responsible  parenthood.  There  is  mount- 
ing evidence  that  the  gulf  which  has  separ- 
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ated  various  groups  on  this  vital  issue  is 
growing  narrower. 

For  example,  the  eminent  Dr.  John  Rock 
of  Harvard  Medical  School,  a Catholic  physi- 
cian, is  convinced  of  the  need  for  enlightened 
population  control.  In  his  recent  book,  “The 
Time  Has  Come,”  he  called  for  action  to  con- 
trol human  fertility  in  the  best  interests  of 
mankind. 

Father  John  A.  O’Brien  of  Notre  Dame 
University  explained  in  a recent  magazine 
article  that  the  Catholic  Church  does  not 
forbid  birth  regulation.  He  also  quoted  with 
approval  a statement  of  Bishop  William  M. 
Bekkers,  of  Holland,  who  said  that  “the  birth 
rate  now  falls  within  a man’s  responsi- 
bility.” 

The  United  Nations  General  Assembly,  in 
1962,  adopted  a major  resolution  calling  for 
an  intensified  program  of  international  co- 
operation in  the  population  field. 

The  World  Medical  Association,  at  its 
coming  June  meeting  in  Helsinki,  Finland, 
will  consider  a resolution  on  population 
growth  which  I introduced  to  the  WMA 
Council  at  its  last  meeting  in  New  York. 


So,  there  is  growing  interest  and  aware- 
ness. The  immediate  need  is  for  more  study, 
more  research,  more  knowledge,  more  co- 
operation in  the  exchange  of  information 
and  viewpoints.  The  medical  profession  has 
a terrific  responsibility  — right  now  — to 
lead  and  participate  in  the  attempt  to  solve 
this  ominous  problem. 

With  our  present  knowledge  — plus  that 
which  will  develop  from  intensified  studies 
of  fertility  — there  is  no  reason  why  we  can- 
not achieve  the  objective;  a variety  and  di- 
versity of  birth  regulation  methods  which 
will  be  acceptable  to  every  family  on  re- 
ligious, moral  and  aesthetic  grounds. 

More  than  one  million  identified  species  of 
animals  and  plants  inhabit  this  earth.  Of 
these,  only  man  can  in  part  control  and 
modify  his  environment.  He  now  must 
marshall  his  intelligence  and  capabilities  to 
prevent  a tragic  overcrowding  of  that  en- 
vironment. 

Failure  to  face  up  to  this  challenge  will 
impose  almost  unimaginable  consequeTices 
upon  the  generations  to  come. 


“The  Surgeon  General’s  committee  found  that  the  per  capita  to- 
bacco consumption  is  now  almost  11  pounds  annually.  The  committee 
sincerely  believes  that  its  use  constitutes  a health  hazard.  And 
what’s  more  interesting  is  that  the  same  government  which  sponsored 
the  committee’s  studies  has  a Department  of  Agriculture  passing  out 
subsidy  checks  to  tobacco  farmers  and  showing  them  how  to  increase 
their  crop  yields.  Got  a match?”  (Editorial  by  R.B.K.:  J MSMA, 
April,  1964). 
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MEDICO-LEGAL  ASPECTS  of 

Traumatic  Epididymitis* 


The  most  prevalent  of  the  intra- 
scrotal  inflammations  is  epi- 
didymitis. Since  the  testis  is 
likewise  involved,  at  least  partially,  the  tei*m 
should  probably  be  epididymo-orchitis. 
Adults  are  mainly  affected,  but  sometimes 
even  children  are  not  spared.  Usually  epi- 
didymitis is  classified  as  (1)  gonorrheal, 
(2)  non-specific,  for  example,  due  to  colon 
bacilli,  staphylococci,  and  sometimes  strepto- 
cocci, (3)  specific,  for  example,  (a)  syphil- 
itic, (b)  tuberculous,  (c)  other  less  common 
organisms,  and  (4)  traumatic. 

The  epididymis  does  not  become  impli- 
cated through  the  lumen  of  the  vas.  Infec- 
tion in  the  vas  is  always  interstitial  and  peri- 
tubular in  the  lymphatics,  not  intratubular, 
and  comes  from  already  established  infection 
in  the  urine,  urethra,  prostate,  or  seminal 
vesicles.  Rarely  does  infection  spread  di- 
rectly to  the  epididymis  from  a pre-existing 
orchitis.  The  metastatic  or  hematogenous 
route  is  an  even  more  exceptional  route  of 
infection. 

It  is  an  urological  puzzle  whether  trau- 
matic epididymitis  exists  as  a clinical  en- 
tity or  whether  the  undue  strain  or  incidental 
trauma  to  the  epididymis  has  activated  a dor- 
mant infection  in  the  epididymis  or  other 
genitourinary  structure  such  as  the  pros- 
tate. Perhaps  the  trauma  has  merely  served 
to  focus  the  patient’s  attention  on  an  already 
existent  asymptomatic  chronic  epididjunitis. 
Among  those  who  argue  for  an  “entity”  is 
Ewell  who  believes  that  strain  or  trauma 
may  cause  epididymitis  by  activating  a hid- 
den infection  in  the  prostate  or  seminal 
vesicles,  or  as  a result  of  decreasing  the  re- 
sistance of  the  tissues.  Rolnick  also  believes 
that  strain  or  injury  is  a factor  in  some 
cases  of  epididymitis.  He  states  that  certain 
experiments  have  shown  that  following  trau- 
ma a mild  or  dormant  infection  in  the  pros- 
tate and  seminal  vesicles  may  extend  down 
the  vas  to  the  epididymis.  Likewise,  Meltzer 
maintains  that  not  all  cases  of  epididymitis 
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are  secondary  to  prostatic  urethritis.  Di- 
rect or  indirect  trauma  may  cause  an  asep- 
tic traumatic  lesion  of  the  epididymis  with 
secondary  infection  from  near  or  distant 
foci. 

Miley  B.  Wesson,  for  over  50  years,  has 
studied  and  written  about  epdidj^mitis.  He 
states  that  in  the  majority  of  cases  trauma 
of  the  testis  is  only  an  eagerly-remembered 
coincidence,  unless  there  are  definite  objec- 
tive findings  such  as  ecchymoses.  Many  pa- 
tients go  for  years  with  an  asymptomatic 
low-grade  prostatitis.  When  a swollen 
testicle  occurs  in  a man  having  some  form 
of  accident  insurance,  he  will  tend  to  recall 
easily  a recent  mild  trauma.  He  does  not 
know  or  forgets  that  the  testis  is  freely  mov- 
able and  almost  always  rolls  away  from  a 
blow  or  pinch. 

Organisms  cannot  lie  dormant  in  normal 
tissue.  In  epididymitis  they  migrate,  usual- 
ly from  the  lower  urinary  tract  via  the  sper- 
matic cord,  to  the  epididymis  and  then  incu- 
bate. It  is  against  the  teachings  of  bacteri- 
ologj’  to  assume  that  a full-blown  epididy- 
mitis can  occur  within  minutes  or  hours  of 
a strain  or  blow,  because  it  takes  hours  and 
even  days  to  grow  a culture  of  organisms  in 
a test  tube.  Therefore,  if  edema  of  the 
testis  occurs  in  less  than  two  to  four  days 
after  the  accident,  the  man  already  had  an 
incipient  epididymitis  when  “injured.” 

The  common  history  of  a “traumatic” 
epididymo-orchitis  begins  with  a blow,  a 
sudden  stabbing  pain  in  the  groin.  After 
an  hour  or  two,  or  on  the  next  day,  a drag- 
ging, aching  sensation  in  the  scrotum  and 

^Presented  before  Omaha  Mid-West  Clinical  Society,  31st 
Annual  Session,  October  31,  1963. 
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an  enlarged  spermatic  cord  and  testis  are 
found.  If  there  are  no  local  ecchymoses 
and  no  infection  in  the  urine,  prostate,  and 
so  froth,  the  diagnosis  of  traumatic  epididy- 
mo-orchitis  is  unjustified.  If  there  is  def- 
inite trauma  to  the  scrotum  there  is  imme- 
diate local  excruciating  pain  and  varying 
degrees  of  fainting,  cold  clammy  perspira- 
tion, marked  weakness,  nausea,  and  vom- 
iting. These  symptoms  and  findings  of 
hematoma  or  ecchymoses  are  not  found  in 
those  claimants  suffering  from  “aphilo- 
phony”  (distaste  for  work  or  desire  to  avoid 
work)  who  have  only  a story  of  a blow  or 
strain  and  a swollen  testis. 

If  a healthy  testis  could  be  hurt  by  trauma, 
epididymo-orchitis  would  be  common  among 
athletes.  Scrotal  guards  have  only  recently 
been  used.  Records  for  many  years  have 
shown  a marked  lack  of  traumatic  orchitis 
among  all  types  of  athletes. 

Rolnick,  Engle  & Graves,  all  could  not 
force  fluid  farther  than  the  globus  minor 
with  heavy  syringe  pressure  through  a nor- 
mal exposed  vas.  It  is,  hence,  unreasonable 
that  an  over-distended  bladder  can  force 
urine  through  the  ejaculatory  duct  and  down 
the  vas.  We  are  all  aware  of  children  be- 
coming so  engrossed  in  play  as  to  let  their 
bladders  get  overdistended  and  empty  spon- 
taneously with  resultant  wet  clothing.  How- 
ever, has  anyone  ever  seen  a small  boy  with 
an  epididymitis  from  such  overdistention? 

The  ejaculatory  duct  becomes  all  the 
more  tightly  occluded  as  the  urinary  pres- 
sure is  increased  in  the  dilated  posterior 
urethra.  This  valve-like  action  is  similar 
to  that  produced  by  bladder  pressure  at  the 
intramural  ureterovesical  junction.  The  ex- 
ternal bladder  sphincter  lies  in  the  direct 
line  of  the  expulsive  force  and  might  be 
weakened,  but  never  the  musculature  of  the 
noiTnal  ejaculatory  duct,  which  is  away  from 
the  line  of  force. 

Epididymitis  is  usually  found  in  the  early 
decades  of  life,  but  in  later  years  the  con- 
dition differs  because  of  associated  path- 
ology An  increasingly  larger  prostatic 
adenoma  may  have  produced  a vesical  neck 
obstruction,  trabeculated  bladder  with  pos- 
sible diverticula,  and  an  infected  residual 


urine.  Greater  and  greater  pressure  is  re- 
quired to  open  the  external  sphincter.  The 
posterior  urethra  becomes  infected,  and  if 
periods  of  complete  retention  occur,  the 
ejaculatory  duct  and  vas  finally  become  in- 
fected and  hypotonic,  and  gradually  dilate. 
The  vas  essentially,  then,  has  lost  its  sexual 
function  and  becomes  a true  part  of  the 
bladder.  The  man  may  then,  and  only  then, 
develop  an  epididymitis  from  the  dii’ect 
progression  of  infected  urine  to  the  globus 
minor. 

Trauma,  epidiymitis,  and  compensation 
are  difficult  to  relate  correctly.  Campbell 
states  that  undoubtedly  on  occasion  sudden 
tugging,  straining  or  strenuous  lifting  can 
aggravate  a pre-existing  asymptomatic  con- 
dition and  cause  infections  from  the  pros- 
tatic urethra  or  prostate  to  progress  to  the 
epididymis.  Because  he  feels  that  there  is 
a definite  causal  relationship  between  trau- 
ma and  this  type  of  epididymitis,  he  makes 
it  a rule  in  his  practice  to  consider  the  de- 
gree of  trauma  or  strain  as  an  important 
point  in  the  determination  of  compensation. 
In  cases  of  marked  trauma  or  unusual  strain, 
he  assumes  that  epididymitis  would  not  have 
necessarily  occurred  as  a complication  of  the 
pre-existing  infection  without  the  additional 
trauma.  In  mild  strain  or  trauma,  it  is  his 
opinion  that  the  benefit  of  doubt  should  be 
given  to  the  employer. 

Some  consulting  urologists  lean  over  back- 
ward to  help  their  industrial  confreres  col- 
lect their  fees.  Money  complicates  the  ar- 
rival at  a scientific  diagnosis.  Traumatic 
epididymitis  is  a diagnosis  almost  limited  to 
patients  covered  by  compensation  insurance. 

According  to  infoi-mation  obtained  from 
attorneys  Cashen  and  Craig,  throughout  the 
United  States  the  requirements,  statutory 
language,  and  interpretation  of  Workmen’s 
Compensation  Laws  vary  exceedingly.  In 
general,  noninfectious  epididymitis  involv- 
ing a definite  accident  would  probably  be 
covered  in  all  states.  Medico-legal  difficul- 
ties arise  in  those  cases  wherein  a frank  ac- 
cident is  not  demonstrated,  and  the  claim  is 
made  that  epididymitis  resulted  from  a minor 
trauma  or  from  strain  itself.  The  require- 
ments in  such  instances  to  prove  compensa- 
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bility  vary  from  state  to  state.  In  some,  it 
must  be  shown  that  the  strain  allegedly  caus- 
ing the  condition  was  gi-eater  than  that 
usually  incident  to  the  employment.  In  oth- 
ers, it  may  be  necessary  to  demonstrate 
that  it  was  unusual  in  some  degree.  Many 
states  require  the  production  of  objective 
symptoms  of  an  injury,  for  example,  ecchy- 
moses.  However,  if  it  can  be  established 
that  the  injury  is  in  effect  “latent  and  pro- 
gressive,” but  has  actually  emanated  from  a 
particular  incident  at  a definite  point  in 
time,  the  objective  symptoms  of  an  injuiy 
requirement  are  less  strictly  employed. 

Workmen’s  Compensation  cases  are  usual- 
ly not  tried  before  juries  but  before  judges 
or  commissioners  who  are  far  more  familiar 
with  anatomy  and  are  consequently  better 
qualified  to  evaluate  medical  testimony  as 
to  the  association  between  the  incident  and 
the  resulting  condition. 

In  both  compensation  cases  and  in  civil 
suits  for  damages,  the  physician  may  give 
an  opinion  “based  on  reasonable  medical 
certainty.”  This  means  that  the  testifying 
doctor  is  taking  into  consideration  the  state 
of  that  ever-changing  branch  of  science 
about  which  he  will  testify  as  of  the  date  of 
the  testimony  and  all  the  facts  known  to  him 
with  respect  to  the  particular  patient’s  con- 
dition involved  in  the  litigation.  Although 
the  courts  do  not  demand  absolute  certainty, 
they  will  not  allow  testimony  to  be  based  on 
probabilities,  possibilities,  or  conjecture,  but 
it  must  be  such  that  the  physician  is  positive 
in  his  own  mind  that  a direct  relationship 
does  exist  in  the  matter  to  which  he  testifies. 

In  a specific  case,  assuming  that  there 
are  two  opposite  viewpoints  pertaining  to 
the  relationship  between  strain  or  trauma 
and  the  condition,  the  Court  must  then  decide 
whether  or  not  the  plaintiff,  who  has  the 
burden  of  proof,  has  shown  such  relationship 
by  a preponderance  of  evidence. 

Prior  to  October  19,  1963,  the  Nebraska 
Compensation  Act  required  that  an  accident 
be  shown.  An  accident  was  defined  as 
“something  happening  suddenly  and  violent- 
ly with  or  without  human  fault  producing 
at  the  time  objective  symptoms  of  an  in- 
jury.” There  must  have  been  shown  a trip. 


slip,  fall,  or  unforeseen  losing  the  balance  or 
shifting  of  weight  which  in  turn  produces 
violence  to  the  structure  of  the  body.  Mere 
exertion  no  greater  than  that  ordinarily  in- 
cident to  the  emplojnnent  could  not  of  itself 
constitute  an  accident  even  if  it  were  com- 
bined with  pre-existing  disease  or  injury  to 
produce  a disability.  However,  assuming 
that  the  plaintiff  was  required  to  bear  all 
the  weight  of  an  object  being  carried  by  two 
persons  when  the  other  person  lost  his  grip 
on  the  object  and  assuming  further  that  such 
strain  by  accident  shifted  to  the  person 
which  could  be  shown  with  reasonable  medi- 
cal certainty  to  have  produced  the  epididy- 
mitis, then  certainly  under  this  former  law 
the  person  would  be  entitled  to  compensation. 

Since  October  19,  1963,  however,  the  Ne- 
braska statute  does  not  require  a frank  ac- 
cident. Nevertheless,  it  must  be  shown  that 
there  was  an  unusual  result  or  injury  from 
some  act  or  exertion  during  the  course  of 
employment.  The  language  of  the  new 
statute  is  less  clearly  defined  than  the  for- 
mer, but  if  it  could  explicitly  be  demonstrat- 
ed that  the  epididymitis  did  result  from  a 
strain  occurring  at  a definite  time  in  the 
course  of  employment,  probably  compensa- 
tion would  be  forthcoming. 

In  summary,  the  medico-legal  aspects  of 
traumatic  epididymitis  are  presented.  A 
true  balance  must  be  struck  between  the  doc- 
tor and  the  lawyer  so  that  justice  can  be 
achieved  in  the  relationship  between  the 
plaintiff  and  defendant,  or  insurance  com- 
pany. 
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Gastric  Freezing  — 

Where  Do  We  Stand?* 


Gastric  freezing  for  the  treat- 
ment of  acid  peptic  disease  was 
first  used  in  a patient  in  Octo- 
ber, 1961,  by  Wangensteen  and  his  colleagues 
who  have  carried  out  extensive  studies  in 
the  treatment  of  patients  and  in  the  experi- 
mental laboratory.  Gastric  freezing  was 
developed  as  a natural  outgrowth  of  the 
interest  of  this  group  in  the  use  of  hypo- 
thermia in  the  control  of  bleeding  from  the 
upper  gastrointestinal  tract;  however,  hypo- 
thermia and  freezing  are  two  completely 
different  subjects.  As  an  example  of  this, 
bleeding  is  the  sole  indication  for  the  use 
of  gastric  hypothermia  and  is  considered  a 
contraindication  for  the  use  of  freezing. 

I was  asked  to  talk  to  you  about  gastric 
freezing  and  will  say  nothing  more  about 
the  use  of  cooling  for  the  treatment  of  active 
bleeding.  I am  sure  it  would  be  of  greatest 
help  to  you  if  I could  convince  you  that 
gastric  freezing  is  always  indicated  or  never 
indicated.  As  physicians  confronted  with 
difficult  problems  we  are  eager  to  accept 
a new  simple  treatment  which  can  be  applied 
to  all  patients,  which  will  be  100  per  cent 
safe,  completely  successful  and  of  permanent 
benefit.  Perhaps  in  part  because  of  this 
tendency,  we  are  also  almost  as  eager  to 
condemn  a procedure  if  it  cannot  be  fairly 
universally  applied,  if  it  has  some  risk,  if  it 
is  occasionally  ineffective  and  if  it  is  fre- 
quently of  only  temporary  benefit. 

Freezing  of  the  stomach  for  the  treatment 
of  acid  peptic  disease  is  not  the  final  answer 
but  it  probably  will  have  a place  in  our  per- 
manent armamentarium.  It  is  not  applicable 
to  all  patients.  It  must  not  be  used  in  pa- 
tients who  have  obstruction  to  the  outlet 
of  the  stomach.  It  should  not  be  used  in 
patients  with  large  ulcers  who  have  bled 
recently.  It  seems  to  be  fairly  safe  if  used 
in  the  way  which  Wangensteen  has  recom- 
mended but  there  are  occasional  patients  who 
will  subsequently  bleed  or  develop  gastric 
ulceration. 


EDWARD  E.  MASON.  MD 
Iowa  City,  Iowa 


Gastric  freezing  seems  to  be  of  benefit  in 
the  majority  of  patients  treated,  at  least  for 
a few  months,  and  there  is  little  question 
that  some  of  the  patients  with  proved  intract- 
able acid  peptic  disease  have  had  “pro- 
longed” remissions.  Whether  it  will  prove  to 
be  as  effective  or  more  effective  than  gastro- 
enterostomy seemed  to  be  in  its  heyday  re- 
mains to  be  determined. 

Gastric  freezing  is  still  not  a generally 
accepted  form  of  treatment  because  the  de- 
tails of  its  use  are  still  undergoing  in- 
vestigation, and  because  the  longtemi 
effects  upon  acid  peptic  disease  and  the 
possible  side  effects  are  still  not  known. 
Those  who  elect  to  use  gastric  freezing 
should  maintain  very  complete  records, 
should  be  very  careful  in  the  selection  of  pa- 
tients to  be  treated  and  should  be  prepared  to 
recognize  and  provide  proper  care  for  any 
complications  that  arise  following  such  treat- 
ment. 

Our  personal  series  treated  with  gastric 
freezing  is  a very  small  one.  There  were 
many  patients  sent  to  us  as  candidates  for 
gastric  freezing  whose  diagnoses  did  not 
seem  adequate.  Roentgenograms  which  were 
said  to  show  active  duodenal  ulcers,  when 
reviewed  in  our  own  X-ray  department,  were 
often  considered  completely  nonnal.  Where 
indicated,  repeat  studies  were  obtained  and 
often  again  proved  to  show  no  deformity  or 
active  ulcer.  Patients  occasionally  presented 
themselves  for  consideration  of  freezing 
without  any  referral  from  another  physician 
and  when  we  reported  to  their  personal 
physicians  at  home  about  our  negative  find- 
ings we  were  informed  that  no  previous 
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ulcer  symptoms  had  ever  been  reported  to 
them  by  the  patient. 

During  the  eight  months  that  we  treated 
patients  with  gastric  freezing,  between  De- 
cember 17,  1962,  and  August  9,  1963,  there 
were  only  sixteen  patients  studied  and  these 
patients  had  a total  of  twenty  one-hour 
freezings.  The  patients  were  selected  from 
those  patients  seen  in  our  hospital  who 
seemed  to  be  candidates  for  gastric  resection 
because  of  pain  which  would  not  respond  to 
medical  management.  Some  of  the  patients 
had  histories  of  bleeding  but  we  did  not, 
on  any  occasion,  treat  patients  for  active 
bleeding  or  for  obstruction,  with  gastric 
freezing  alone. 

There  were  four  patients  who  had  a com- 
bined gastric  freezing  and  operative  proce- 
dure. Two  of  these  patients  were  operated 
upon  for  active  bleeding  and  the  bleeding 
vessel  in  the  base  of  the  duodenal  ulcer  was 
ligated  and  a Finney  pyloroplasty  was  per- 
formed while  the  balloon  was  lying  in  the 
upper  stomach  and  while  the  freezing  was 
instituted.  Two  other  patients  were  treat- 
ed with  freezing  during  a pyloroplasty  for 
obstruction.  One  of  these  patients  had  both 
obstruction  from  a duodenal  ulcer  and  chron- 
ic recurrent  cholecystitis  and  the  freezing 
was  carried  out  while  we  were  doing  a chole- 
cystectomy and  pyloroplasty.  The  other  pa- 
tient who  had  freezing  during  an  operation 
was  a patient  who  developed  an  active  duo- 
denal ulcer  in  an  area  of  previous  duodenal 
deformity  following  gastric  freezing  and  the 
pyloroplasty  was  carried  out  during  a second 
gastric  freezing.  The  details  in  this  patient 
will  be  described  below. 

In  two  of  the  patients  that  were  treated 
during  an  operation  early  in  our  experience 
the  stomach  did  not  freeze  solidly  and  was 
not  covered  with  frost.  We  subsequently 
switched  to  a larger  bore  tube  for  the  per- 
fusion of  the  refrigerated  80  per  cent  alcohol 
in  the  gastric  balloon  and  during  the  last 
two  open  operations  the  stomach  did  freeze 
solidly  and  was  covered  with  frost.  As  in 
all  of  our  treatments  the  balloon  used  was 
the  gastric  shaped  balloon  which  has  been 
mentioned  in  the  papers  of  Wangensteen. 
This  balloon  does  not  extend  into  the  antrum 


even  when  filled  with  800  ml  and  with  the 
patient  supine.  The  area  in  which  we  per- 
formed the  pyloroplasty  was  not  frozen  and 
we  did  not  feel  therefore  that  there  would 
be  any  risk  in  combining  the  freezing  with 
this  type  of  surgery.  There  was  no  diffi- 
culty with  wound  healing. 

There  were  twelve  patients  who  were 
treated  in  the  manner  advocated  by  Wangen- 
steen, with  800  to  1000  ml  of  coolant  in  the 
balloon.  Inflow  temperatures  were  be- 
tween — 17  and  — 19°  Celsus  and  outflow 
temperatures  between  — 15  and  — 11.  Fif- 
teen minutes  of  thawing  time  was  allowed 
before  removal  of  the  balloon  and  none  of 
these  patients  had  any  evidence  of  bleeding 
following  the  procedure. 

In  addition  to  the  usual  examinations 
prior  to  treatment,  each  patient  was  asked  to 
fill  out  a Cornell  Medical  Index  and  to  an- 
swer the  questions  in  a Minnesota  Multi- 
Phasic  Personality  Inventory.  The  latter 
were  mailed  to  the  Mayo  Clinic  for  computer 
analysis.  After  an  overnight  fasting  each 
patient  was  subjected  to  a maximum  hista- 
mine stimulation  test  and  an  insulin  secre- 
tion test  on  separate  days  and  these  studies 
were  repeated  twenty-four  hours  following 
surgery  for  the  histamine  response  and  two 
days  following  surgery  for  the  insulin  test. 
Studies  were  again  repeated  after  two 
months.  A Schilling  test  was  carried  out  in 
nine  patients  before  operation  and  again 
beginning  one  day  after  the  freezing.  Serum 
was  analyzed  for  glutamic  oxaloacetic 
transaminase,  leucine  amino  peptidase  and 
amylase  before  and  at  intervals  following  the 
freezing.  Suction  biopsy  specimens  were  ob- 
tained with  the  Quentin-Rubin  tube  from  the 
greater  curvature  of  the  body  of  the  stomach 
before  and  two  days  after  freezing.  These 
specimens  were  studied  by  light  and  electron 
microscopy.  The  biopsy  tube  and  the  naso- 
gastric tubes  used  during  the  secretion  tests 
were  all  placed  in  position  under  fluoro- 
scopic control. 

The  biopsy  and  secretory  studies  were 
carried  out  by  Dr.  Hubei  in  our  Department 
of  Internal  Medicine.  The  histologic  exam- 
inations were  made  by  Dr.  Kent  in  our  De- 
partment of  Pathologj^  The  freezing  was 
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carried  out  by  either  Dr.  Faber  or  the  author 
in  the  Department  of  Surgery.  The  details 
of  these  analytical  procedures  have  been  re- 
ported elsewhere. 

It  was  our  impression  that  there  were 
only  very  mild  inflammatory  and  degenera- 
tive changes  in  the  gastric  mucosa  and  no 
evidence  of  necrosis  following  freezing. 
Even  by  electron  microscopy  the  parietal 
cells  and  chief  cells  were  usually  unaltered 
by  the  freezing.  There  was  no  evidence 
from  the  serum  enzyme  studies  that  any 
significant  amount  of  cellular  destruction 
occurred  to  the  abdominal  organs.  Vitamin 
absorption  was  not  decreased.  There  was 
some  decrease  in  acid  secretion  to  both  his- 
tamine and  insulin  stimulation  with  slightly 
more  reduction  following  insulin,  suggest- 
ing that  perhaps  there  was  more  interference 
with  mucosal  nerve  supply  than  there  was 
direct  damage  to  the  parietal  cells.  One  of 
our  patients  had  an  obvious  small  area  of 
frost  on  the  chest  wall  overlying  the  stomach 
during  the  freezing  procedure  and  several 
of  the  patients  had  areas  of  anesthesia  of  the 
overlying  chest  wall.  One  patient  had  anes- 
thesia extending  to  the  midline  along  the 
dermatone  of  skin  supplied  by  intercostal 
nerves  that  passed  through  this  frozen  area. 

Four  of  our  patients  required  a second 
freezing  from  five  weeks  to  four  months 
after  the  first  treatment  because  of  recur- 
rence of  symptoms.  Three  additional  pa- 
tients were  advised  to  have  gastric  resection 
or  preferred  this  form  of  treatment  for  re- 
current pain.  Seven  patients  have  remained 
free  of  symptoms  for  six  to  fourteen  months. 

The  average  duration  of  symptoms  in 
these  patients  was  nine  years  and  pain  was 
the  chief  complaint  in  almost  all  patients. 
The  pain  was  located  in  the  upper  abdo- 
men and  was  relieved  by  food.  All  the  pa- 
tients had  definite  X-ray  evidence  of  peptic 
ulcer  which  was  accepted  by  our  own  radi- 
ologists. Most  of  the  patients  had  a normal 
Personality  Inventory.  Two  patients  seemed 
to  have  a very  large  number  of  psychoso- 
matic complaints.  Three  were  considered 
to  be  very  apathetic  and  four  were  reported 
to  be  overly  concerned  with  their  bodily 
functions  according  to  the  MMPI.  One  of 


these  latter  patients  stated  several  months 
after  his  treatment,  “My  bowel  movements 
have  been  the  best  in  the  past  twenty  years, 
but  I seem  to  feel  tired  easier  than  I should. 
Otherwise  I feel  fine.  I have  more  trouble 
getting  to  sleep  than  I used  to.”  Even  in 
spite  of  our  pretreatment  care  in  the  selec- 
tion of  patients,  during  the  follow  up  period, 
we  often  wondered  how  much  of  the  trouble 
had  been  related  to  the  ulcer  and  how  much 
of  the  subjective  improvement  could  be  at- 
tributed to  freezing  as  a specific  effect  on 
the  gastric  mucosa  as  contrasted  to  greater 
interest  of  the  patient  in  taking  care  of  his 
stomach  or  a placebo  effect.  The  studies  of 
maximum  acid  output  after  histamine  and 
response  to  insulin  showed  a tendency  to 
early  return  of  normal  secretion.  After  two 
months  there  were  three  patients  who  did 
have  a further  drop  in  acid  secretion  but 
there  were  other  patients  whose  acid  secre- 
tion was  higher  at  two  months  than  imme- 
diately following  the  freezing.  Two  patients 
who  had  a late  decrease  in  acid  secretion  had 
recurrent  symptoms  soon  thereafter. 

The  consistency  with  which  patients  report- 
ed relief  of  pain  immediately  after  freez- 
ing, the  reports  of  gradual  return  of  symp- 
toms several  months  after  treatment,  and 
the  occasional  prolonged  relief  of  symptoms 
following  treatment  is  all  rather  convincing, 
at  least  as  far  as  the  author  is  concerned, 
that  something  of  immediate  benefit  is  ac- 
complished by  this  procedure.  One  of  the 
most  convincing  patients,  R.M.,  was  a 37- 
year-old,  married  furniture  refinisher  with 
a five  year  history  of  upper  abdominal  pain. 
X rays  taken  in  our  hospital  and  compared 
with  X rays  taken  three  years  earlier  in 
another  hospital  revealed  the  identical  active 
duodenal  ulcer  crater  in  the  center  of  the 
duodenal  bulb.  Ten  months  of  severe  upper 
abdominal  pain  preceded  the  first  freezing. 
This  pain  was  relieved  by  milk,  which  he  was 
drinking  frequently  while  at  work. 

He  was  immediately  relieved  of  pain,  the 
relief  lasting  three  months  following  freez- 
ing and  then  had  a gradual  return  of  symp- 
toms with  increasing  pain  over  a one  month 
period.  After  four  months,  a second  freez- 
ing treatment  was  carried  out  and  he  again 
had  complete  and  immediate  relief  of  pain 
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although  he  had  mild  bloating,  belching,  and 
nausea  for  about  two  weeks  after  the  second 
treatment. 

It  has  now  been  eight  months  since  the 
second  treatment  with  no  recurrence  of 
symptoms.  He  has  gained  weight,  he  is  eat- 
ing a general  diet  including  onions,  coffee 
and  other  things  which  he  was  not  able  to 
take  prior  to  treatment.  He  is  smoking  a 
pack  of  cigarettes  a day.  He  is  working 
forty  hours  a week  with  no  milk  between 
meals.  The  last  study  of  his  duodenum  re- 
vealed complete  healing  of  the  ulcer  with 
only  some  scarring.  This  was  performed 
two  months  after  the  second  freezing.  The 
persistence  of  pain  for  five  years  prior  to 
treatment  and  the  relief  of  symptoms  for 
three  months  after  the  first  freezing  and 
eight  months  after  the  second  freezing  are 
convincing  evidence  both  to  the  patient  and 
to  his  physician  that  this  has  been  a worth- 
while procedure. 

Some  of  the  potential  difficulties  that 
may  arise  are  illustrated  by  patient,  D.A., 
a 52-year-old  farm  hand  who  had  been  hav- 
ing upper  abdominal  pain  for  ten  years. 
This  pain  was  at  times  relieved  by  eating 
and  at  other  times  was  brought  about  by 
eating.  There  was  never  any  bleeding.  The 
indication  for,  either  an  operative  procedure, 
or  the  trial  of  freezing  in  this  patient  was 
the  increasing  frequencj’  and  severity  of 
pain.  There  had  been  no  vomiting.  The 
pain  had  been  much  worse  in  the  last  four 
years  and  the  ulcer  had  been  proved  to  exist 
for  at  least  eight  years  by  repeated  X-ray 
examinations.  Roentgenograms  obtained  im- 
mediately prior  to  gastric  freezing  revealed 
no  active  ulcer  but  duodenal  deformity  and 
normal  emptying.  An  overnight  fasting 
gastric  analysis  revealed  730  ml  of  gastric 
juice  with  14°  of  free  acid  and  a pH  of  1.5. 
The  maximum  acid  output  following  0.04 
mg  of  histamine  acid  phosphate  per  kg  body 
weight  given  30  minutes  after  20  mg  of 
intramuscular  Chlortrimeton®  was  18.7  milli- 
equivalents  of  acid  in  a fifteen  minute  period. 
Maximum  acid  output  for  thirty  minutes  was 
32.6  milliequivalents.  The  day  following 
gastric  freezing  these  values  were  17.9  and 
31.1.  Basal  fasting,  unstimulated  gastric 
juice  pH  was  2.7  before  and  4.5  the  day  fol- 


lowing freezing.  The  one  hour’s  freezing 
with  an  inflow  temperature  of  — 20°  Celsus 
and  an  outflow  temperatui’e  which  began  at 
a — 14  and  gradually  fell  to  a — 20  was 
carried  out  without  any  difficulty.  This  is 
one  of  the  first  patients  treated  by  us. 

We  were  over-enthusiastic  and  overly 
anxious  to  find  out  how  effective  the  treat- 
ment was  and  told  the  patient  that  he  could 
eat  anything  that  he  wished.  He  returned 
home  and  after  two  weeks  of  relative  com- 
fort he  made  a list  of  all  of  the  things  which 
he  had  not  been  able  to  eat  for  the  last  five 
years,  including  peanuts,  popcorn,  hamburg- 
ers, cole  slaw,  and  so  forth,  and  proceeded 
to  try  out  all  of  these  foods. 

He  soon  began  to  have  pain  and  for  the 
first  time  vomiting.  Alka-Selzer  and  Rol- 
aids  were  reported  to  give  some  relief  but 
he  continued  to  vomit  off  and  on  for  about 
six  days  and  had  episodes  of  hiccups  for 
about  two  weeks.  There  was  increasing  ten- 
derness to  pressure  in  the  upper  abdomen. 
X-ray  examination  approximately  one  month 
after  the  first  freezing  revealed  an  active 
ulcer  crater  where  there  had  been  only  scar- 
ring before.  There  was  still  no  X-ray  evi- 
dence of  delay  in  emptying  of  the  stomach. 
Clinically,  however,  he  had  continued  pain 
and  recurrent  vomiting.  The  author  and  Dr. 
Faber  felt  that  the  patient  should  either 
at  this  time  have  a gastric  resection  or,  if 
we  wished  to  persist  in  our  efforts  to  treat 
him  with  something  less  than  this,  then 
perhaps  we  should  repeat  the  freezing  and  at 
the  same  time  perform  a pyloroplasty  to 
make  sure  that  he  would  have  adequate  emp- 
tying of  his  stomach.  It  was  our  impression 
that  the  active  ulcer  crater  in  the  duodenum 
was  an  acid  peptic  ulcer  and  not  an  ulcer 
due  to  freezing  since  the  freezing  balloon 
does  not  extend  into  this  area. 

The  second  freezing  was,  therefore,  per- 
formed, and  this  patient  was  one  of  the  four 
in  whom  freezing  was  carried  out  during 
anesthesia  and  with  the  abdomen  open  while 
a large  Finney  pyloroplasty  was  performed. 
The  freezing  was  carried  out  for  one  hour 
with  an  inflow  temperature  ranging  be- 
tween a — 13  and  a — 21  degrees,  Celsus 
and  an  outflow  temperature  ranging  be- 
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tween  a — 16  and  — 8.  In  addition,  a suc- 
tion gastrostomy  was  performed  in  the  dis- 
tal part  of  the  stomach  threading  the  tube 
retrograde.  A feeding  Witzel  enterostomy 
tube  was  also  placed  aborally  in  the  proximal 
jejunum.  Postoperatively,  the  patient’s 
stomach  did  not  empty  but  he  was  relieved 
of  pain.  An  X ray  obtained  approximately 
three  weeks  after  the  second  freezing  re- 
vealed a moderately  large  and  deep  ulcer  of 
the  stomach  along  the  greater  curvature.  For 
a period  of  about  four  weeks  the  patient  was 
maintained  with  gastric  suction  and  the  re- 
feeding of  the  aspirated  material  along  with 
blended  formula  into  the  enterostomy  tube. 
During  the  height  of  this  management  he 
was  given  as  much  as  eight  liters  of  formula 
and  gastric  aspirate  per  day.  The  stomach 
not  only  failed  to  empty  through  the  rather 
patulous  pyloroplasty  but  all  of  the  duodenal 
contents  seemed  to  be  emptying  out  through 
the  stomach. 

By  use  of  the  suction  and  feeding  tubes  it 
was  possible  to  maintain  the  patient  in  a 
good  state  of  nutrition  and  in  normal  fluid 
and  electrolyte  balance  and  finally,  five 
weeks  after  the  second  freezing,  it  was  pos- 
sible to  remove  the  tubes  and  this  patient  re- 
turned home  free  of  symptoms.  In  subsequent 
follow-up  visits  he  has  reported  complete 
freedom  of  symptoms  and  a return  to  his  full 
activities  as  a farm  hand.  His  gastric  ulcer 
healed  while  he  was  still  in  the  hospital. 
Whether  the  final  prolonged  freedom  from 
symptoms  is  due  to  the  freezing,  and  what 
part  the  pyloroplasty  has  in  his  present 
freedom  from  symptoms,  are  questions  im- 
possible to  answer.  While  such  a complicat- 
ed course  is  most  unusual,  the  physician  who 
elects  to  use  gastric  freezing  needs  to  be 
experienced  in  the  treatment  of  peptic  ulcer 
by  standard  methods  and  needs  to  be  pre- 
pared to  provide  whatever  treatment  is 
necessary  should  the  patient  have  complica- 
tions related  to,  or  in  spite  of,  the  gastric 
freezing. 

We  have  not  used  gastric  freezing  in  the 
last  eight  months.  We  are  waiting  to  see 
what  will  happen  to  the  few  patients  whom 
we  have  treated  and  we  are  watching  with 
interest  reports  in  the  literature  from  other 
institutions  where  much  larger  series  of  pa- 


tients are  being  followed.  The  work  of 
Lippman,  Morgensteen  and  Panish^  on  the 
use  of  a manifold  infusion  device  inside 
the  balloon  to  provide  more  even  distribution 
of  the  coolant,  may  make  gastric  freezing 
even  safer.  It  is  commendable  that  a number 
of  large  studies  are  being  pursued  and  there 
is  no  reason  why  others  who  are  experienced 
in  the  treatment  of  peptic  ulcer  and  who 
have  sufficient  numbers  of  patients  should 
not  enter  into  such  studies.  The  use  of  low 
molecular  dextran  infusions  immediately 
prior  to  the  gastric  freezing,  which  is  being 
used  by  Wangensteen  and  his  colleagues,^ 
is  a logical  innovation  which  may  eliminate 
some  of  the  damage  to  deeper  tissues,  which 
might  occur  from  thrombosis  of  small  ves- 
sels and  this  may  make  it  possible  to  achieve 
destruction  of  parietal  and  chief  cells 
through  crystal  formation  without  having 
serious  ulceration  from  ischemic  damage. 
There  has  recently  been  a modification  of  the 
Swenko  freezing  machine  so  that  its  minute 
output  is  twice  as  great  as  earlier  models. 
Changes  in  the  shape  and  thickness  of  the 
balloon  are  under  study.  There  may  be  pa- 
tients who  will  be  relieved  of  their  acid  pep- 
tic disease  by  two  or  more  freezings.  There 
is  still  some  difficulty  in  freezing  the  antrum. 
Whether  or  not  this  is  important  is  open  to 
speculation,  but  Wangensteen  is  interested 
in  this  aspect  of  the  problem  because  of  his 
long  years  of  experience  with  the  antrum 
in  the  surgical  treatment  of  acid  peptic  dis- 
ease. 

Ultimately,  freezing  may  well  be  an  ac- 
ceptable form  of  treatment  for  selected  pa- 
tients with  peptic  ulcer.  When  used  proper- 
ly this  apparently  is  a procedure  which  car- 
ries very  low  risk.  If  patients  require  re- 
peated treatments  and  develop  an  atrophic 
mucosa  there  may  be  some  late  complications 
and  perhaps  even  some  slight  increase  in  the 
incidence  of  carcinomatous  change.  It 
would  appear,  however,  that  if  freezing 
gives  satisfactory  relief  of  sjTnptoms  with 
the  minimum  amount  of  discomfort  and  hos- 
pitalization which  is  required  that  some  late 
morbidity  could  be  accepted. 

Today  we  know  that  gastric  freezing  is 
not  a panacea.  We  know  that  patients  usual- 
ly are  improved  following  its  use  although 


Septembar,  1964 


469 


the  prognosis  is  for  an  exacerbation  of 
symptoms  in  a third  to  a half  of  patients 
within  six  months.  We  are  now  standing 
in  the  wings  waiting  and  watching  as  the 
investigators  go  fonvard  with  their  studies. 
It  is  still  too  early  to  pass  judgement  on 
the  place  of  gastric  freezing  in  the  treatment 
of  peptic  ulcer. 
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“To  have  seen  Paris  in  April,  or  Rio  at  Carnival  time,  is  to 
have  done  well.  But  no  one  can  say  he  has  truly  lived  until  he 
has  seen  Nebraska  in  late  fall. 

“One  arrives  in  this  romantic  land  at  the  moment  he  crosses 
the  broad,  rolling  Missouri.  This  is  where  the  West  begins.  This 
is  the  legendary  land  of  the  overland  trails,  the  intrepid  pioneers, 
the  Pawnee  and  the  Otoe,  the  Pony  Express  and  names  like  Buffalo 
Bill  and  Wild  Bill  Hikock.”  (From  “Wide-Angle  State”  New  York 
Times,  1963). 
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A Clinical  Study  of 
Erythromycin  Stearate  and 
Erythromycin  Ethyl  Succinate 

IN  OFFICE  PRACTICE 


The  treatment  of  infectious  dis- 
eases in  general  medical  or 
surgical  practice  poses  a diffi- 
cult problem  to  the  physician.  The  ideal  ap- 
proach of  obtaining  cultures  for  isolation  of 
the  etiologic  microorganism  or  for  sensi- 
tivity testing  to  determine  the  proper  anti- 
biotic treatment  is  almost  impossible  in 
daily  office  practice.  Combinations  of  anti- 
biotics which  have  been  introduced  as  a 
panacea  for  the  therapy  of  common  bac- 
terial disease  are  unsatisfactory.  The  so- 
called  broad  spectrum  antibiotics  also  are  not 
as  universally  applicable  as  their  classifica- 
tion might  suggest.  They  have  caused  an 
increased  number  of  “side  effects”  and  have 
also  been  associated  with  the  development  of 
drug-resistant  bacteria.  In  view  of  the  dif- 
ficulties which  are  posed  by  other  antibiotics, 
we  decided  to  perform  clinical  and  labora- 
tory studies  with  the  wide  spectrum  anti- 
biotic, erythromycin,  in  a series  of  office 
patients.  We  wanted  to  determine  how  ivell 
it  was  tolerated  and  to  compare  the  residts 
of  disc  sensitivity  tests  ^vith  the  clinical  re- 
sponse to  therapy. 

Erythromycin  is  an  antibiotic  active  main- 
ly against  the  gram  positive  cocci,  notably 
staphylococci,  streptococci  and  pneumococci. 
However,  a favorable  response  in  an  even 
wider  range  of  infections  has  also  been  re- 
ported. In  recommended  doses  it  provides 
inhibitory  blood  levels  in  less  than  two  hours 
and  a relatively  high  concentration  of  anti- 
biotic for  six  hours. 

Methods  and  Materials 

Data  on  191  patients,  77  males  and  114 
females,  were  accumulated  from  September 
through  December,  1962.  Of  these,  171  pa- 
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tients  were  Caucasian,  and  20  were  Negro. 
Ages  of  the  patients  studied  are  indicated  in 
table  1. 

Table  1 

AGE  DISTRIBUTION  OF  PATIENTS 
UNDER  STUDY 


No.  of 

Age  in  years  Patients 

0-  9 46 

10-19  15 

20-29  28 

30-39  28 

40-49  : 26 

50-59  27 

60-69  14 

70-and  older 7 


In  all,  253  diagnoses  were  made;  three 
were  made  simultaneously  in  one  patient  and 
two  were  coincident  in  sixty  patients.  Non- 
infectious  diseases  such  as  hypertension  or 
diabetes  were  concurrent  with  the  infectious 
conditions  of  37  patients  who  are  grouped 
together  under  the  subheading,  “Not  classi- 
fied.” The  remaining  216  diagnoses  were 
clinically  classified  as  bacterial  infections. 
The  diagnoses  are  shown  in  table  2. 

One  culture  was  obtained  from  each  pa- 
tient. Sources  of  the  cultures  were  as  fol- 
lows : throat,  180 ; nasopharynx,  four ; ear, 
three;  skin,  two;  and  vagina,  two.  In  each 
case  the  infected  area  was  swabbed  and  the 
material  placed  in  a brain-heart  infusion 
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Table  2 

CLINICAL  DIAGNOSES  IN  191  PATIENTS 


No.  of 

Diagnosis  Patients 

Pharyngitis  127 

Not  classified  { non-inf ectious) 37 

Bronchitis  27 

Sinusitis  13 

Tonsillitis  9 

Laryngitis  (croup) 8 

Otitis  media 6 

Bronchopneumonia  4 

Gastroenteritis  4 

Lymphadenitis 4 

Otitis  media,  suppurative 4 

Enterocolitis  2 

Pleuritis  2 

Purulent  rhinitis 2 

Skin  abscess 2 

Puerperal  sepsis  1 

Vaginitis  1 


broth.  The  next  day  a disc  sensitivity  test 
was  set  up,  from  the  broth  culture,  to  deter- 
mine the  sensitivity  of  the  organisms  to  ery- 
thromycin, chloramphenicol,  penicillin,  tetra- 
cycline, oxytetracycline  and  streptomycin. 
The  broth  material  was  then  subcultured  on 
the  appropriate  media  for  identification  of 
organisms.  In  three  to  five  days,  the  com- 
plete procedure,  with  the  exception  of  the 
disc  sensitivity  test,  was  repeated. 

In  all,  307  organisms  were  isolated,  one 
being  present  in  the  cultures  obtained  from 
each  of  83  patients,  two  from  100  patients, 
and  three  from  the  cultures  of  eight  patients. 

Erythromycin  therapy  was  begun  at  the 
time  clinical  diagnosis  was  made,  before  the 
results  of  disc  sensitivity  tests  were  avail- 
able. Erythromycin  stearate  tablets  were 
administered  to  62  patients;  45  others  re- 
ceived reconstituted  erythromycin  ethyl  suc- 
cinate granules.*  An  initial  single  intra- 
muscular injection  of  100  mg  of  erythro- 
mycin ethyl  succinate  was  administered  to 
82  other  patients,  followed  by  the  oral  ad- 
ministration of  the  reconstituted  granules  in 
one  case  and  by  eiythromycin  stearate  in 
the  others.  In  two  cases,  therapy  was  main- 
tained with  intramuscular  erythromycin 
ethyl  succinate  alone. 

•The  preparations  of  erythromycin  used  were  supplied  as 
follows  by  Abbott  I.aboratories,  North  Chicago.  111. : erythro- 

mycin ethyl  succinate  as  Erythrocin(R)  Granules  and  Erythro- 
cin(R)-I.M.  : erythromycin  stearate  as  Er>’throcin{R)  Film- 

tab(R)  tablets. 
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The  recommended  daily  dose  of  these 
forms  of  erjThromycin  for  children  is  14 
mg/lb  (.5  kg)  day  with  a maximum  of  23 
mg/lb  (.5  kg)  day.  Of  the  patients  weigh- 
ing less  than  70  pounds  (31.8  kg)  included  in 
this  report,  20  received  dosages  which  were 
in  this  recommended  range,  12  received 
smaller  dosages,  and  nine  received  amounts 
greater  than  those  in  the  recommended 
range.  The  mean  daily  dose  per  pound  (.5 
kg)  was  18.77  mg. 

The  mean  duration  of  therapj’  was  3.6 
days,  patients  being  treated  for  periods  rang- 
ing from  2 to  10  days. 

Results 

Of  the  total  of  191  patients,  clinical  cures 
were  obtained  in  182  cases  (95%) ; eight  pa- 
tients were  improved  and  only  one  patient 
failed  to  respond  to  erythromycin  therapy. 
Table  3 shows  the  results  of  therapy  with 
respect  to  clinical  infections,  which  were 
multiple  in  25  patients.  In  this  study,  de- 
fervescence and  subsidence  of  symptoms  be- 
fore 48-72  hours  were  interpreted  as  “cured,” 
while  complete  recovery  occurring  after  72 
hours  of  therapy  was  recorded  as  “im- 
proved.” 

Side  effects  were  rare  (2.6%)  as  indicated 
in  table  4 ; discontinuation  of  therapy  was 


Table  3 


RESPONSE  TO  ERYTHROMYCIN  THERAPY 
ACCORDING  TO  CLINICAL  DIAGNOSES 


Major  Diagnosis  Cured 

Pharyngitis  123 

Bronchitis  25 

Sinusitis  13 

Tonsillitis  9 

Laryngitis  (croup) 6 

Otitis  media 6 

Bronchopneumonia 3 

Gastroenteritis  3 

Lymphadenitis 4 

Otitis  media, 

suppurative 4 

Enterocolitis  2 

Pleuritis  2 

Punilent  rhinitis 2 

Skin  abscess 2 

Puerperal  sepsis  1 

Vaginitis  1 


Total  206 


Improved 

4 

1 

0 

0 

1 

0 

1 

1 

0 


Not 

Improved 

0 

1 

0 

0 

1 

0 

0 

0 

0 


0 

0 

0 

0 

0 

0 

0 

8 


0 

0 

0 

0 

0 

0 

0 

2 
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not  required  in  any  of  the  patients.  Side 
effects  which  occurred  consisted  chiefly  of 
mild  gastrointestinal  disturbances;  urticaria 
occurred  in  one  patient. 


Clinical  response  to  erythromycin  therapy 
was  correlated  with  susceptibility  of  the  or- 
ganisms as  detei-mined  by  the  disc-plate 
method,  as  shown  in  table  6. 


Table  4 

SIDE  EFFECTS  FROM  ERYTHROMYCIN 


THERAPY 

Erythromycin 

Ethyl 

Total  Succinate 

Erythro- 

mycin 

Stearate 

Patients 

191 

143 

48 

No.  of  side  effects  _ 

___  5 

5 

0 

% incidence  of  side 

effects 

2.6% 

3.5% 

0% 

Side  effects: 

Diarrhea 

0 

0 

0 

Vomiting 

0 

0 

0 

Nausea 

2 

2 

0 

Abdominal  pain  _ 

2 

2 

0 

Skin  eruption 

0 

0 

0 

Urticaria 

1 

1 

0 

Other 

0 

0 

0 

Table  6 

CORRELATION  OF  CLINICAL  RESPONSE 
WITH  ORGANISM  SENSITIVITY 


Susceptibility  Complete  Not 

of  Organisms  Recovery  Improved  Improved 

Erythromycin- 

sensitive  241  11  1 

Erythromycin- 

resistant  48  1 0 


In  addition  to  erythromycin,  susceptibil- 
ity or  resistance  of  the  organisms  to  sev- 
eral other  antibiotics  was  also  determined 
by  the  disc-plate  method.  Results  are  shown 
in  table  7. 


Table  5 lists  all  the  microorganisms  iso- 
lated and  indicates  the  clinical  responses  of 
the  patients  according  to  the  organism  which 
was  found. 


Table  5 

RESPONSE  TO  ERYTHROMYCIN  THERAPY 
ACCORDING  TO  MICROORGANISMS 
ISOLATED 


Organism 

Total 

Completely 

Recovered 

Im- 

proved 

JNot 

Im- 

proved 

staphylococci 

_133 

126 

6 

1 

Streptococci 

74 

72 

2 

0 

H.  influenzae 

_ 29 

28 

1 

0 

N.  catarrhalis  — 

_ 27 

25 

2 

0 

D.  pneumoniae 

_ 22 

22 

0 

0 

E.  coli  _ 

9 

9 

0 

0 

Gram-negative 
bacilli  

9 

8 

1 

0 

Candida  albicans 
(Monilia) 

3 

3 

0 

0 

Alpha  Strep.  — 

1 

1 

0 

0 

Discussion 

The  treatment  of  bacterial  diseases,  and 
especially  upper  respiratory  diseases,  in 
general  medical  practice  is  not  an  easy^task. 
Most  patients  come  to  the  doctor’s  office 
only  after  they  have  already  used  many  of 
the  widely  advertised  household  remedies. 
Often,  they  expect  from  the  physician  a fast 
“cure”  with  a so-called  miracle  drug.  Many 
patients  demand  immediate  therapy  such  as 
an  injection  of  penicillin.  Widespread  use 
of  penicillin  without  definite  indications  has 
increased  the  problem  of  bacterial  resistance 
and  drug  allergy.  The  subsequent  wide- 
spread use  of  antibiotic  combinations  and 
broad  spectrum  antibiotics  has  been  accom- 
panied by  increased  side  effects  which  have 
limited  their  usefulness  in  the  management 
of  commonly  encountered  infections. 


Table  7 


SENSITIVITY  OF  ORGANISMS  TO  ERYTHROMYCIN  AND 
TO  OTHER  ANTIBIOTICS 


Antibiotic 

Erythromycin  _ 
Chloramphenicol 

Penicillin  

Tetracycline 

Terramycin  

Streptomycin 


All  Organisms  Streptococci  Staphylococci 


Sens. 

Resis. 

Sens. 

Resis. 

Sens. 

Resis. 

_253 

49 

65 

8 

117 

14 

-241 

61 

65 

8 

109 

22 

-240 

62 

66 

7 

111 

20 

-220 

82 

56 

17 

97 

34 

226 

75 

56 

17 

100 

30 

38 

8 

13 

3 

16 

2 
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In  our  hands,  both  erythromycin  stearate 
and  erythrocin  ethyl  succinate  were  effective 
and  well  tolerated.  Only  one  patient  with 
asthmatic  bronchitis  failed  to  respond  to  the 
therapy  as  measured  by  defervescense  and 
subsidence  of  symptoms.  Most  of  our  pa- 
tients in  the  study  suffered  from  upper  res- 
piratory infections.  It  was  surprising  to 
find  that  the  most  frequently  encountered 
microorganisms  in  the  cultures  were  sta- 
phylococci. They  were  found  twice  as  fre- 
quently as  streptococci  and  about  six  times 
as  often  as  pneumococci.  This  prevalence 
of  staphylococci  in  the  throat  cultures  is  sig- 
nificant. If  this  is  confirmed  by  further 
studies,  it  may  alter  present  attitudes  con- 
cerning the  use  of  antibiotics  in  the  treat- 
ment of  upper  respiratory  infections. 

It  is  also  interesting  to  note  that  the  in- 
dividuals whose  cultures  were  erythromycin- 
resistant,  as  tested  by  in  vitro  studies,  re- 
sponded to  the  therapy  as  well  as  those  whose 
cultures  revealed  erythromycin-sensitive  bac- 
teria. This  poor  correlation  of  clinical  re- 
sponse with  the  disc  sensitivity  testing  raises 


some  doubt  as  to  the  reliability  of  this  meth- 
od for  determining  appropriate  antibiotic 
therapy.  Nevertheless,  the  disc-sensitivity 
results  in  this  series  of  patients  indicated  a 
lower  incidence  of  drug  resistance  to  eiy- 
thromycin  than  to  the  other  antibiotics 
tested.  It  seemed  to  us  that  this  jusifies 
the  use  of  erythromycin  as  the  first-choice 
drug  in  the  treatment  of  bacterial  diseases 
commonly  encountered  in  a general  medical 
and  surgical  practice. 

Summary 

Clinical  studies  in  the  treatment  of  in- 
fectious diseases  occurring  in  office  prac- 
tice were  performed  with  the  wide  spectrum 
antibiotic,  eiythromycin.  The  clinical  re- 
sponse was  excellent  (95%  clinical  cures). 
The  drug  was  well  tolerated.  The  most  com- 
mon bacterial  agent  found  in  upper  respira- 
tory infections  during  the  period  of  our  study 
was  the  staphylococcus.  Of  all  infections 
treated,  more  were  more  susceptible  to  ery- 
thromycin than  to  other  antibiotics,  as 
judged  by  the  results  of  the  disc-plate  meth- 
od of  sensitivity  testing. 


Equipment  is  a major  cost  to  hospitals.  For  example,  some 
typical  charges  for  new  equipment  may  be  as  follows: 

Cobalt  60  bomb  for  radiation  therapy — between  $25,000  and 
$90,000 

Medium  size  cobalt  vault — $32,000 
Electrocardiogi'aph — $900  and  up 
Operating  room  lights — $500  and  up 
Electric  beds — $350  - $700 
X-ray  machine — $17,000  and  up 
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SPECIAL  ARTICLE 


50-YEAR  Water  Safety  Program 

FEATURES  Health  and  Recreation 


This  year  the  Red  Cross  Water 
Safety  program  is  50  years  old. 
This  national  safety  program 
has  always  placed  great  stress  on  health  and 
recreation.  From  the  beginning  of  its  safe- 
ty programs,  Red  Cross  has  relied  heavily 
upon  the  best  medical  and  other  professional 
consultants  available  to  advise  regarding 
each  proposed  change  in  program  content 
and  instructional  practice. 

The  founder  of  the  water  safety  program 
was  Commodore  W.  E.  Longfellow  who 
fought  a persistent  personal  battle  against 
illness  before  founding  this  Red  Cross  pro- 
gram. Mr.  Longfellow  began  his  swim  safe- 
ty progi’am  in  his  native  Rhode  Island 
around  the  turn  of  the  century,  first  on  a 
local,  then  on  a state  level.  Just  as  these 
limited  programs  began  to  show  success, 
tuberculosis  of  the  spine  struck  the  young 
man  down,  and  for  a time  it  appeared  that 
his  promising  career  would  end  before  it 
had  been  properly  launched. 

Immediately,  Mr.  Longfellow  was  placed 
in  a plaster  cast  from  hips  to  armpits  and 
laid  flat  on  his  back  indoors.  Thus  immo- 
bilized he  was  obliged  to  resign  from  his  job 
as  reporter  on  the  Providence,  Rhode  Island, 
Journal.  However,  so  great  was  his  interest 
in  this  lifesaving  work  that  he  managed  to 
continue  supervision  of  the  state-wide  pro- 
gram by  means  of  bedside  conferences,  the 
telephone  and  correspondence. 

His  illness,  however,  became  progressive- 
ly more  serious,  and  at  one  point  the  prog- 
nosis gave  him  no  more  than  a month  to 
live.  Convinced  that  he  was  not  going  to 
get  better  while  remaining  in  bed,  the  Com- 
modore obtained  permission  to  go  out  into 
the  sunshine,  where  he  reclined  for  hours 
in  a big  armchair.  He  kept  himself  occupied 
with  ambitious  plans  for  what  he  termed  the 
“Waterproofing  of  Rhode  Island”  and  he 
dreamed  of  the  day  when  he  would  get  back 
into  the  water. 


From 

AMERICAN  NATIONAL  RED  CROSS 


By  early  spring  the  Commodore  was  walk- 
ing occasionally  to  the  doctor’s  office,  and 
now  and  then  giving  an  aquatic  lecture, 
though  still  wearing  his  plaster  cast.  Early 
in  the  summer  he  had  a lifesaving  launch 
outfitted  and  with  it  toured  the  Narragan- 
sett  Bay  area,  improving  waterfront  condi- 
tions and,  with  the  aid  of  an  assistant  to 
play  the  part  of  the  drowning  victim,  he 
staged  reach-rescue  demonstration. 

By  the  end  of  the  summer  of  1908,  the  doc- 
tors put  hinges  on  the  cast  and  he  was  able 
to  remove  it  for  brief  intervals  to  again  en- 
ter the  water.  Supported  by  its  buoyancy, 
he  began  to  restore  strength  to  atrophied 
muscles  by  taking  mild  swimming  exercises. 

At  about  this  time  the  Commodore  met  sev- 
eral English  millworkers  in  the  nearby  town 
of  Gray  stone.  They  had  just  returned  from 
England,  bringing  with  them  a new  method 
of  artificial  respiration  devised  by  Edward 
Sharpey  Schafer,  an  anatomist  at  the  Uni- 
versity of  Edinburgh.  In  those  days  barrel 
rolling  was  a common  device  for  producing 
resuscitation  on  many  beaches.  When  a for- 
mal method  of  resuscitation  was  used,  the 
Sylvester  method  was  taught. 

Commodore  Longfellow  became  an  advo- 
cate of  the  Schafer  prone-pressure  method 
and  immediately  began  to  teach  the  tech- 
nique. When  critics  claimed  it  was  physio- 
logically impossible  to  restore  breathing  in 
this  manner,  he  went  directly  to  the  highest 
medical  authority  in  that  area,  the  New  York 
Academy  of  Medicine,  requesting  that  they 
investigate  the  various  methods  of  artifi- 
cial respiration  and  report  their  findings. 
The  academy  agreed  and  in  due  course  ren- 
dered an  opinion  that  the  prone-pressure 
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method  was  indeed  superior  to  any  other 
then  in  use,  both  because  of  its  effective- 
ness and  ease  of  operation.  The  finding 
was  a substantiation  of  Schafer’s  and  Long- 
fellow’s claims. 

The  Commodore  soon  set  about  to  find 
ways  of  expanding  water  safety  activities 
nationally.  The  search  took  him  to  the 
American  Red  Cross,  which  was  already  con- 
ducting a national  first  aid  program.  The 
Red  Cross  liked  his  proposed  water  first 
aid  program  and  hired  him  in  1914  to  head 
a water  safety  education  program.  His  first 
step  was  to  set  up  a Red  Cross  Life  Saving 
Corps  and  to  promote  it  nationally.  He  trav- 
eled from  one  community  to  another,  attract- 
ing large  crowds  to  his  aquatic  pageants 
where  he  “taught  gently  and  entertained 
hugely.’’  He  also  recruited  the  skilled  swim- 
mers in  each  place,  trained  them  in  rescue 
and  resuscitation  and  organized  them  into  a 
volunteer  lifesaving  corps  that  would  carry 
on  the  work. 

As  the  program  developed,  the  emphasis 
gradually  changed  from  training  lifeguards 
to  the  goal  of  teaching  the  general  public 
how  to  swim.  Various  specialized  projects 
involving  health  evolved  during  the  50-year 
span. 

For  example,  during  World  War  II  con- 
valescent swimming  developed  as  therapy 
for  the  war  wounded  and  the  ill  in  military 
hospitals.  It  started  first  in  cooperation 
with  the  Army  Air  Forces  Medical  Service. 
After  the  w a r convalescent  swimming 
spread  widely  over  the  country  as  swimming 
for  the  handicapped,  for  crippled  children 
as  well  as  for  war  veterans.  Many  Red 


Cross  chapters  now  conduct  handicapped 
swim  programs  under  medical  supervision. 

Upon  recommendation  of  the  National  Re- 
search Council  of  the  National  Academy  of 
Sciences,  the  Red  Cross  adopted  the  mouth- 
to-mouth  (mouth-to-nose)  method  of  artifi- 
cial respiration  for  use  on  infants  and  small 
children  in  1957  and  on  adults  in  1959.  Red 
Cross  has  taught  artificial  respiration  to  mil- 
lions of  persons  through  its  lifesaving  and 
first  aid  courses.  Someone  once  remarked 
that  resuscitation  served  as  a bridge  between 
first  aid  and  water  safety,  enabling  these 
two  Red  Cross  programs  to  dovetail  in  sev- 
eral instances. 

Another  water  safety  activity  of  the  Red 
Cross  keyed  to  health  needs  is  Swim  and 
Stay  Fit,  a project  launched  in  September 
1961  as  part  of  the  late  President  Kennedy’s 
physical  fitness  program.  Purpose  of  the 
program  is  to  encourage  Americans  of  all 
ages  to  swim  more  and  thereby  improve  their 
physical  condition.  To  stimulate  increased 
swimming,  the  Red  Cross  developed  a plan 
under  which  participants  are  asked  to  swim 
50  miles  or  more,  in  quarter-mile  sections, 
keeping  records  of  their  achievements  on 
wall  charts  posted  at  swimming  facilities 
and  on  wallet-size  individual  facsimiles.  The 
Red  Cross  so  far  has  awarded  26,300  cer- 
tificates to  participants  who  have  completed 
10,  20,  30,  40  and  50  miles  of  swimming. 

The  melding  of  safety,  health,  and  recrea- 
tion aims  for  the  welfare  of  the  American 
people,  so  significant  for  the  last  50  years, 
will  doubtless  continue  as  Red  Cross  Water 
Safety  program  enters  its  second  half-cen- 
tury of  service. 


“It  seems  that  in  future  explorations  of  space,  all  possible 
precautions  will  be  taken  not  to  contaminate  the  virgin  worlds  under 
exploration.  It  would  be  nice  to  think  that  just  as  much  attention 
was  being  paid  to  our  own  old  planet  and  that,  in  fact,  it  might 
be  given  some  priority  in  this  matter.”  (Editorial  by  J.  R.  G.  in 
World  Medical  Journal,  July,  1963). 
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HOW  THE  INCOME  OOLLAR  WAS  SPENT  IN  1963 
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Claim  payments  and  operating  expenses  in  1963  exceeded  earned  premium  income 
for  the  year  by  four  percent.  This  amount  was  drawn  from  previous  years’  reserves 
set  aside  for  such  contingencies. 
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1963  . . . 

Blue  Shield  is  now  the  largest  Medical  Care 
Plan  in  the  world  with  over  53,000,000  mem- 
bers. One  out  of  every  five  Nebraskans  is  now 
protected  by  this  Program. 
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1944  . . . 

Nebraska  Blue  Shield  was  organized  by  the 
Douglas  County  Medical  Society.  The  Nebr- 
aska Surgical  Plan  was  first  offered  to  resi- 
dents of  Omaha  and  Douglas  County.  Dr.  A.  J. 
Offerman  was  elected  President  this  year. 


1947  . . . 

Service  Benefit  feature  unanimously  approved 
by  House  of  Delegates  of  the  Nebraska  State 
Medical  Association.  Nebraska  physicians  gave 
their  support  to  the  program  by  signing  Par- 
ticipating Physician’s  Agreement,  pledging  to 
accept  Blue  Shield  fees  as  payment  in  full  for 
members  whose  annual  incomes  were  under 
$1,800  (single)  and  $2,600  (family). 

1949 . . . 

Blue  Shield  membership  made  available  to  per- 
sons not  eligible  for  Employees  Group  enroll- 
ment. Non-group  individual  membership  de- 
veloped and  offered  this  year. 

1952  . . . 

Resolution  adopted  by  House  of  Delegates  of 
Nebraska  State  Medical  Association  to  in- 
crease annual  income  limits  for  Blue  Shield 
Service  Benefits  $2,400  (single)  and  $3,200 
(family). 

1954  . . . 

Tenth  anniversary.  One  out  of  every  seven 
Nebraskans  enjoyed  Blue  Shield  protection. 
1,100  Participating  Physicians  providing  serv- 
ices to  Nebraska  Blue  Shield  members  and 
guaranteeing  stability  of  the  Plan. 

A Nebraskan,  Elmer  T.  Linstrom,  was  honored 
as  the  nation’s  30  millionth  Blue  Shield  mem- 
ber enrolled. 


1955  . . . 

Nebraska  Blue  Shield  Board  authorized  the 
offering  of  Preferred  Agreements  on  an  indi- 
vidual non-group  basis. 

1956 . .  . 

A new  agreement  for  Nebraskans  65  years  of 
age  and  over  was  introduced.  All  Nebraskans 
regardless  of  age  may  now  apply  for  Nebraska 
Blue  Shield  membership. 

1957  . . . 

Dr.  A.  J.  Offerman  was  elected  National  Presi- 
dent of  Blue  Shield  Medical  Care  Plans.  Com- 
prehensive Major  Medical  coverage  developed 
and  offered  to  Nebraskans  on  group  basis. , 

1958 . .  . 

House  of  Delegates  of  Nebraska  State  Medical 
Association  approves  the  development  of  new 
Service  Agreements  with  income  limits  of 
$6,000  for  single  coverage  and  $7,500  for  family 
coverage. 

1959 . .  . 

Total  claim  utilization  for  the  year  amounted 
to  83.14  percent  or  $2,950,005.08.  Overhead  in 
1959  represented  9.13  percent. 

1960.. . 

Blue  Shield  started  participating  in  Federal 
Employee  Health  Benefit  Program,  the  largest 
group  of  employees  in  the  world. 

1961 . .  . 

New  series  of  agreements  were  introduced  to 
the  public  (Series  32,  42,  60  and  75). 

1963  . . . 

Blue  Shield  is  now  the  largest  Medical  Care 
Plan  in  the  world  with  over  53,000,000  mem- 
bers. One  out  of  every  five  Nebraskans  is  now 
protected  by  this  Program. 


N6brciska  Medical  Service 
Fifth  Floor  Kilpatrick  Building- 
Omaha  2,  Nebraska 

Gentlemen ; 

jratuLte  y"ofo„Thi!  fheToJh  a“‘  ' "PPortunity  to  con- 

Service,  and  a most  successful  twTnty  yea^K 

MEmCAL™  sISaATlSS  NEBRASKA  STATE 

iSISS™»SM 

Si  “'.•.s"""”  “T'2.s*i“  c;";; 

s.~2-fr;.*,”:r  sr-t  s:  s;i":ts",r.s 

care  protection,  paralleling  the  increase  cosTrff  ?!!a  , ^ - 

adequate  service  level  coverage  an^  o t of  medical  care  with 
nizance  of  the  fact  that  th«*  ’ ■ ^ Pai  ticularly  m taking  cog- 

:s£rr  “ «•'  Es.r,rr 

Of  added  e“ 

^^^rMeS“ne‘U'Si  “ “ i?. 

aneven"r%"feSfto^ 

the  p t twenty  yea^s!^  The  VTo^Il'lssocSL^T^rd  t‘ h? 

constituenrpiaL  oelebration  of  one  of  its 

happy  anniversary  ! ! ! 

Sincerely, 

RUSSELL  B.  CARSON,  M.D. 
Chairman  of  the  Board 


September,  1964 
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Nebraska  Medical  Service  ^ ^ 

Blue  Cross -Blue  Shield 

B^ST’  *“•' 

Omaha,  Nebraska 
Dear  Dr.  Offerman: 

«e  ^uldlik^to  bifTtate'or  ■"  September, 

ditficult,  let  me  extend  fko  • ^ ^ Since  this  is 

state  Medical  Association  to  NXfr“pf‘™"  Nebraska 

anniversary  and  to  the  Blue  Shield  ^ 25th 

with  any  member  of  our  own  familv^  u anniversary.  As 

growth  and  development  of  each  uL^nf 

birth  of  “our  two  children”  and  have  dm-,  ^ 7i  at  the 

necessary  growino-  pains  and  o i the  years  endured  the 

congratulate  two^of  our  finp  hardness  until  now  we  pridefully 

Both  of  the  -Blues'  7 “k-  f,  “^i 

markable  growth  and  because  of  ft-  ^ » >«- 

socio-economic  life  of  the  nreeo  f * great  influence  on  the 

-tion  can  eompm^to  tL“  \““T„‘r  ' 

past  quarter  of  a centurv.  And  in  additin  ^ 

byword  of  both.  The  remarkiihip  r bas  been  the 

“Blues”  to  adjust  to  the  needs  of  the^times.'" 

selfish  wish  becausTthe  rery  “i‘staMr  irf\h'''’‘'’-' 
of  Blue  Cross'^ard^Blurshiefr*  Nevf « T “"“'■'"od  ‘’success 

from  our  Sincere  wishes  for  continuois ’m^gVss'^nl^c^clf^ 

RICHARD  E.  GARLINGHOUSE  M D 

President  Nebraska  State  Medical 
Association 


= ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
September  12 — Cozad,  Elks  Club 
September  16 — Sidney,  Elks  Club 
October  10 — McCook,  St.  Catherine’s  Hos- 
pital 

October  24 — Hastings,  Mary  Lanning  Hos- 
pital 

ANNUAL  WEST-NORTHCENTRAL  CON- 
FERENCE ON  DISEASES  COMMON  TO 
MAN  AND  ANIMALS  — September  11 
and  12;  on  campus  of  University  of  Ne- 
braska College  of  Medicine. 

THE  NEBRASKA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  — Will  hold  a two-day  Scien- 
tific Meeting  at  the  Cornhusker  Hotel, 
Lincoln,  September  16th  and  17th,  1964. 

COLORADO  MEDICAL  SOCIETY,  94th 
ANNUAL  SESSION  — September  16th 
through  19th,  Broadmore  Hotel,  Colorado 
Springs. 

FIFTH  NATIONAL  CANCER  CONFER- 
ENCE — September  17,  18,  19,  1964,  at 
the  Bellevue-Stratford  Hotel  in  Philadel- 
phia, Pa. 

FLYING  PHYSICIANS  ASSOCIATION, 
TENTH  ANNUAL  MEETING  — Riviera 
Hotel,  Palm  Springs,  California,  Septem- 
ber 27  through  October  2,  1964. 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  POSTGRADUATE 
COURSES  COMING  UP— 

2.  Electrocardiography  in  Infants  and 
Children;  Henry  Ford  Hospital,  De- 
troit, September  24,  25,  and  26,  1964. 

3.  Environmental  Diseases  of  the  Heart 
and  Lungs:  Pick-Carter  Hotel,  Cleve- 
land, September  28,  29,  and  30. 

4.  Clinical  Cardiopulmonary  Physiology: 
Continental  Hotel,  Chicago,  October 
26-30,  1964. 

5.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart 


and  Lungs:  International  Inn,  Wash- 
ington, D.C.,  November  9-13,  1964. 

6.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  the  Heart  and  Lungs; 
Barbizon  Plaza  Hotel,  New  York  City; 
November  16-20, 1964. 

7.  Same  title;  Hotel  Fontaineblau,  Miami 
Beach,  February  1-5,  1965. 

Registration  is  limited  and  tuition  fee 
charged. 

18th  ANNUAL  CONFERENCE  OF  THE 
NORTH  CENTRAL  REGION,  AMERI- 
CAN ASSOCIATION  ON  MENTAL  DE- 
FICIENCY — Will  be  held  October  5 and 
6,  1964,  at  the  Hotel  Paxton,  Omaha,  Ne- 
braska. 

PUBLIC  HEALTH  AND  MEDICAL, 
CHEMICAL  AND  BIOLOGICAL  DE- 
FENSE COURSE  — To  be  given  at  the 
U.  S.  Army  Chemical  School  at  Fort  Mc- 
Clellan, Alabama  on  October  5-9,  1964,  and 
April  26-30,  1965. 

THE  AMERICAN  COLLEGE  OF  PHYSI- 
CIANS — Fall  Meeting,  October  8-10, 
1964,  Hotel  Biltmore,  Los  Angeles,  Calif. 
For  information:  Edward  C.  Rosenow,  Jr., 
MD,  Executive  Director,  4200  Pine  St., 
Philadelphia,  Pa. 

VIII  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST  — Will  be 
held  in  Mexico  City,  October  11-15,  1964. 

OMAHA  MID-WEST  CLINICAL  SOCIETY, 
32nd  ANNUAL  SCIENTIFIC  ASSEM- 
BLY — Omaha  Civic  Auditorium,  October 
26,  27,  28  and  29,  1964. 

GERONTOLOGICAL  SOCIETY,  17th  AN- 
NUAL MEETING  — October  29  to  31, 
Minneapolis,  Leamington  Hotel. 

FIRST  NATIONAL  CONGRESS  ON 
STROKES  — October  29-31,  Palmer 
House,  Chicago.  Sponsored  by  AMA, 
American  Heart  Association,  Heart  Dis- 
ease Control  Program  of  U.S.  Public 
Health  Service,  and  Vocational  Rehabilita- 
tion Administration  of  the  Department  of 
Health,  Education  and  Welfare. 


September,  1964 
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LETTERS 


Julj^  24,  1964 

Dr.  R.  F.  Sievers,  President 
Nebraska  State  ]\Iedical  Association 
1315  Sharp  Building 
Lincoln  8,  Nebraska 

Dear  Doctor  Sievers: 

Back  at  my  desk  following  the  Republican 
Convention  in  San  Francisco,  and  with  the 
first  three  days  of  uninterrupted  work  at 
my  desk  in  almost  a year,  I am  chagrined  to 
find  that  apparently  no  acknowledgement 
was  sent  of  your  letter  of  last  September  ad- 
vising that  the  Nebraska  State  Medical  As- 
sociation’s House  of  Delegates  bestowed  on 
me  an  Honorary  Membership  in  the  Associa- 
tion. 

Probably  Dr.  Garlinghouse  is  now  the 
President,  but  the  action  was  taken  under 
your  leadership  and  my  letter  of  deep  appre- 
ciation should  go  to  you. 

No  honor  I have  ever  received  can  mean 
more  to  me  than  this  from  the  Medical  As- 
sociation from  my  home  state.  After  being 
graduated  by  the  Universitj"  of  Nebraska 
College  of  Medicine  in  1923,  I took  the  State 
Boards  and  received  a license  to  practice  in 
Nebraska.  Because  I went  to  China  in  1925, 
it  was  not  possible  to  keep  up  my  member- 
ship in  the  Association  and  I am  sure  my 
license  to  practice  lapsed  long  ago,  as  well  it 
should. 

Having  wandered  into  Minnesota  after 
a Fellowship  in  Surgery  at  the  IMayo  Clinic, 
it  is  all  the  more  appreciated  that  my  home 
State  and  home  Society  would  think  me 
worthy  of  being  made  an  Honorary  Member. 
The  inscription  on  the  Certificate  of  Mem- 
bership is  far  too  generous  and  about  the 
nicest  tribute,  all  in  less  than  25  words,  that 
I have  ever  received. 

Thank  you  and  your  associates  of  the 
House  of  Delegates,  and  now  my  fellow 
Members  for  this  most  kind  and  thoughtful 
Certificate  of  Recognition.  In  public  life, 
or  as  any  kind  of  a “missionary”  for  good 
causes,  one  gets  blows  and  bruises,  even 
brickbats;  they  are  more  than  offset  one 
hundred  times  by  a bouquet  like  this. 


With  kindest  personal  regards  and  every 
good  wish,  I am. 

Very  sincerely  yours, 

Walter  H.  Judd 

DELEGATES’  REPORT 
AMA  HOUSE  OF  DELEGATES 
June,  1964 

Once  again  it  becomes  my  duty  to  report 
to  you,  the  Members  of  the  Nebraska  State 
Medical  Association,  on  the  actions  of  the 
House  of  Delegates  of  the  American  Medical 
Association  at  the  113th  Annual  Convention 
in  San  Francisco,  California  on  June  twen- 
ty-first to  twenty-fifth,  1964. 

It  is  worthy  of  note  that  the  grand  total  of 
registration  reached  49,437  which  included 
14,229  physicians. 

In  the  elections  which  took  place  Dr.  Dono- 
van Ward  of  Dubuque,  Iowa,  was  elected 
President  Elect,  and  will  assume  the  presi- 
dency at  the  annual  convention  in  New  York 
City  in  June,  1965. 

Dr.  Carlton  Wertz  of  Buffalo,  New  York, 
was  elected  vice  president.  Dr.  Milford  0. 
Rouse  of  Dallas,  Texas,  succeeded  himself 
as  speaker  of  the  house  and  Dr.  Walter  C. 
Bornemeier  of  Chicago,  Illinois,  succeeded 
himself  as  vice  speaker. 

Dr.  Robert  C.  Long  of  Louisville,  Ken- 
tucky, was  re-elected  to  the  Board  of  Trust- 
ees for  a three  year  term,  and  Dr.  Alvin  J. 
Ingram  of  Memphis,  Tennessee,  was  elected 
to  a three  year  term  to  replace  Dr.  R.  B.  Rob- 
ins of  Camden,  Arkansas. 

Nominated  to  the  Judicial  Council  was 
Dr.  Charles  C.  Smeltzer  of  Knoxville,  Ten- 
nessee. 

Dr.  Vhlliam  P.  Longmire  of  Los  Angeles, 
and  Dr.  William  A.  Sodeman  of  Philadel- 
phia were  named  to  the  Council  on  Medical 
Education. 

Dr.  John  Rumsey  of  San  Diego  was  elected 
to  the  Council  on  Medical  Service  and  Dr. 
Willard  A.  Wright  of  Williston,  North  Da- 
kota, was  re-elected  to  the  same  council. 
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Dr.  William  A.  Hyland  of  Grand  Rapids, 
Michigan,  was  re-elected  to  the  Council  on 
Constitution  and  By-Laws. 

There  were  several  vital  issues,  some 
which  might  be  somewhat  controversial, 
which  came  before  the  House  of  Delegates 
and  in  every  case  the  House  took  a definite 
stand.  Among  these  issues  was  (1)  Tobacco 
and  Health,  (2)  Human  Rights,  (3)  Physi- 
cians-Hospital  Relations,  (4)  Continuing 
Medical  Education,  (5)  Cost  of  Medical  Care, 
(6)  Opposing  Federal  Subsidization  of  Pre- 
payment Plans  and  Health  Insurance  Com- 
panies, and  (7)  Polling  all  AMA-Members 
concerning  compulsory  social  security. 

Concerning  Tobacco  and  Health,  the  House 
approved  a strong  stand  by  calling  cigar- 
ette smoking  “A  serious  health  hazard.” 
This  action  was  taken  after  the  Reference 
Committee  on  Public  Health  and  Occupa- 
tional Health  considered  ten  resolutions  and 
a Board  of  Trustees  Report  on  the  subject 
and  hearing  of  considerable  testimony.  The 
House  said  “The  American  Medical  Associa- 
tion is  on  record  and  does  recognize  a signifi- 
cant relationship  between  cigarette  smoking 
and  the  incidence  of  lung  cancer  and  certain 
other  diseases.” 

It  urged  that  programs  be  developed  to 
disseminate  vital  health  education  material 
on  the  hazards  of  smoking  to  all  age  groups 
through  all  means  of  communication.  The 
House  also  recognized  the  contribution  of 
the  Surgeon  General’s  Committee  in  its  com- 
prehensive report.  It  emphasized  that  a 
Joint  Committee  of  the  American  Medical 
Association  and  the  National  Education  As- 
sociation already  has  adopted  a resolution 
urging  elementary  and  secondary  schools  to 
include  programs  on  smoking  and  health  in 
their  health  education  curricula. 

The  House  further  recommended  that  the 
AMA-pamphlet  “Smoking  Facts  You  Should 
Know,”  should  be  modified  “In  the  Light  of 
Accumulating  Knowledge.” 

Finally,  the  House  said  that  the  delegates 
and  the  Board  of  Trustees  “should  take  great 
pride  in  the  establishment  of  the  research 
program  on  tobacco  and  health  that  is  be- 
ing carried  out  by  the  American  Medical  As- 


sociation Education  and  Research  Founda- 
tion. 

The  Board  of  Directors  of  AMA-ERF  and 
the  Board  of  Trustees  of  the  AMA  were 
clearly  aware  of  the  possibility  of  criticism 
in  accepting  this  grant  — 10  million  dollars 
from  several  tobacco  companies.  But  against 
that  possibility  they  weighed  the  potential 
benefits  to  the  public  who  will  continue  to 
smoke  and  concluded  that  the  risk  was  in- 
significant by  comparison.  The  only  hope  of 
minimizing  the  hazards  of  smoking  lies  in 
research  which  points  to  the  course  that  the 
AMA  as  well  as  others  must  take. 

On  the  major  issue  of  human  rights  which 
created  considerable  interest  at  the  Reference 
Committee  Hearing  the  House  declared  itself 
“unalterably  opposed  to  the  denial  of  mem- 
bership, privileges,  and  responsibilities  in 
County  Medical  Societies  and  State  Medical 
Associations  to  any  duly  licensed  physician 
because  of  race,  color,  religion,  ethnic  affilia- 
tions or  national  origin.” 

This  action  was  taken  after  the  Reference 
Committee  had  heard  a detailed  discussion 
and  had  considered  four  resolutions  on  the 
subject. 

This  action  was  taken  after  the  Reference 
Committee  had  heard  a detailed  discussion 
and  had  considered  four  resolutions  on  the 
subject. 

It  was  my  privilege  to  be  a Member  of  the 
Reference  Committee  which  considered  the 
four  resolutions  considered  above  and,  after 
a comprehensive  study  of  all  resolutions,  we 
submitted  the  following  substitute  resolu- 
tions : 

Whereas,  there  is  no  basis  for  the  denial 
to  any  human  being  of  equal  rights,  priv- 
iliges  and  responsibilities  commensurate  with 
his  or  her  individual  capabilities  and  ethical 
character,  regardless  of  race,  color,  religion, 
ethnic  affiliations,  or  national  origin; 
therefore  be  it 

Resolved,  that  this  House  of  Delegates 
of  the  American  Medical  Association  is  un- 
alterably opposed  to  the  denial  of  member- 
ship, privileges,  and  responsibilities  in 
County  Medical  Societies  and  State  Medical 
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Associations  to  any  duly  licensed  physician 
because  of  race,  color,  religion,  ethnic  af- 
filiation, or  national  origin;  and  be  it  fur- 
ther 

Resolved,  that  this  House  of  Delegates 
of  the  American  Medical  Association  calls 
upon  all  State  Medical  Associations,  all  com- 
ponent societies,  and  all  individual  members 
of  the  American  Medical  Association  to  exert 
every  effort  to  end  every  instance  in  which 
such  equal  rights,  privileges  or  responsibil- 
ties  are  denied. 

The  House  also  accepted  a report  from  the 
Board  on  the  Liaison  Committees  of  the 
American  Medical  Associations  and  the  Na- 
tional Medical  Association.  This  report  re- 
viewed the  history  of  the  Committees  and 
noted  that  “great  progress  has  been  made 
voluntarily.”  More  progress  can  reason- 
ably be  expected  in  the  immediate  future, 
especially  if  the  committees  are  permitted 
to  continue  on  a constructive,  co-operative 
basis.  This  requires  effort,  but  more  im- 
portantly, good  will  and  desire  to  eliminate 
problems. 

Physician-Hospital  Relations  were  consid- 
ered and  conclusions  and  recommendations 
in  a significant  and  extensive  report  on 
physician-hospital  relations  were  adopted  by 
the  House.  Prepared  by  the  Council  on 
Medical  Service’s  Committee  on  Medical  Fa- 
cilities, the  report  stresses  “the  imperative 
need  for  the  medical  profession  to  assume 
responsbility  for  the  quality,  continuity,  and 
availability  of  professional  services  and  for 
the  co-ordination  of  these  services  with  the 
other  essential  supportive  aspects  of  health 
care.” 

The  report’s  recommendations  are  de- 
signed to  serve  as  guidelines  for  physicians 
in  meeting  the  problems  involved  in  chang- 
ing patterns  of  care  such  as : appointment  of 
salaried  chiefs  of  staff ; appointment  of 
salaried  heads  of  clinical  departments;  ap- 
pointment of  salaried  directors  of  medical 
education ; emplojunent  of  salaried  physicians 
for  outpatient  and  emergency  departments; 
use  of  salaried  physicians  to  provide  care 
ordinarily  provided  by  interns  and  residents; 
and  utilization  of  closed-panel  prepayment 
medical  care  programs  by  hospitals. 


It  is  very  apparent  that  the  organized 
medical  profession  is  quite  concerned  with 
the  problem  of  continuing  medical  education. 
Authorization  was  made  by  the  House  to 
the  AMA-sponsored  survey  and  accreditation 
program  in  continuing  medical  education.  In 
the  program  attention  will  be  concentrated 
on  institutions  and  organizations  offering 
courses  rather  than  on  individual  courses, 
and  appraisal  of  an  institution’s  or  organiza- 
tion’s program  will  be  carried  out  only  at  its 
request.  ^ 

Eventually,  approved  institutions  or  or- 
ganizations will  be  so  designated  in  the 
Council’s  annual  lists  of  “Continuing  Edu- 
cation Courses  for  Physicians,”  and  when 
all  institutions  which  wish  to  list  their 
courses  have  had  the  opportunity  to  be  con- 
sidered for  approval,  only  courses  of  ap- 
proved institutions  and  organizations  will 
be  included  in  the  annual  list.  Programs  will 
be  surveyed  by  a Review  Committee  on  con- 
tinuing Medical  Education. 

A four  volume  report  of  the  American 
Medical  Association  Commission  on  the  Cost 
of  Medical  Care  was  received  by  the  dele- 
gates, and  the  House  concurred  with  the 
Board  of  Trustees  that  the  conclusions  and 
recommendations  of  the  Commission  will  be 
studied  and  will  be  made  to  the  House  for 
its  consideration  at  the  1964  Clinical  Conven- 
tion. 

In  its  report  the  Board  said  that  the  Com- 
mission “is  aware  that  its  efforts  will  not 
result  in  a magic  reduction  in  the  price  of 
medical  and  hospital  services.  It  does  be- 
lieve, however,  that  its  study  has  produced 
a considerable  amount  of  new  and  relevant 
information  which  will  seiwe  as  a basis  for 
better  understanding  by  the  public  and  the 
medical  profession  of  this  complex  subject.” 

Reaffirmed  the  AMA-policy  favoring  fed- 
eral grants  for  “bricks  and  mortar”  — funds 
for  construction  and  renovations  of  medical 
schools,  hospitals,  related  institutions,  and 
mental  health  centers  — but  urged  that  the 
“advantages  and  desirability  of  multiple 
source  financing  be  kept  clearly  in  mind.” 
The  House  also  was  informed  by  the  Board 
that  it  is  appointing  a Commission  to  con- 
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duct  a broad  study  of  the  role  of  federal 
support  of  medical  research. 

The  House  went  on  record  as  opposing  fed- 
ereal  subsidization  of  prepayment  plans  and 
health  insurance  companies,  and  it  asked  for 
an  AMA  study  of  the  development  of  state 
programs  which  utilize  prepayment  plans  or 
health  insurance  companies  in  the  implemen- 
tation of  state  programs  of  medical  aid  to  the 
aging  under  the  Kerr-Mills  Law. 

A proposal  to  poll  all  AMA-Members  con- 
cerning compulsory  social  security  for  self- 
employed  physicians  was  rejected  by  the 
House.  In  addition,  the  House  concurred 
with  the  reference  committee  in  opposing 
polls  of  the  membership  on  issues  of  “great 
or  even  moderate  importance”  because  the 
House  Members  express  the  majority  senti- 
ments of  their  constituents  on  all  questions 
coming  before  the  House. 

An  expanded  program  on  medical  ethics 
was  endorsed  by  the  House.  The  program 
will  be  designed  to  educate  physicians  and 
the  public  on  what  medical  ethics  means  to 
them  and  how  medical  ethics  affects  them. 

Approval  was  given  to  a change  in  the 
By-Laws  to  allow  the  House  to  set  the  hour 
and  day  of  election  of  AMA-Officers  at  the 
Annual  Convention.  This  was  adopted  early 
in  the  House  Session  and  made  it  possible  to 
have  the  nominations  on  Wednesday  after- 
noon and  the  elections  on  Thursday  morn- 
ing. 

A three  point  communications  program 
designed  to  improve  the  public  relations  po- 
sition of  the  medical  profession  was  endorsed 
by  the  House  on  recommendation  of  the  AMA 
Committee  on  Communications.  The  pro- 
gram includes  a re-doubling  of  efforts  by 
county  and  state  societies,  closer  liasion  with 
media  personnel,  and  prompt  information  to 
state  societies  on  AMA-news  releases  and 
testimony. 

In  considering  a wide  variety  of  resolu- 
tions and  reports,  the  House  also : 

— Approved  the  creation  of  the  Section  on 
Allergy  on  recommendation  of  the  Board 
of  Trustees. 

—Agreed  to  continue  and  broaden  studies 


on  the  problems  of  unwed  mothers,  illegiti- 
macy and  other  related  matters  and  develop 
positive  preventive  programs. 

— Approved  a comprehensive  inquiry  of 
the  causitive  factors  for  the  sharp  increase 
in  syphilis  and  gonorrhea  and  urged  the 
AMA  to  “take  leadership  in  educational  and 
research  measures  designed  to  control  and 
eliminate  syphilis.” 

Okayed  a national  conference  on  area  wide 
planning  of  hospitals  and  related  health  fa- 
cilities, to  be  sponsored  under  the  auspices 
of  the  AMA. 

— Supported  a position  statement  on  pro- 
tecting children  against  physical  abuse  and 
called  for  legislative  guidelines  to  the  states 
relative  to  legislation  on  the  matter. 

— Asked  the  Board  of  Trustees  to  investi- 
gate establishment  of  a wire  communications 
system  between  AMA  Headquarters  in  Chi- 
cago and  offices  of  state  medical  associations. 

— Referred  to  the  Council  on  Medical 
Service  a resolution  condemning  the  practice 
by  some  hospitals  of  adopting  constitutions 
which  deny  staff  privileges  to  physicians  not 
eligible  or  certified  by  specialty  bodies  or 
societies. 

— Approved  a resolution  calling  for  pub- 
lication of  proposed  nominees  for  standing 
Committees  of  the  House  to  be  submitted  in 
advance  of  the  Annual  Convention,  prefer- 
ably in  the  House  of  Delegates  Handbook. 

— Recommended  that  the  Board  of  Trust- 
ees use  the  talents  of  Dr.  Edward  R.  Annis, 
immediate  past  president,  and  other  qualified 
spokesmen  for  medicine  with  appropriate  re- 
muneration. 

— Asked  the  Committee  on  Insurance  and 
Prepayment  Plans  of  the  Council  on  Medical 
Service  to  consider  a revision  of  simplified 
health  insurance  claim  forms. 

— Recommended  that  the  Board  of  Trust- 
ees approve  the  establishment  of  an  ad  hoc 
study  on  family  practice  as  proposed  by  the 
Council  on  Medical  Education. 

— Agreed  with  the  change  of  name  of  the 
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Council  on  Medical  Education  and  Hospitals 
to  Council  on  Medical  Education. 

— Requested  clarification  of  the  ethical 
and  legal  limitations  of  physicians  participat- 
ing in  court  ordered,  pre-trial  psychiatric 
examinations. 

Urged  the  AM  A to  continue  its  vigorous 
opposition  to  tax  regulations  discriminating 
against  “professional  associations”  and  “pi’o- 
fessional  corporations”  and  its  support  of 
legislation  which  seeks  to  provide  tax  equal- 
ity with  business  corporations  and  “profes- 
sional associations.” 

Dr.  Edward  R.  Annis  of  Miami,  Florida, 
the  outgoing  AMA  President,  told  the  spe- 
cial Sunday  afternoon  opening  session  that  a 
greater  effort  is  needed  in  the  area  of  con- 
tinuing medical  education  and  health  educa- 
tion programs. 

Dr.  Welch,  in  his  Inaugural  Address  on 
Tuesday  night,  said  that  medicine  must  be 
united  if  it  is  “to  serve  the  public  in  the 
future  to  the  high  degree  that  it  has  in  the 
past.” 

To  be  a member  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
is  a privilege  because  this  body  of  228  mem- 
bers sets  the  standards  for  organized  medi- 
cine. I am  grateful  to  the  Nebraska  State 
Medical  Association  for  granting  me  this 
privilege.  I shall  always  be  open  to  sugges- 
tion by  any  member  of  our  association. 

I would  call  to  your  attention  the  San 
Francisco  meeting  and  the  interim  session 
in  Miami  in  November.  This  will  be  Joe  Mc- 
Carthy’s last  meeting  as  a delegate.  Joe  has 
been  a delegate  for  about  twenty  years  and 
has  been  an  ardent  worker  for  the  best  in- 
terests of  organized  medicine.  I personally 
want  to  thank  him  for  his  patience  and  guid- 
ance he  has  given  me.  Joe,  I assure  you  I 
am  very  appreciative  and  truly  grateful. 

Signed, 

Earl  F.  Leininger, 
Delegate. 


Medicare  in  Operation 

Payment  for  the  After-Care  of  a Bodily 
Injury  and  Surgical  Procedure 
Under  the  Medicare  Program — 

The  only  payment  authorized  under  the 
Medicare  Program  for  the  aftercare  of  the 
same  bodily  injury,  or  surgical  procedure 
for  which  the  patient  has  been  treated,  will 
include  laboratory  test,  X rays,  dressings  and 
cast  materials  in  direct  connection  with  the 
injury  or  surgery.  Examinations,  either 
physical  or  orthopedic,  or  office  calls  are 
not  authorized,  therefore  are  not  payable. 

Consultation  is  authorized  as  an  out-pa- 
tient only,  during  the  time  the  patient  is  be- 
ing treated  for  a bodily  injury  by  the  at- 
tending physician.  Consultation  is  not  au- 
thorized for  the  after-care  of  a bodily  injury, 
once  the  patient  has  been  dismissed  from  the 
care  of  the  attending  physician,  and  he  has 
received  payment  in  full  in  accordance  with 
the  Medicare  Schedule  of  Allowance. 


THE  MONTH  IN  WASHINGTON 

Congress  for  the  first  time  has  authorized 
funds  for  modernization  and  renovation  of 
hospitals. 

The  modernization  and  renovation  pro- 
gram was  included  in  legislation  that  ex- 
tends the  Hill-Burton  hospital  construction 
program  for  five  more  years.  The  legislation 
easily  won  approval  in  both  the  House  and 
Senate. 

The  extension  provides  $840  million  for 
construction  of  hospitals  and  public  health 
centers  and  for  the  modernization  of  health 
facilities. 

Of  that  amount,  $680  million  is  designated 
for  construction  and  $160  million  for  mod- 
ernization with  a provision  that  up  to  $350 
million  of  the  construction  funds  can  be 
switched  to  modernization  if  a state  deems  it 
preferable. 

The  new  law  also  provides: 

— $350  million  for  construction  of  long- 
term facilities,  including  nursing  homes  and 
chronic  disease  hospitals. 
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— $100  million  for  construction  of  diag- 
nostic or  treatment  centers. 

— $50  million  for  construction  of  rehabili- 
tation facilities. 

— $7.5  million  in  matching  grants  for  area- 
wide health  facility  planning  in  metropolitan 
and  other  areas.  Under  this  project,  states 
can  use  up  to  two  per  cent  of  their  allot- 
ment to  improve  state  administration  of  the 
construction  program. 

The  Food  and  Drug  Administration  has 
ordered  that  drugs  containing  phenacetin 
(acetophenetidin)  be  relabeled  to  bear  a 
warning  against  kidney  damage.  The  order 
becomes  effective  Oct.  6,  1964. 

The  new  labeling  follows: 

“Warning  — This  medication  may  dam- 
age the  kidneys  when  used  in  large  amounts 
or  for  a long  period  of  time.  Do  not  take 
more  than  the  recommended  dosage,  nor  take 
regularly  for  longer  than  10  days  without 
consulting  your  physician.” 

The  labeling  change  was  based  on  a report 
by  a special  advisory  committee  which  con- 
cluded after  a study  of  the  pain-relieving 
drug  that  there  is  probable  cause  to  conclude 
that  misuse  and  prolonged  use  of  the  drug 
have  been  responsible  for  kidney  lesions  and 
disease. 

The  FDA  also  has  banned  and  seized  a 
number  of  “sustained  action”  or  “time  dis- 
integration” cold  capsules  on  charges  of 
false  claims.  The  agency  said  that  the  prod- 
ucts are  manufactured  by  only  a few  firms 
for  distribution  under  more  than  100  private 
brand  names. 

The  over-the-counter  products  are  gener- 
ally labelled  as  providing  up  to  12  hours  of 
continuous  relief  of  excessive  nasal  dis- 
charge, running  nose,  watering  of  the  eyes, 
swelling  of  the  nasal  tissues  and  stuffy  con- 
gested feeling  caused  by  the  common  cold  and 
hay  fever,  the  FDA  said. 

Dr.  Joseph  F.  Sadsuk,  Jr.,  FDA  Medical 
Director,  said  the  seized  products  contain 
too  little  of  active  ingredients  to  be  effec- 
tive over  a 12-hour  period.  Should  a cap- 
sule contain  an  effective  dose  for  a 12-hour 


period,  he  said,  “a  new  drug”  approval  would 
be  required  to  assure  safety  and  efficacy. 

The  Public  Health  Service  has  approved 
the  strengthening  of  influenza  vaccines  and 
is  again  urging  that  the  so-called  “high-risk” 
groups  be  inoculated  against  the  respiratory 
disease  — between  Sept.  1 and  Dec.  15  this 
year. 

The  PHS  acted  upon  the  recommendations 
of  the  special  committee  on  immunization 
practices  which  reported  that  flu  vaccines 
had  been  shown  “in  repeated  control  trials 
to  confer  a substantial  protection  (60  to  80 
per  cent).” 

The  incorporation  of  recent  A,  and  B iso- 
lates in  the  1963-64  vaccine  and  the  increase 
in  their  concentration  during  1964-65  should 
result  in  a vaccine  capable  of  conferring 
substantial  protection  in  1964-65,  the  com- 
mittee said.  It  was  pointed  out,  however, 
that  as  yet  there  has  been  no  opportunity  to 
evaluate  the  newly  constituted  vaccine  under 
conditions  of  a natural  challenge. 

The  committee  foresaw  no  major  influenza 
outbreak  in  the  United  States  this  year  but 
recommended  inoculation  since  there  is  al- 
ways a possibility  of  local  outbreaks. 

The  committee  recommended  that  im- 
munization should  be  considered  and  gener- 
ally recommended  for  persons  in  groups  who 
experience  high  mortality  from  epidemic  in- 
fluenza. The  committee  said  such  groups 
include ; 

“a.  Persons  at  all  ages  who  suffer  from 
chronic  debilitating  disease,  e.g., 
chronic  cardiovascular,  pulmonary, 
renal  or  metabolic  disorders;  in  par- 
ticular : 

“1.  Patients  with  rheumatic  heart 
disease,  especially  those  with 
mitral  stenosis  (abnormal  nar- 
rowing of  one  of  the  heart 
valves). 

“2.  Patients  with  other  cardiovas- 
cular disorders  such  as  arterio- 
sclerotic heart  disease  and  hy- 
pertension, especially  those 
with  evidence  of  frank  or  incipi- 
ent cardiac  insufficiency. 
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“3.  Patients  with  chronic  broncho- 
pulmonary disease,  for  ex- 
ample, chronic  asthma,  bron- 
chitis, bronchiectasis,  (degener- 
ation and  inflammation  of  the 
bronchial  tubes),  pulmonary 
fibrosis  (scarring),  pulmonary 
emphysema,  and  pulmonary  tu- 
berculosis. 

“4.  Patients  with  diabetes  mellitus 
(the  common  form)  and  Addi- 
son’s disease  (caused  by  mal- 
function of  the  adrenal  glands). 

“b.  Persons  in  older  age  groups.  During 
three  successive  recent  epidemics  a 
moderate  increase  in  mortality  has 
been  demonstrated  among  persons 
over  45  years  and  a marked  increase 
among  those  over  65  years  of  age. 

“c.  Pregnant  women  — It  is  to  be  noted 
that  some  increased  mortality  was  ob- 
served among  pregnant  women  dur- 
ing the  1957-58  influenza  epidemic 
both  in  this  country  and  abroad.  It 
has  not,  however,  been  demonstrated 
in  subsequent  years.”  (From  AMA 
Washington  Office) 


SOME  THOUGHTS  ON  MENTAL 
HEALTH  PLANNING  FOR  NEBRASKA 

Early  in  1955  the  Joint  Commission  on 
Mental  Illness  and  Health  was  created  by 
the  American  Medical  Association  and  the 
American  Psychiatric  Association  to  study 
the  problems  of  mental  illness  and  its  treat- 
ment. This  commission  was  made  up  of 
physicians,  psychologists,  social  workers, 
nurses,  clergymen,  and  others.  Later  that 
year  Congress  passed  the  Mental  Health 
Study  Act  directing  the  Joint  Commission 
to  evaluate  the  needs  of  the  mentally  ill  in 
the  United  States  and  to  make  recommenda- 
tions for  a national  mental  health  program. 
In  December,  1960,  the  Joint  Commission 
made  its  report  with  recommendations  con- 
cerning policy,  recruitment  and  training, 
and  services  to  the  mentally  ill. 

In  October,  1962,  the  American  Medical 
Association  held  the  First  National  Congress 


on  Mental  Illness  and  Health.  The  State 
Medical  Associations  and  their  committees 
on  psychiatry  were  charged  with  the  respon- 
sibility for  leading  in  the  development  in 
their  respective  states  of  a comprehensive 
program  for  attacking  the  problems  of  men- 
tal illness. 

In  February,  1963,  the  President  presented 
to  the  Congress  of  the  United  States  a mas- 
sive program  of  vast  political  and  economic 
implication  concerning  mental  illness  and 
mental  retardation  involving  the  expenditure 
of  848.5  million  dollars.  This  included  train- 
ing of  physicians  and  others,  construction  of 
facilities  for  out-patient  and  in-patient  treat- 
ment, payment  of  salaries  of  those  working 
in  such  facilities,  and  funds  for  developing 
‘‘Plans  for  Planning”  in  the  fifty  states. 

Late  in  February,  1963,  the  American 
Medical  Association  called  a meeting  of  state 
medical  Association  psychiatiy  committee 
chairmen  and  state  mental  health  authority 
personnel  for  the  purpose  of  discussing  their 
progress  in  putting  the  AMA  plans  to  work. 

The  two  AMA  meetings  and  President 
Kennedy’s  message  utilized  in  part  the  work 
of  the  Joint  Commission. 

Everyone  agrees  serious  problems  exist  in 
treatment  of  mental  illness.  Most  profes- 
sionals are  fairly  well  in  agreement  most  of 
the  time  about  what  constitutes  mental  ill- 
ness and  how  to  treat  it.  There  is,  by  no 
means,  unanimity  of  opinion  about  which 
problems  ought  to  be  attacked  first.  And, 
there  is  important  disagreement  which  must 
be  resolved  about  how  these  problems  should 
be  solved  and  how  the  effort  should  be  fi- 
nanced. 

There  is  general  agreement  that  education 
of  physicians  and  the  lay  public  is  required 
to  the  end  that  the  ill  person  can  get  help 
sooner  and  in  his  own  community  more 
often.  There  is  general  agreement  that  there 
should  be  psychiatric  facilities  in  more  hos- 
pitals, to  the  same  end. 

Frequently  it  is  said  that  state  hospitals 
should  decrease  in  size  and  soon  disappear. 
It  is  not  certain,  even,  that  the  latter  is 
desirable,  and  the  truth  is  that  state  hos- 
pitals will  be  with  us  indefinitely.  Certainly, 
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good  intentions  not  ever,  nor  all  the  skills  in 
the  world  in  the  foreseeable  future  will  per- 
mit us  to  close  the  state  hospitals.  Therefore, 
it  is  of  great  importance  to  improve  the 
quality  of  care  in  state  hospitals  by  improv- 
ing the  quality  of  the  medical  staffs,  par- 
ticularly. 

The  matter  of  greatest  significance  is  that 
of  financing  this  entire  effort.  Shall  sal- 
aries of  mental  health  personnel  and  con- 
struction costs  of  new  facilities  be  paid  in 
whole  or  in  part  by  government  funds  — 
local,  state,  federal?  The  disturbing  trend 
of  increasing  dependence  upon  government 
in  many  areas  of  our  lives  continues.  Is 
mental  health,  or  health  in  general,  the  re- 
sponsibility primarily  of  government  or  of 
the  private  citizen?  If,  in  fact  government 
shall  in  certain  circumstances,  provide  health 
care,  what  are  these  circumstances  and  to 
what  extent  shall  such  care  be  provided? 

What  political  and  economic  forces  might 
we  unleash?  Mental  health,  particularly, 
for  obvious  reason,  is  a subject  which  can 
be  used  as  a vehicle  for  forces  of  wide  so- 
cial implication,  constructive  and  destructive. 
Many  sense  the  possibility  of  a real  threat 
to  the  private  practice  of  medicine  and  to 
private  enterprise  in  general  in  this  whole 
government,  for  instance,  and  are  concerned 
lest  a trend  has  been  established  which  ought 
to  be  changed  or  reversed  in  some  aspects, 
but  which  now  may  have  such  momentum  as 
is  beyond  our  power  to  alter. 

The  government’s  program  is  not  directed 
only  to  problems  of  mental  illness,  as  is  the 
implication  to  the  public,  but  encompases 
maternal  and  child  health,  education,  reha- 
bilitation, and  so  on.  Grants  are  to  be 
“temporary.”  Is  government  money  cheap- 
er to  come  by,  how  is  it  that  government 
knows  better  how  to  accomplish  tasks  in  the 
health  fields,  and  what  “temporary”  govern- 
ment project  has  been  just  that?  Often, 
these  questions  are  regarded  as  impertinent. 
Power  lies  where  the  power  to  tax  lies,  and 
the  price  of  freedom  is  eternal  vigilance. 

Government  interference  is  required,  it 
is  said,  because  the  cost  of  treatment  for 
mental  illness  is  prohibitive  for  almost  every- 
one. Private  treatment  for  a major  mental 


illness  in  Nebraska  can  cost  less  than  hav- 
ing one’s  gall  bladder  removed,  consider- 
ing the  total  of  the  hospital  and  physician 
bills. 

Nebraska,  through  the  Nebraska  State 
Medical  Association  since  December,  1962, 
and  as  a result  of  the  First  Nebraska  Con- 
gress on  Mental  Illness  and  Health  in  July, 
1963,  is  developing  methods  for  dealing  with 
its  own  problems  in  this  field.  Although 
treatment  of  mental  illness  mostly  is  a medi- 
cal matter,  the  aid  of  interested  professional 
people  outside  of  medicine  and  other  lay 
people  is  of  vital  importance,  and  we  must 
assure  the  private  citizen  a voice  in  the  pro- 
gram. A study  is  being  made  of  the  specific 
problems  of  Nebraska,  and,  when  enough 
useful  information  is  available,  we  will  get 
to  specific  tasks.  The  particular  circum- 
stances of  Nebraska  with  its  relatively  small 
population  and  modest  resources  must  be  con- 
sidered. In  view  of  the  fact  that  approxi- 
mately 40  per  cent  of  the  1961-1963  budget 
of  our  state  was  represented  by  federal 
funds,  any  further  dependence  on  such  sup- 
port is  most  unwise. 

The  program  for  Nebraska  is  not  com- 
plete — no  emergency  exists  in  a medical 
nor  social  sense  — the  entire  matter  requires 
serious  deliberation  — we  should  act,  not 
precipitously,  but  wisely  and  efficiently.  We 
must  realize  we  are  dealing  with  human  be- 
ings and  stop  insisting  upon  making  perfec- 
tion from  imperfection.  We  need  help,  but 
the  responsibility  is  ours  to  provide  more 
and  better  treatment  for  mental  illness,  each 
of  us  individually,  and  all  of  us  as  communi- 
ties of  private  citizens. 

Government  is  our  valuable  tool  which 
we  must  use  with  consummate  skill. 

(Reprinted  from  The  Nebraska  Newspaper,  Octo- 
ber, 1963). 


Doctors  and  Medicine  in  the  News 

We  See  by  the  Newspapers  That: 

Camp  Floyd  Rogers,  a summer  camp  de- 
signed for  diabetic  children,  had  a record 
enrollment  this  summer.  There  were  67 
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youngsters,  all  eight  years  old  or  older.  This 
was  the  14th  year  this  camp  has  been  oper- 
ated on  a non-profit  basis.  Next  year  the 
session  is  planned  for  the  second  and  third 
weeks  in  June.  (Lin coinland  Sun,  July  16, 
1964) 

Dean  Egan  announced  that  18  members 
of  the  faculty  of  Creighton  University  School 
of  Medicine  had  received  promotions  in  re- 
cent days.  (World-Herald,  July  22,  1964) 

Dr.  Theodore  R.  Pfundt,  who  has  been 
Chairman  of  the  Department  of  Pediatrics 
at  Creighton  School  of  Medicine,  head  of  the 
department  at  St.  Joseph’s  Hospital,  and  Di- 
rector of  the  Birth  Defects  Treatment  Cen- 
ter at  Childrens  Memorial  Hospital,  has  re- 
signed to  take  a position  at  Baylor  University 
School  of  Medicine  as  associate  professor  of 
pediatrics  and  director  of  a unit  to  study 
long-term  growth  and  development  at  the 
Texas  Childrens  Hospital,  Houston.  (World- 
Herald,  June  30,  1964) 

Dean  Egan  has  anounced  that  Dr.  Max  N. 
Huffman  will  become  Creighton’s  professor 
of  physiology  and  Dr.  David  J.  Hentges,  pro- 
fessor of  microbiology'.  (Morning  World- 
Herald,  June  26,  1964) 

Kerr-Mills  medical  service  is  picking  up 
speed  slowly.  The  first  payments,  for  56 
cases  in  26  counties  have  cost  an  average 
of  $725  each,  a total  of  $40,616.  The  direc- 
tor, ]\Ir.  E.  D.  Warnholz,  believes  the  num- 
ber of  cases  will  increase  sharply,  the  length 
of  service  decrease,  and  the  total  outlay  of 
money  will  be  greater,  as  the  people  get  ac- 
quainted with  the  law.  (Lincoln  Evening 
Journal,  June  22,  1964) 

Dr.  Wilbur  J.  Harley  is  of  the  opinion  that 
Public  Health  Services  should  be  sharply  in- 
creased, especially  in  the  Omaha-Douglas 
County  area,  but  finds  that  the  best  of  plans 
lie  and  gather  dust  because  there  is  no  money 
to  carry  them  out.  (Benson  Sun,  June  16, 
1964) 


Announcements 

First  National  Congress  on  Strokes 
To  Be  Held  in  October — 

The  First  National  Congress  on  Strokes, 
designed  to  stimulate  a wide-spectrum  pro- 
gram of  prevention  and  management  of 
strokes  and  rehabilitation  of  stroke  patients, 
has  been  scheduled  for  Oct.  29-31  at  the 
Palmer  House  in  Chicago. 

Sponsoring  agencies  are  the  American 
Medical  Association,  American  Heart  As- 
sociation, Heart  Disease  Control  Program  of 
the  U.S.  Public  Health  Service,  and  Voca- 
tional Rehabilitation  Administration  of  the 
Department  of  Health,  Education  and  Wel- 
fare. 

In  announcing  the  Congress,  Chairman 
Frank  H.  Krusen,  MD,  of  Temple  Univer- 
sity School  of  Medicine,  Philadelphia,  pointed 
out  that  the  once  hopeless  connotation  of 
the  word  “stroke”  can  be  modofied  by  newly 
developed  concepts  and  techniques  in  pre- 
vention, and  by  practices  developed  in  the 
last  two  decades  in  rehabilitation. 

The  high  prevalence  of  strokes,  third 
leading  cause  of  death  in  the  United  States, 
is  amenable  to  attack.  Dr.  Krusen  said.  But 
to  be  effective,  all  members  of  the  community 
health  services  must  be  willing  to  participate. 

Physicians,  nurses,  therapists  of  all  dis- 
ciplines, administrators,  social  workers,  psy- 
chologists, vocational  counselors,  community 
planners  and  legislators,  all  have  great  re- 
sponsibility in  translating  the  vision  of  new 
attitudes  and  practices  into  action  on  a large 
scale,  he  added. 

In  a message  to  local  medical  societies, 
Norman  A.  Welch,  MD,  president  of  the 
American  Medical  Association,  said  that  the 
program,  which  will  be  conducted  by  an  out- 
standing faculty,  will  constitute  an  intensive 
course  on  pre-stroke  detection,  preventive 
medical  and  surgical  techniques,  medical 
care  of  the  acute  stroke  patient  and  continu- 
ing convalescent  care.  He  added : 

“Because  of  the  importance  of  stroke  pre- 
vention, management  and  rehabilitation  to 
the  medical  profession  and  to  the  people  of 
this  country,  I want  to  urge  each  county 


494 


Nebraska  S.  M.  J. 


medical  society  to  have  at  least  one  of  its 
members  attend  the  Stroke  Congress.” 

Birth  Defects  Center  Has  New  Director — 

The  March  of  Dimes  Birth  Defects  Center 
sponsored  by  Nebraska  Chapters  at  Chil- 
drens Memorial  Hospital  in  Omaha  has  a 
new  Director  as  of  August  1,  it  was  an- 
nounced jointly  by  Ward  Stoddard,  Admin- 
istrator of  the  Hospital,  and  Basil  O’Connor, 
President  of  The  National  Foundation  — 
March  of  Dimes. 

Dr.  John  M.  Thomas,  Omaha  pediatrician, 
will  fill  the  vacancy  created  by  the  resigna- 
tion of  Dr.  Theodore  R.  Pfundt  who  is  leav- 
ing Omaha  to  join  the  pediatrics  department 
of  Baylor  University  School  of  Medicine  at 
Houston,  Texas.  Dr.  Pfundt,  Professor  and 
Chairman  of  the  Department  of  Pediatrics 
at  Creighton  University  School  of  Medicine, 
provided  the  leadership  to  organize  the  Cen- 
ter and  has  successfully  directed  its  activities 
over  a period  of  more  than  two  and  a half 
years.  The  Center  Director  serves  without 
financial  I’emuneration. 

Dr.  Thomas,  a 1937  graduate  of  Yale  Uni- 
versity Medical  School,  was  licensed  to  prac- 
tice in  Nebraska  in  1939,  was  certified  by 
the  American  Board  of  Pediatrics  in  1940 
and  has  been  an  active  member  of  Childrens 
Memorial  Hospital  staff  since  1948.  He  is 
a Clinical  Professor  of  Pediatrics  at  the  Uni- 
versity of  Nebraska  College  of  Medicine. 

Mr.  O’Connor  expressed  the  appreciation 
of  The  National  Foundation  — March  of 
Dimes,  as  well  as  that  of  the  many  families 
whose  children  have  benefited  under  this 
special  project,  for  the  leadership  Dr.  Pfundt 
had  given. 

“We  are  delighted  with  the  Hospital’s  rec- 
ommendation of  Dr.  Thomas  as  the  Center’s 
new  Director,”  he  stated,  “and  feel  certain 
the  project  will  successfully  continue  its 
valuable  program  of  service  to  those  born 
with  remedial  congenital  defects  as  they  are 
referred  to  the  Center  by  their  personal 
physicians.” 

The  Omaha  March  of  Dimes  - sponsored 
Birth  Defects  Clinic,  staffed  by  a team  of 
specialists  drawn  from  the  Hospital’s  staff 


of  more  than  270  physicians,  including  fac- 
ulty members  from  both  Creighton  and  Uni- 
versity of  Nebraska  Medical  Schools,  pro- 
vides diagnostic  evaluation,  and  consulta- 
tive service  upon  physician  referral  for 
children  throughout  the  state  and  area  with 
remedial  birth  defects  for  whom  adequate 
services  ai’e  not  already  available  elsewhere, 
it  was  reported. 

“We  are  indeed  happy  that  Childrens  Me- 
morial Hospital  can  help  bring  this  im- 
portant service  to  the  area  which  we  serve,” 
said  Mr.  Stoddard,  the  Hospital’s  administra- 
tor. 


Pan-Pacific  Surgical  Association 
Announces  1966  Meeting — 

ANNOUNCING  THE  DATES 
of  the 

TENTH  CONGRESS  OF  THE  PAN-PACIFIC 
SURGICAL  ASSOCIATION 

PART  I — • September  20  - 28,  1966 
in 

Honolulu,  Hawaii 

SECOND  MOBILE  EDUCTIONAL  SEMINAR 

PART  II  — September  28  - October  10,  1966 
in 

Japan  and  Hong  Kong 

PART  III  — September  28  - November  1,  1966 
in 

Japan,  Hong  Kong,  The  Philippines,  Thailand, 
India,  Singapore,  Australia 
and  New  Zealand 

The  Board  of  Trustees  of  the  Pan-Pacific 
Surgical  Association  is  pleased  to  announce 
the  dates  of  the  Tenth  Congress  of  the  As- 
sociation and  the  Second  Mobile  Educational 
Seminar  to  countries  bordering  on  the  Pa- 
cific basin. 

Part  I,  the  Honolulu  portion  of  the  Con- 
gress, will  convene  at  the  Princess  Kaiulani 
Hotel  in  Honolulu,  Hawaii,  on  September  20, 
1966  and  continue  through  September  28. 
Part  II  and  Part  HI  will  depart  Hawaii 
on  September  28  and  travel  to  Japan  and 
Hong  Kong,  with  Part  II  returning  to  San 
Francisco,  California,  on  October  10  in  time 
for  the  opening  of  the  American  College  of 
Surgeons,  and  Part  HI  continuing  on  to  the 
Philippines,  Thailand,  India,  Singapore, 
Australia  and  New  Zealand,  returning  to 
Hawaii  on  November  1,  1966. 
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The  Tenth  Congress  offers  an  extensive 
scientific  program  presented  by  more  than 
300  leading  surgeons  from  all  parts  of  the 
world  in  nine  different  surgical  specialties 
and  related  specialties : General  Surgery, 

Ophthalmology,  Otolaiyngolog>%  Thoracic 
Cardiovascular  Surgery,  Neurosurgery,  Ob- 
stetrics and  Gynecology,  Orthopedics,  Plastic 
Surgery,  Urology,  Anesthesiology"  and  Radi- 
ology. We  extend  this  invitation  to  all  physi- 
cians to  attend  and  participate  in  these  meet- 
ings. 

For  further  information,  please  write: 
Pan-Pacific  Surgical  Association,  Room  236, 
Alexander  Young  Building,  Honolulu,  Ha- 
waii 96813. 

American  yiedical  Association  to  Stage 
Sixth  National  Conference  on  the 
Medical  Aspects  of  Sports — 

The  Sixth  National  Conference  on  the 
Medical  Aspects  of  Sports  sponsored  by  the 
American  Medical  Association,  under  the 
auspices  of  the  AMA  Committee  on  the  Medi- 
cal Aspects  of  Sports,  will  be  held  in  Miami 
Beach,  Florida,  at  the  Deauville  Hotel  on 
November  29,  1964.  The  Conference  will  be 
held  in  conjunction  with  the  Clinical  Conven- 
tion of  the  American  Medical  Association, 
November  29  - December  2,  1964. 

As  was  true  of  the  previous  Conferences 
on  this  subject  held  in  Portland  (Ore.),  Los 
Angeles,  Denver,  Washington  (D.C.),  and 
Dallas,  the  Sixth  Conference  will  cover  a 
wide  range  of  subjects.  Included  will  be 
papers,  panels,  and  discussions  relating  to 
training  and  conditioning,  prevention  and 
treatment  of  injuries,  physiology-  of  sports 
participation,  and  other  subjects. 

Those  interested  in  receiving  announce- 
ments concerning  the  Conference  should  ad- 
dress the  Secretary,  Committee  on  the  Medi- 
cal Aspects  of  Sports,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 

Sixteenth  Postgraduate  Assembly  of  the 
Endocrine  Society — 

The  Sixteenth  Postgraduate  Assembly  of 
the  Endocrine  Society  will  be  held  at  the 
Maym  Clinic,  Rochester,  Minnesota,  as  part 


of  the  Centennial  Celebration  of  the  Mayo 
Clinic  - Mayo  Foundation,  from  October  5 
through  October  9,  1964.  The  General  Chair- 
man is  Dr.  J.  C.  Beck,  Roybal  Victoria  Hos- 
pital, Montreal  2,  Canada.  The  Local  Chair- 
man is  Dr.  Edward  H.  Rymearson,  The 
Mayo  Clinic,  Rochester,  Minnesota  55901. 
Registration  fee  is  $100.00.  Registration  will 
be  limited  to  250. 

Program  is  available  now.  Please  address 
inquiries  and  registration  fees  to  Dr.  E.  H. 
Rynearson. 

Symposium  on  yiodern  Concepts  of 
Nutrition  and  Heart  Disease — 

American  Medical  Association,  Mound 
Park  Hospital  Foundation,  Department  of 
Medical  Education  of  the  Mound  Park  Hos- 
pital, Medical  and  Research  Divisions  of  Bay 
Pines  V.  A.  Center,  Pinellas  County  Medical 
Society,  American  Academy  of  General  Prac- 
tice, October  22  to  24,  1964,  inclusive.  The 
Foundation  reserves  the  right  to  limit  regis- 
tration. Fee  $15.00  (by^  special  arrange- 
ment). 18  Credit  Hours  Category  1 allowed. 
Address  Nutrition,  M o u n d Park  Hospital 
Foundation,  Inc.,  St.  Petersburg,  Florida 
33701. 

Section  on  Ophthalmology  Southern  Medical 
Association  Presents — 

The  Section  of  Ophthalmology  of  the 
Southern  Medical  Association  announces 
that  the  live  television  surgery  to  be  pre- 
sented at  this  year’s  meeting  in  Memphis, 
Tennessee  from  November  16-19,  1964,  will 
be  on  cataract  and  strabismus  surgery.  The 
moderator  of  the  entire  television  program 
will  be  Dr.  Philip  M.  Lewis,  Vice  Chairman, 
of  Memphis  and  the  panel  will  be  composed 
of  Dr.  William  B.  Clark  of  New  Orleans, 
Louisiana ; Dr.  Dupont  Guerry,  HI,  of  Rich- 
mond, Virginia ; and  Dr.  Louis  J.  Girardof , 
Houston,  Texas.  The  live  surgery  will  be 
performed  by’  Dr.  James  W.  McKinney,  Dr. 
Ralph  S.  Hamilton,  and  Dr.  Daniel  F.  Fisher, 
all  of  Memphis,  Tennessee. 

Course  in  Laryngology  and  Bronchoesophagology — 

The  Department  of  Otolaryngology^  Uni- 
versity of  Illinois  College  of  Medicine,  at  the 
Medical  Center,  will  conduct  a postgradu- 
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ate  course  in  Laryngology  and  Broncho- 
esophagology  from  November  9 through 
21,  1964,  under  the  direction  of  Paul  H.  Hol- 
inger,  MD.  It  will  be  held  at  the  new  Illi- 
nois Eye  and  Ear  Infirmary,  1855  West 
Taylor  Street,  Chicago. 

Registration  will  be  limited  to  15  physi- 
cians who  will  receive  instruction  by  means 
of  animal  demonstrations  and  practice  in 
bronchoscopy  and  esophagostomy,  diagnostic 
and  surgical  clinics,  as  well  as  didactic  lec- 
tures. 

Interested  registrants  will  please  write 
directly  to  the  Department  of  Otolaryn- 
gology, University  of  Illinois  College  of  Medi- 
cine, 1853  West  Polk  Street,  Chicago,  Illinois 
60612. 

Fifteen  Physicians  Awarded  Pediatric  Fellowships 
For  1964-1966  From  Wyeth  Laboratories — 

Fifteen  physicians  have  been  awarded 
residency  fellowships  in  pediatrics  for  two 
years  from  July  1,  1964,  by  Wyeth  Labora- 
tories, it  was  announced  by  Philip  S.  Barba, 
MD,  chairman  of  the  Selection  Committee  and 
past  president  of  the  American  Academy  of 
Pediatrics. 

Sponsored  by  the  Wyeth  Fund  for  Post- 
graduate Medical  Education,  each  fellowship 
provides  $4800  over  two  years  from  July  1, 
1964,  to  help  finance  advanced  study  in  the 
care  and  treatment  of  children. 

Under  this  Fund,  established  in  1958  by 
the  pharmaceutical  manufacturing  firm, 
graduate  physicians  apply  for  these  fellow- 
ships and  fifteen  are  selected  annually  by  a 
committee  of  the  nation’s  leading  pediatri- 
cians. 


News  and  Views 

Blue  Shield  Pays  More  Than  $1  Billion  in 
Benefits  Durinj?  1963 — 

In  1963,  the  77  Blue  Shield  Plans  in  the 
United  States,  Canada  and  Jamaica  paid  doc- 
tors more  than  $1  billion  on  behalf  of  sub- 
scribers. The  record  amount  of  $1,066,- 
734,309  was  the  largest  ever  paid  by  the 
Plans  in  a single  year. 


During  1963,  the  Plans’  membership  grew 
with  the  addition  of  2.5  million  new  subscrib- 
ers. This  brought  the  total  membership  in  all 
Plans  to  53,450,349,  also  a record  — and  an 
increase  of  five  per  cent  over  the  1962  mem- 
bership. 

Average  operating  expenses  of  the  Plans 
for  1963  amounted  to  only  8.82  per  cent  of 
subscriber  income.  This  was  a reduction 
from  9.03  per  cent  average  operating  ex- 
pense of  the  previous  year. 

Presently,  Blue  Shield  Plans  have  as  sub- 
scribers 26.41  per  cent  of  the  entire  United 
States  population,  and  21.07  per  cent  of  the 
Canadian  population. 


News  From  Our  Medical  Schools 

Two  New  Members  Join  Faculty  of  tbe 
University  of  Nebraska  College  of  Medicine — 

Omaha  — Joining  the  University  of  Ne- 
braska College  of  Medicine  faculty  as  an 
associate  professor  of  microbiology  is  George 
R.  Dubes,  PhD.  The  new  appointee  formerly 
was  affiliated  with  the  University  of  Kansas 
Medical  Center  as  an  associate  professor  of 
pediatrics.  Section  for  Virus  Research 
(1954-64). 

His  academic  appointment  at  the  Nebraska 
College  of  Medicine  will  consist  of  instruction 
of  medical  students  within  the  department 
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of  microbiology  and  the  conduction  of  re- 
search at  the  Eppley  Cancer  Institute. 

Dr.  Dubes  received  his  BS  degree  in 
genetics  from  Iowa  State  University,  Ames, 
Iowa  and  his  PhD  degree  in  genetics  in  1953 
from  the  California  Institute  of  Technology, 
Pasadena,  California. 

Following  the  receipt  of  his  advanced  de- 
gree, Dr.  Dubes  worked  at  Johns  Hopkins 
University  as  a research  associate. 

His  research  interests  are  focused  on  polio 
virus  genetics.  Dr.  Dubes  has  published  36 
papers  and  abstracts;  the  most  recent  one 
which  he  co-authored,  “Chromotography  of 
Enteroviral  Ribonuclei  Acids  on  Hydromag- 
nesite,” appeared  in  the  February  1964  issue 
of  Analytical  Biochemistry. 

Dr.  Dubes  resides  at  1919  So.  39th,  Apt. 
227,  Omaha. 

Omaha  — Appointed  to  the  University  of 
Nebraska  College  of  Medicine  faculty  as  an 
assistant  professor  of  surgery  (anesthesia) 
is  Warren  Fieber,  MD. 

After  having  received  a BS  degree  in 
chemistry  and  biology  in  1951  from  Elm- 
hurst College,  Elmhurst,  111.,  he  enrolled  at 
the  University  of  Wisconsin  Medical  School, 
Madison,  Wis.,  and  in  1955  the  MD  degree 
was  conferred  on  him. 

He  took  his  internship  at  City  Hospital, 


WARREN  FIEBER,  MD 


Winston-Salem,  N.C.  Prior  to  his  taking  his 
anesthesiologj^  residency  at  the  Veterans  Ad- 
ministration Hospital,  Wood,  Wis.,  Dr.  Fieber 
was  a general  practitioner  for  six  years  in 
Lancaster  and  Fond  du  Lac,  Wis. 

He’s  a former  president  of  the  Fond  du  Lac 
County  Mental  Health  Association  and  the 
Fond  du  Lac  chapter  of  the  American  Cancer 
Society.  Dr.  Fieber  was  certified  by  the 
American  College  of  Anesthesiologists  in 
1964.  He  holds  memberships  in  the  Ameri- 
can Medical  Association,  the  Wisconsin  Medi- 
cal Society  and  the  Fond  du  Lac  County 
Medical  Society. 

His  research  interest  is  primarily  in  hypo- 
tensive anesthesia. 

Dr.  Fieber,  his  wife,  and  three  daugh- 
ters live  at  8815  Burt,  Omaha. 


Human  Interest  Tales 

Dr.  Roger  Meyer  began  his  medical  prac- 
tice at  the  Utica  Clinic  in  June. 

Dr.  J.  L.  Lodge  has  joined  the  Lincoln 
Clinic  in  the  department  of  pediatrics. 

Dr.  Darroll  Loschen  has  located  in  Wake- 
field where  he  is  associated  with  Dr.  C.  M. 
Coe. 

Dr.  and  Mrs.  Horace  Giffen  were  honored 
at  a dinner  by  the  medical  staff  of  Immanual 
Hospital  in  June. 

Dr.  Harold  Roundsborg  is  now  associated 
with  Dr.  A.  B.  Albee  in  the  latter’s  new  of- 
fices in  Oshkosh. 

Drs.  John  E.  Murphy  and  Donald  J.  Lar- 
son have  opened  their  new  Aurora  Medical 
Clinic  in  Aurora. 

Dr.  Robert  L.  Burghart,  having  completed 
his  active  duty  in  service,  will  rejoin  Dr. 
L.  V.  Brennan  at  Falls  City. 

Dr.  J.  C.  Scott,  Jr.,  having  seiwed  as  a 
resident  in  Obstetrics  and  Gjmecologj'  at  the 
Mayo  Foundation,  is  now  located  in  Omaha. 

Dr.  John  M.  Thomas,  Omaha,  will  suc- 
ceed Dr.  T.  R.  Pfundt  as  Director  of  the 
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March  of  Dimes  Birth  Defects  Center  at 
Childrens  Hospital. 

The  following  physicians  have  joined  the 
Nebraska  State  Medical  Association  since 
March  10,  1964:  Emmet  Kennery,  Omaha; 
Daniel  Bohi,  Omaha;  James  Elston,  Omaha; 
Chas.  E.  Fellows,  Millard ; Fletcher  A.  Miller, 
Omaha;  John  L.  Sinnot,  Omaha;  Robert  A. 
Faier,  Omaha;  Robert  H.  Messer,  Omaha; 
Margaret  Peterson,  Omaha;  Howard  F. 
Poepsel,  Omaha;  Clitus  W.  Olson,  Omaha; 
David  Minard,  Omaha;  Wm.  Roth,  Jr.,  Oma- 
ha; G.  D.  Adams,  Norfolk;  H.  D.  Dahlheim, 
Fremont;  D.  W.  Kingsley,  Jr.,  Hastings; 
George  Welch,  Hastings;  Clinton  E.  Sturde- 
vant.  North  Platte,  and  Charles  Reeve,  Lin- 
coln. 


Deaths 

MOORE  — Clyde  Moore,  MD,  an  Omaha 
pediatrician,  died  July  9,  1964  at  the  age 
of  79.  He  had  practiced  in  Omaha  for  52 
years.  A graduate  of  the  University  of  Ne- 
braska College  of  Medicine,  he  later  became 
Professor  of  Pediatrics  and  had  served  as 
President  of  the  staff  of  Childrens  Me- 
morial Hospital. 


Know  Your 
Blue  Shield  Plan 


Now  May  We  Say  A Word  About  the 
Wall  Street  Journal  Article?  — 

The  following  is  a copy  of  a letter  writ- 
ten by  Dr.  Arthur  J.  Offerman,  President 
of  Nebraska  Blue  Shield,  to  Mr.  Vermont 
Royster,  Editor  of  the  Wall  Street  Journal : 

Dear  Sir; 

“Concerning  the  recent  article  in  the 
Wall  Street  Journal  written  by  your 
staff  reporter,  Roger  A.  Simpson,  I 
would  like  to  make  the  following  com- 
ment. For  more  than  25  years  I have 
been  much  interested  in  the  development 
of  the  voluntary  health  insurance  plans 
in  this  country  and  it  is  indeed  dis- 
concerting to  see  this  type  of  reporting 


concerning  a gi’eat  American  institution. 
It  appears  to  me  that  your  reporter  is 
reporting  opinion  rather  than  fact,  par- 
ticularly as  regards  Blue  Shield.  I do 
not  intend  to  go  into  great  detail  in 
this  matter  but  am  enclosing  for  your 
information  a fact  sheet.  In  paragraph 
five,  “Growth  of  Blue  Shield  Plans.” 
In  paragraph  six  “Percentage  Distribu- 
tion of  Total  Income  Dollar.”  These 
facts  show  that  Blue  Shield  is  neither 
sagging  or  slipping  fast  in  enrollment 
growth  or  in  the  amount  of  money  paid 
out  for  services  to  Blue  Shield  sub- 
scribers. In  1963,  moi'e  than  one  billion 
dollars  was  paid  out  by  all  Blue  Shield 
Plans.  (90%  of  premium  income). 

“I  think  it  is  only  fair  to  Blue  Shield 
that  you  should  know  these  facts  and 
know  what  an  outstanding  job  Blue 
Shield  is  doing  in  the  field  of  voluntary 
health  insurance  for  the  American  peo- 
ple.” 

From  National  Association  of  Blue  Shield 
Plans  Blue  Shield  Fact  Sheet,  December  31, 
1962 ; 

5.  Growth  of  Blue  Shield  Plans ; 


December  31 

Total  Members 

1946  _ 

1,826,719 

1947 

5,791,175 

1948 

8,995,021 

1949 

12,260,045 

1950 

16,629,596 

1951 

21,130,996 

1952 

24,670,701 

1953 

28,141,727 

1954 

__  31,489,023 

1955  _ 

35,725,533 

1956 

38,802,846 

1957 

41,479,053 

1958  _ - 

42,575,256 

1959 

44,792,923 

1960 

47,084,988 

1961 

49,122,164 

1962 

50,904,714 

Blue  Shield  Plans  are  now  in  operation 
in  47  of  the  50  states,  in  the  District  of  Co- 
lumbia, in  eight  Canadian  Provinces  and  in 
the  Republic  of  Jamaica.  The  direct  writ- 
ings of  Medical  Indemnity  of  America,  Inc., 
are  also  included. 

6.  Percentage  Distribution  of  Total  In- 
come Dollar : 
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Reporting 

Plans 

Claims 

Expense 

Operating 

Expense 

Reserve 

Funds 

1947 

— 

45 

Plans 

_ 78.24 

15.60 

6.16 

1948 

— 

57 

Plans 

77.19 

14.26 

8.55 

1949 

— 

61 

Plans 

__  78.99 

13.88 

7.13 

1950 

— 

68 

Plans 

78.51 

13.05 

8.44 

1951 

— 

75 

Plans 

79.63 

12.39 

7.98 

1952 

— 

75 

Plans 

79.32 

11.89 

8.79 

1953 

— 

76 

Plans 

80.30 

11.24 

8.46 

1954 

— 

76 

Plans  _ . 

81.15 

11.10 

7.75 

1955 

— 

75 

Plans 

82.75 

10.63 

6.62 

1956 

— 

72 

Plans 

86.06 

10.47 

3.47 

1957 

— 

73 

Plans 

__  86.97 

10.28 

2.75 

1958 

— 

72 

Plans 

88.60 

10.09 

1.31 

1959 

— 

73 

Plans 

89.06 

9.84 

1.10 

1960 

— 

74 

Plans 

89.42 

9.88 

.70 

1961 

— 

74 

Plans 

88.75 

9.50 

1.75 

1962 

— 

75 

Plans 

88.77 

9.03 

2.20 

Sincerely, 

Arthur  J.  Offerman,  MD 

Following  are  excerpts  from  a reply  by 
Walter  J.  McNerney,  President  of  the  Blue 
Cross  Association,  to  the  Wall  Street  Jour- 
nal : 

“It  may  be  a beguiling  journalistic 
lead  to  say  that  Blue  Cross  is  “slipping 
fast”  or  “sagging,”  but  it  is  not  true. 
Last  year  Blue  Cross  paid  an  all-time 
record  of  $2,343,781,000  in  hospitaliza- 
tion benefits.  Enrollment  in  Blue  Cross 
also  reached  an  all-time  record  of  ap- 
proximately 59,130,000  persons,  virtual- 
ly a third  of  the  nation’s  population. 

“The  bias  of  your  story  is  highlighted 
at  one  point  by  a subhead  reference  to  a 
midwest  natural  gas  company  with  2,000 
employees  which  switched  to  Mutual  of 
Omaha  from  Blue  Cross.  It  might  have 
been  well  to  mention  at  the  same  place 
rather  than  non-specifically  in  a differ- 
ent context  later  that  during  the  same 
year  Blue  Cross  enrolled  AT&T  and  all 
of  its  24  operating  companies  with  more 
than  800,000  employees. 

“Although  800  to  900  insurance  com- 
petitors of  Blue  Cross  in  concert  cover 
from  20  to  40  per  cent  more  persons  than 
Blue  Cross,  frequently  offering  small, 
low-return  policies.  Blue  Cross’  benefits 
total  almost  one-half  of  all  the  hospital- 
ization benefits  paid  under  insurance 
and  prepayment  programs.  This  means 
clearly  that  Blue  Cross  is  providing  sig- 


nificantly larger  per  patient  payments 
than  its  competitors.  In  1962,  the  last 
year  for  which  such  figures  are  available 
from  the  Bureau  of  Labor  Statistics, 
benefit  expenditures  for  voluntary 
health  insurance  organizations,  includ- 
ing Blue  Cross,  amounted  to  $4,398,000,- 
000.  Blue  Cross  paid  47.5  per  cent  of 
this  amount,  a total  of  $2,041,000,000. 
Such  figures  scarcely  reflect  weakness, 
but  attest  to  the  scope  and  vigor  of  the 
Blue  Cross  movement. 

“The  suggestion  that  Blue  Cross  can- 
not compete  with  the  commercial  insur- 
ers with  their  package  deals  is  false. 
Six  of  the  12  largest  industrial  firms 
listed  by  Fortune  Magazine,  for  ex- 
ample, have  Blue  Cross  coverage.  They 
are  General  Motors,  Ford,  U.S.  Steel, 
Western  Electric,  and  DuPont.  I have 
already  mentioned  the  recent  enrollment 
of  Bell  systems. 

“I  might  add  that  Blue  Cross  has 
3,650,000  federal  employees  and  depend- 
ents enrolled,  55.6  per  cent  of  the  total 
number  of  such  employees.  The  account 
is  the  largest  employing  voluntary  car- 
riers in  the  world.  This  record  was 
achieved  on  the  basis  of  uniform  rates 
and  services,  and  in  the  face  of  strong 
competition  from  major  insurance  com- 
panies and  comprehensive  group  medical 
plans. 

“A  further  irony  is  involved  by  virtue 
of  the  fact  that  the  allegations  made  in 
the  stoiy  are  unsound  and  directed  selec- 
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tively  at  a relationship  which  is  fun- 
damental to  the  future  of  the  voluntary 
system  — namely,  the  determined  nego- 
tiation between  Blue  Cross  and  the  pro- 
viders of  health  care  for  the  sake  of 
protecting  the  public  against  waste  and 
sub-standard  performance.” 

Sincerely, 

Walter  J.  McNerney 


PARNATE:  OFF  AGAIN,  ON  AGAIN 

(Continued  from  page  445) 
effects.  It  was,  on  the  other  hand,  a re- 
markably effective  drug  in  severe  depres- 
sions that  failed  to  respond  to  other  drugs 
or  methods  of  treatment,  especially  when 
there  was  the  threat  of  suicide. 

In  February,  1964,  the  Federal  Drug  Ad- 
ministration recommended  to  Smith  Kline 
and  French  Laboratories  that  the  drug  be 
recalled  from  the  market.  This  recommenda- 
tion was  promptly  carried  out. 

Many  physicians  felt  that  the  drug  should 
be  available  for  treatment  of  suitable  pa- 
tients, but  there  was  no  means  of  appeal  — 
no  committee  or  council  or  other  body  of 
experts  to  whom  the  matter  could  be  re- 
ferred to  determine  finally  whether  the  FDA 
on  the  one  hand  or  the  manufacturer  or 
medical  profession  on  the  other  was  correct 
in  its  appraisal  of  the  drug. 

Now,  the  question  of  why  the  drug  was 
withdrawn  remains  unanswered.  Was  it  a 
premature  decision  without  careful  evalua- 
tion and  study  of  the  literature,  of  controlled 
studies,  without  the  views  of  specialists  in 
the  field  of  psychiatry,  without  consideration 
as  to  whether  the  value  of  the  drug  out- 
weighed its  dangers? 

After  steps  had  been  taken  that  should 
have  preceded  its  withdrawal,  FDA  again 
permits  sale  of  the  drug  with  somewhat 
stricter  instructions  than  those  previously 
accompanying  the  package. 

This  is  an  example  of  confusion  existing  in 
the  Food  and  Drug  Administration  and  re- 
lated bureaus  as  to  the  manner  of  handling 
drugs  to  be  prescribed  by  physicians  for  the 


public.  If  everybody  is  acting  in  good  faith, 
undoubtedly  the  time  will  come  when  the  pro- 
cess will  be  relatively  smooth  and  equatable. 
In  the  interval,  the  cost  to  manufacturers 
and  loss  to  the  needy  patient  can  scarce- 
ly be  guessed  in  dollars  and  cents.  One  care- 
less or  lazy  sourball  in  the  department  may 
produce  indescribably  costly  results  to  the 
manufacturer  and  to  the  sick  public. 


Health  Hazards  of  the  Pesticides  Endrin  and 
Dieldrin  — H.  R.  Wolfe,  W.  F.  Durham, 
and  J.  F.  Armstrong,  Arch  Environ 
Health  6:458  (April)  1963. 

Dermal  and  respiratory  exposure  of  op- 
erators using  endrin  dust  in  potato  fields, 
endrin  spray  in  orchards  for  mouse  control, 
and  dieldrin  spray  in  pear  orchards  was  de- 
termined using  a previously  described  meth- 
od (Bull  WHO  26:75,  1962).  Contamination 
of  workers  was  greater  from  dust  formula- 
tion (1.5%  of  the  estimated  toxic  dose  per 
hour)  than  from  liquid  formulations  (diel- 
drin,  0.3%  and  endrin,  0.2%  of  the  estimated 
toxic  dose  per  hour).  In  each  instance,  haz- 
ard to  the  applicator  from  acute  exposure 
was  considered  to  be  less  for  endrin  or  diel- 
drin than  for  the  more  toxic  organic  phos- 
phorus insecticides  under  conditions  of  use 
in  the  Pacific  Northwest.  Smoking  while 
spraying  orchard  cover  crops  or  eating  wind- 
fall apples  from  endrin-sprayed  orchards  ap- 
peared to  present  little  potential  hazard.  En- 
drin residues  on  sprayed  orchard  grass  and 
fescue  were  very  persistent  during  cool  con- 
ditions encountered  in  the  fall  and  winter 
months. 

The  Problem  of  Pulmonary  Scar  Tumors  — 
F.  Straus,  E.  Dordal,  and  A.  Kappas,  Arch 
Path  76:693  (Dec)  1963. 

A case  of  lung  cancer  developing  at  a site 
of  stabbing  55  years  previously  is  reported. 
Both  histology  and  analysis  of  the  imbedded 
knife  fragment  are  presented,  with  empha- 
sis on  the  importance  of  scarring  and  con- 
centration of  chemical  carcinogens  in  the 
production  of  peripheral  lung  carcinoma. 
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Books 


“Ear,  Xose  and  Throat  for  the  General  Practitioner” 
by  Albert  P.  Seltzer,  MD.  Published  in  April  1964 
by  Charles  C.  Thomas,  Publisher,  of  Springfield, 
Illinois.  231  pages  (6”  x 9”).  Price  $7.75. 

The  author  of  this  book  is  Chief  of  Otolaryngology 
at  the  Philadelphia  General  Hospital  and  an  Asso- 
cite  Professor  of  Otolaryngology  at  the  Graduate 
School  of  Medicine  of  the  University  of  Pennsyl- 
vania. 

This  book  has  been  written  to  show  that  diseased 
conditions  in  widely  separated  and  different  parts 
of  the  body  may  have  their  primary  origin  or  a 
secondary  relationship  in  abnormal  conditions  in  the 
ear,  nose,  throat,  or  accessory  nasal  sinuses. 

While  this  book  will  interest  specialists  in  many 
fields,  it  will  hold  special  significance  for  general 
practitioners  and  internists  and  medical  students. 


“Coronary  Heart  Disease  — A Personal,  Clinical 
Study”  by  Harold  Fell,  MD.  Published  in  Feb- 
ruary, 1964  by  Charles  C.  Thoma.s,  Publisher,  of 
Springfield,  Illinois.  148  pages  (6”  x 9”).  Price 
$6.50. 

Arthur  M.  Master,  MD,  has  written  concerning 
this  book  as  follows:  “This  is  a small,  convenient 
book  presenting  the  long  experience  of  a very  intelli- 
gent, scientific,  and  practical  physician  who  has 
lived  with  the  subject  of  coronary  heart  disease  for 
many  years.  Dr.  Feil’s  long  experience  began  when 
the  diagnosis  of  coronary  arteiy  disease  was  rare. 
The  views  of  the  author  are  indeed  his  own  and 
make  for  many  questions.  Thus,  there  are  a good 
many  who  do  not  find  that  anticoagulants  are  help- 
ful when  prescribed  in  “impending  infarction.”  On 
the  other  hand,  it  must  be  admitted  that  the  ma- 
jority of  clinicians  would  use  anticoagulants  in  this 
situation.  The  author  is  to  be  commended  because 
he  suggests  that  feces  and  urine  examinations  should 
be  made  daily  for  obtaining  evidence  of  bleeding 
when  anticoagulants  are  used.  However,  visual  in- 
spection of  the  urine  and  feces  are  sufficient.  Al- 
though the  reviewer  (Dr.  Master)  disagrees  with 
some  of  the  facets  of  Dr.  Feil’s  treatment  of  myo- 
cardial infarction,  he  reiterates  that  the  book  is 
most  practical,  written  in  an  attractive,  very  clear 
style,  and  represents  the  personal  but  vast  experi- 
ence of  an  intelligent  clinician.  It  is  indeed  a very 
worthwhile  book.” 


“The  Tired  Business  Man”  by  .Sir  Heneage  Ogilvie, 
MD.  Published  15  February  1964  by  Charles  C. 
Thomas,  Publisher,  of  Springfield,  Illinois.  93 
pages  (6”  X 9”).  Price  $4.75. 

Dr.  Ogilvie  reaches  back  over  a period  of  30 
years  (including  eleven  years  in  the  British  Army) 
and  brings  us  a record  of  his  personal  experience 


in  the  form  of  twelve  essays  ...  all  with  one  com- 
mon link  — stress.  Chapters  of  special  interest 
are  those  dealing  with  “Cancer  and  Stress”  and 
“The  Search  for  Anti-stress.” 

This  is  the  kind  of  book  that  will  undoubtedly 
be  read  at  one  sitting.  It  is  easy-to-read,  sparkling 
with  humor,  and  packed  with  down-to-earth  advice 
for  the  physician  and  his  patients.  It  is  recommend- 
ed reading  for  everyone  over  forty. 


“Recreation  in  Gerontology”  by  Carol  Lucas.  Pub- 
lished 25  July  1964  by  Charles  C.  Thomas,  Pub- 
lisher, of  Springfield,  Illinois.  177  pages  with 

many  pictures  and  illustrations.  Price  $6.50. 

This  book  has  been  written  to  aid  and  inspire 
administrators  of  hospitals,  nursing  homes,  and 
homes  for  the  retired;  recreation  workers;  social 
workers;  and  volunteers  to  embark  on  or  expand 
recreation  programs  for  the  ill  patients,  the  conval- 
escents, and  the  senior  citizens  of  our  communities. 
This  is  a practical  book.  It  fills  a real  need.  Chap- 
ter headings  are  as  follows: 

1.  The  Philosophy  of  Recreation  in  Gerontology 

2.  Group  Leadership 

3.  Development  of  a Volunteer  Program 

4.  Day  Centers  and  Clubs 

5.  Group  Activities  in  Institutions 

6.  Special  Programs  — ■ Hobby  Shows 

7.  Application  of  Arts  and  Crafts  to  the  Aging 
and  InfiiTn 

8.  Special  Events  and  Programs  for  Each  Month 
of  the  Year 


•‘Special  Procedures  in  Roentgen  Diagnosis”  by 
Samuel  Geranbaum,  MD,  and  Phillip  H.  IMeyers, 
M.D.  Published  in  1964  by  Charles  C.  Thomas, 
Publisher,  of  Springfield,  Illinois.  597  pages 
(6^/i”  X 93/4”).  Price  $21.75. 

Very  frequently  the  practicing  radiologist  or  the 
resident  physician  expresses  a desire  to  obtain  in- 
formation conceming  some  special  procedure  in  di- 
agnostic roentgenology.  Where  a large  medical 
library  is  available,  it  is  usually  possible  to  find  this 
information,  although  one  may  spend  several  hours 
in  the  pi-ocess. 

For  sometime  there  has  been  a definite  need 
to  have  a source  of  information  readily  available 
which  could  help  one  to  look  up  details  of  special 
procedures,  or  at  least  to  find  references  easily. 
The  consolidated  indices  which  have  been  prepared 
by  several  radiology  journals  have  been  of  definite 
help  in  this  regard.  Here  again,  however,  the  infor- 
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mation  may  not  be  readily  available  at  the  time  it 
is  needed  most. 

The  authors,  both  of  them  teachers,  have  assem- 
bled hundreds  of  techniques  covering  all  organ  sys- 
tems — each  presented  in  detail  with  indications, 
contra-indications,  dangers,  precautions,  comments 
and  discussions.  Every  hospital  and  radiologist  will 
want  a copy  of  this  book. 

Dr.  Beranbaum  is  Clinical  Professor  of  Radiology 
at  New  York  University  and  Director  of  Radiology 
at  St.  Barnabas  Hospital  for  Chronic  Diseases  in 
New  York  City.  Dr.  Meyers  is  Assistant  Professor 
of  Radiology  in  the  Tulane  University  School  of 
Medicine. 


TUBERCULOSIS  ABSTRACTS 

VALUE  OF  CLINICAL  AND  LABORATORY 
FINDINGS  IN  CRYPTOCOCCAL 
MENINGITIS 

The  prognosis  for  cryptococcal  meningitis 
has  greatly  improved  since  the  introduction  of 
amphotericin  B.  Definitive  diagnosis  depends 
upon  isolation  and  identification  of  C.  neofor- 
mans.  The  clinician  must  have  a high  index  of 
suspicion  in  any  case  of  meningitis. 

Before  the  introduction  of  amphotericin  B in 
1956,  three  quarters  of  the  patients  with  crypto- 
coccal meningitis  died  during  the  first  year  of 
illness. 

In  the  present  report  the  course  of  the  disease 
in  40  patients  studied  at  the  Clinical  Center  of  the 
National  Institutes  of  Health  during  the  years  1956- 
62  are  reviewed.  Of  the  40  patients,  36  received  am- 
photericin B. 

DIAGNOSIS 

Prior  to  the  diagnosis,  headache  was  the  most 
frequent  symptom  of  which  the  patients  complained. 
It  was  described  as  mild  to  severe,  occasional  to 
continuous,  dull  to  sharply  painful,  and  gradual  to 
sudden  in  onset.  Mental  changes  were  the  next 
most  common  complaint  and  included  confusion,  per- 
sonality changes,  defects  in  memory,  agitation,  and 
psychosis.  Visual  abnormalities  occurred  in  two- 
fifths  of  the  patients. 

In  6 patients,  symptoms  referable  to  the  central 
nervous  system  either  were  absent  or,  if  present, 
did  not  lead  directly  to  a diagnosis  of  meningitis. 

In  39  patients  lumbar  puncture  and  examination 
of  the  cerebrospinal  fluid  were  performed  before 
diagnosis  and  treatment.  In  all  but  one  case 
the  cell  count  was  abnormally  high,  and  in  all  but 
four  the  protein  value  was  elevated.  The  opening 
pressure  was  above  the  nonnal  limit  in  64  per  cent 
whereas  the  sugar  value  was  below  normal  in  only 
55  per  cent  of  the  patients. 

Differential  cell  counts  were  available  in  35  pa- 
tients and  revealed  predominantly  a lymphocytic 
response.  Yeastlike  forms  were  seen  on  direct  ex- 
amination of  the  cerebrospinal  fluid  in  20  of  the 
35  patients  studied. 

CULTURES  POSITIVE 

Cerebrospinal-fluid  culture  was  positive  for  C. 


neofoi-mans  in  38  of  the  40  patients.  Culture 
of  specimens  other  than  cerebrospinal  fluid  was 
performed  in  34  cases,  and  in  20  (59  per  cent)  of 
these,  at  least  one  specimen  was  positive  for  C. 
neoformans.  Urine  was  positive  in  37  per  cent 
of  patients  tested. 

Of  the  40  patients  in  the  study,  36  received 
amphotericin  B.  Thirty-one  of  the  treated  patients 
improved  and  five,  all  of  whom  had  coexisting 
disease,  died  of  progressive  meningitis  or  dissem- 
inated cryptococcosis.  Deaths  due  to  progressive 
meningitis  usually  occurred  early  in  the  course  of 
treatment.  The  four  untreated  patients  also  died. 

As  of  January  1,  1963,  17  of  the  31  patients 
who  had  improved  remained  well,  three  had  died  of 
causes  unrelated  to  cryptococcosis,  and  the  remain- 
ing 11  had  had  one  or  more  relapses  of  meningitis. 
All  of  the  relapses  occurred  within  one  year  of  the 
end  of  treatment. 

DRUG  ADMINISTRATION  ROUTES 

It  was  the  practice  of  the  authors  to  administer 
amphotericin  B to  the  more  seriously  ill  patient 
by  both  the  intravenous  and  intrathecal  routes  and 
to  the  less  seriously  ill  by  the  intravenous  route 
alone.  With  this  choice  of  treatment  three  of  the 
12  patients  (25  per  cent)  who  received  the  ding 
by  both  routes  died  of  progressive  meningitis  as 
compared  to  two  of  the  24  (8  per  cent)  treated  by 
the  intravenous  route  alone.  However,  of  the  pa- 
tients who  improved,  relapse  tended  to  be  less  fre- 
quent among  those  who  received  the  drug  by  both 
than  among  those  who  received  it  by  the  intra- 
venous route  alone.  The  difference  in  relapse  rates 
between  the  two  groups  was  not  significant,*  how- 
ever, and  comparability  of  the  two  groups  was 
not  provided  for  by  prior  planning  in  the  allocation 
of  treatment.  It  appears  desirable  to  undertake  a 
clinical  trial  to  assess  the  value  of  intrathecal 
therapy.  Patients  treated  by  the  intrathecal  route 
invariably  had  an  initial  rise  in  the  cerebrospinal 
protein  value,  which  later  fell. 

In  the  five  patients  who  died  despite  therapy 
the  cerebrospinal-fluid  sugar  value  improved,  but 
not  the  values  for  pressure,  cells,  and  protein. 
In  the  treated  patients  who  survived,  there  was 
generally  a prompt  and  sustained  improvement  in 
all  values  during  treatment.  After  treatment,  im- 
provement continued  but  at  a slower  pace  in  those 
who  did  not  relapse. 

RELAPSE 

Of  the  31  patients  who  improved  during  the 
original  course  of  treatment,  24  have  been  obseiwed 
for  at  least  a year  since  the  end  of  initial  therapy. 
Of  these,  11  (46  per  cent)  have  had  a relapse. 
Relapse  could  not  be  related  to  the  duration  of 
illness  before  treatment,  nor  could  it  be  related  to 
the  dosage  of  drug  given  or  to  the  presence  of 
coexisting  disease. 

The  proportion  of  relapses  was  significantly 
gi’eater  among  patients  with  initial  protein  values 
less  than  100  milligrams  per  100  milliliters  than 
among  those  with  values  above  100  mg. 

Coexisting  disease  occurred  in  20  of  the  40  pa- 
tients. The  diseases  were  diabetes  mellitus,  Hodg- 
kin’s disease,  sarcoidosis,  myeloid  metaplasia,  sili- 
cosis, and  carcinoma  of  the  breast.  Relapse  of 
meningitis  was  not  more  frequent  in  patients  with 
coexisting  disease  than  in  those  without.  How- 
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ever,  patients  with  coexisting  disease  often  did 
poorly  during  initial  treatment. 

COMMENT 

Follow-up  data  demonstrate  that  amphotericin  B 
is  reasonably  effective  not  only  in  averting  death 
in  cryptococcal  meningitis  but  also  in  restoring 
health.  However,  apparent  recovery  may  be  fol- 
lowed by  a recurrence  of  illness  and  this  sequence 
may  be  repeated  two,  three,  or  even  four  times. 

Consideration  of  the  chemotherapeutic  require- 
ments in  other  relapsing  infectious  diseases  sug- 
gests such  possibilities  for  improvement  as  longer 
periods  of  treatment  and  use  of  other  chemothera- 
peutic agents  with  amphotericin  B. 

At  present,  neither  of  these  possibilities  appears 
to  hold  promise.  In  a previous  study,  larger  doses 
of  the  drug  were  found  not  to  decrease  the  likeli- 
hood of  relapse.  And  combined  therapy  is  pre- 
cluded by  the  lack  of  an  agent  other  than  ampho- 
tericin b'  that  is  effective  in  the  treatment  of  crj’p- 
tococcal  meningitis. 

W'illiam  T.  Butler.  MD  ; David  W.  Ailing,  MD  ; Anderson 

Spickard,  MD.  and  John  P.  Utz.  MD,  The  New  England 

Journal  of  M^icine,  January  9,  1964. 


TUBERCULOSIS  OF  THE  PERICARDIUM 

A review  of  forty-four  proved  cases  in  a 
veteran  population  shows  that  medical  treat- 
ment of  this  relatively  rare  form  of  tubercu- 
losis is  often  sufficient,  but  surgery  may  also 
be  indicated.  Early  initiation  of  treatment  is 
of  utmost  importance. 

Before  the  adoption  of  specific  antituberculosis 
chemotherapy,  tuberculous  pericarditis  earned  a 
grave  prognosis.  Eighty  to  90  per  cent  of  those 
afflicted  died  in  the  acute  phase,  and  many  of 
the  remainder  subsequently  died  from  constrictive 
pericarditis  or  from  miliary  tuberculosis. 

For  the  study  reported,  the  Veterans  Administra- 
tion in  Washington,  D.C.,  supplied  a list  of  all 
veterans  treated  in  its  hospitals  from  1952  through 
1955  who  had  a clinical  diagnosis  of  tuberculous 
pericarditis.  The  clinical  records  of  214  patients 
from  all  parts  of  the  United  States  were  collected 
and  carefully  reviewed.  Forty-four  cases  had  a posi- 
tive culture  or  acid-fast  bacilli  seen  in  histological 
sections  of  the  paricardial  fluid  or  resected  peri- 
cardium. 

The  average  age  at  onset  was  51  years,  with 
a range  of  20  to  66  years.  Twenty-four  patients 
were  white,  and  20  were  Negro.  However,  since 
the  ratio  of  whites  to  Negroes  in  the  United 
States  veteran  population  is  12:1,  the  disease  was 
10  times  more  prevalent  among  the  Negro  race. 

Dyspnea  on  exertion  or  at  rest  was  one  of  the 
earliest  and  most  disabling  symptoms.  Less  com- 
mon and  more  gradual  in  development  were  ankle 
swelling  and  nonproductive  cough.  Chest  pain, 
usually  aggravated  by  deep  inspiration,  coughing 
or  change  in  position,  was  variable  in  its  nature, 
but  rarely  resembled  angina.  Generalized  complaints 
of  fatigue  and  anorexia  were  common. 

Signs  related  to  an  elevation  in  venous  pressure 
were  also  common.  Pulse  pressure  was  not  signifi- 
cantly less  than  normal  in  the  majority  of  cases. 


but  it  was  rare  to  find  a value  greater  than  40mm. 
of  mercury. 

Electrocardiographic  tracings  exhibited  lowered 
voltages  and  “T”  wave  inversion  and  were  of  con- 
siderable aid  in  the  diagnosis. 

In  10  cases  a right-sided  cardiac  catheterization 
had  been  done.  The  pressures  and  their  tracings 
were  “consistent  with”  constrictive  pericarditis. 

MEDICAL  TREATMENT 

In  the  group  of  44  patients,  23  received  medical 
treatment  without  subsequent  operation.  The  medi- 
cal regimens  consisted  of  specific  antituberculosis 
chemotherapy;  pericardial  paracentesis  to  obtain 
fluid  for  bacteriologic  study  and  to  relieve  tam- 
ponade; and  digitalization,  diuresis,  and  a low-salt 
diet. 

Streptomycin,  para-aminosalicylic  acid  (PAS), 
and  isoniazid  were  the  only  chemoptherapeutic 
agents  used.  Dui’ation  of  chemotherapy  averaged 
eleven  months  for  11  patients  who  suiwived  for 
five  years  and  for  2 who  died  of  unrelated  causes. 
Early  chemotherapy  appears  to  be  of  paramount 
importance  for  a medical  cure. 

Eight  patients  died  while  receiving  medical  ther- 
apy. At  the  time  of  death  all  but  1 (who  died 
two  days  after  admission)  were  receiving  anti- 
tuberculosis chemotherapy.  At  autopsy  all  8 had 
a thickened  pericardium.  Some  of  these  pericardia 
were  studded  with  caseous  granulomas.  The  sur- 
faces of  the  hearts  appeared  gray  owing  to  a thick- 
ened epicardium. 

Two  patients  probably  died  from  the  effect  of 
cardiac  tamponade.  Another  died  of  pulmonary 
edema  after  a bilateral  thoracentesis,  and  one  went 
into  cardiac  arrest  after  the  paracentesis  of  both 
pleural  cavities.  Four  others  died  as  a result  of 
chronic  constrictive  pericarditis. 

SURGICAL  TREATMENT 

A pericardiectomy  was  perfoi-med  in  21  pa- 
tients after  a period  of  medical  treatment. 

The  indications  for  pericardiectomy  were  as  fol- 
lows: continued  accumulation  of  a pericardial  ef- 

fusion; thickened  pericardium  (demonstrated  by 
injection  of  air  into  the  pericardial  sac) ; calcifica- 
tion of  the  pericardium;  results  of  pericardial  bi- 
opsy; progression  from  larger  globular  heart  in  the 
effusion  stage  to  a smaller  heart  with  continued 
high  venous  pressure;  and  moribund  patient  with 
severe  cyanosis  and  unobtainable  blood  pressure. 

Thirteen  patients  have  survived  for  five  or  more 
years  after  pericardiectomy.  Two  others  are  well 
after  four  and  a half  years.  Another  had  a fatal 
gastrointestinal  hemoii'hage  one  year  after  peri- 
cardial resection. 

Four  patients  died  within  thirty  days  of  peri- 
cardiectomy, an  operative  mortality  of  19  per  cent. 

The  11  patients  who  suiwived  for  five  years  or 
more  have  given  no  evidence  of  relapse  or  tuber- 
culous pericarditis,  nor  has  constrictive  pericarditis 
supeiwened  as  a late  sequela.  This  is  one  of  the 
most  important  facts  derived  from  this  study: 
that  early  success  of  medical  therapy  results  in 
control  of  the  tuberculous  infection,  so  far  as 
control  of  infection  can  be  assessed  by  an  average 
follow-up  period  of  seven  and  two-tenths  years. 
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CONCLUSION 

Several  generalizations  appear  to  be  justified  on 
the  basis  of  this  series.  The  early  institution  of 
chemotherapy  increased  the  possibility  of  a favor- 
able outcome  of  medical  therapy. 

The  chronicity  of  pericarditis  is  the  circumstance 
that  most  clearly  calls  for  pericardiectomy.  Peri- 
cardiectomy  was  superior  to  medical  therapy  alone 
in  patients  whose  chemotherapy  was  begun  late  in 
their  disease,  as  judged  by  symptomatology.  Ex- 
cellent results  were  achieved  by  pericardiectomy  in 
11  of  13  patients  in  whom  symptoms  of  pericarditis 
had  been  present  for  more  than  six  months  before 
the  pericardiectomy  was  carried  out. 

Treatment  of  tuberculous  pericarditis  should  be 
started  as  promptly  as  possible  with  a regimen 
of  two  or  more  antituberculous  drugs.  The  chemo- 
therapeutic regimen  should  always  include  isonia- 
zid.  The  total  duration  of  chemotherapy  should  be 
at  least  two  years  under  the  most  favorable  circum- 
stances, or  longer,  as  indicated  by  tuberculous 
lesions  in  other  organ  systems  if  such  lesions  are 
present.  However,  tamponade  severe  enough  to 
result  in  hepatomegaly,  ascites  or  peripheral  edema 
provides  a clear  indication  for  pericardiectomy. 
Pericardiectomy  can  safely  be  done  through  infected 
tissues  under  cover  of  antituberculosis  therapy. 
Early  success  by  both  medical  and  surgical  therapy 
may  be  counted  on  to  give  lasting  control  of  in- 
fection; both  modalities  prevent  constrictive  peri- 
carditis as  a late  sequela. 

— John  H.  Hageman.  MD.  Nicholas  D.  D’Esopo,  MD.  and 

William  W.  L.  Glenn.  MD.  The  New  England  Journal  of 

Medicine,  February  13,  1964. 
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Clinton, Belknap 
State  House  Station 
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James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building 
Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  Pi-esident 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Building 
Lincoln,  Nebraska 
Nebraska  Diabetes  Association 

J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Ardith  VonHousen,  President 
315  North  72nd,  Omaha 


Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Undei'wood,  M D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director- 
State  Capitol  Building,  Lincoln,  Nebraska 

Nebraska  State  IMedical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafv,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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Do  You  Know? 

DO  YOU  KNOW  — That  the  A.M.A.  and 
the  Medical  Societies  and  Auxiliaries  all  over 
the  United  States  are  now  involved  in  their 
greatest  struggle  — the  struggle  against  So- 
cialized Medicine  — called  by  whichever 
name  is  current  this  year  — Medical  Care  for 
the  Aged  under  Social  Security,  The  King- 
Anderson  Bill,  HR  3920,  Medicare,  Fedicare, 
or  the  honest  name.  Socialized  Medicine? 
This  great  unified  plan  is  called  OPERA- 
TION HOMETOWN.  If  we  lose  this  battle, 
medicine  as  we  know  it  today,  and  as  our 
husbands  are  proud  to  practice  it,  will  be 
gone  forever. 

That  judging  from  the  attendance  at  the 
area  meetings  held  to  introduce  OPERA- 
TION HOMETOWN,  apparently  many 
physicians  and  even  more  physicians’  wives 
are  not  very  interested  in  preserving  the 
freedom  to  practice  medicine  according  to 
their  own  set  of  ethics  instead  of  according 
to  the  regulations  of  a socialistic  govern- 
ment? What  could  be  more  important  to 
any  of  us  than  the  profession  that  has  de- 
manded — and  given  — so  much?  Ne- 
braska is  far  behind  in  this  job  of  public  re- 
lations and  information.  The  urban  areas 
are  fighting  every  day  a very  powerful  foe 
— the  labor  union.  Among  the  other  reasons 
given  for  our  apathy  is  the  belief  that  our 
Congressmen  are  on  our  side,  so  therefore, 
we  are  safe.  This  is  not  true  everywhere, 
however,  and  may  not  be  always  true  here. 
A lot  of  sure  votes  somehow  slipped  through 
to  the  other  side  in  the  recent  vote  on  the 
Osteopathic  Bill  — and  we  were  the  ones 
who  lost  because  of  the  confidence  and  re- 
sultant lethargy  of  many  of  our  own. 

That  the  only  way  to  defeat  Socialized 
Medicine  this  time,  and  the  only  way  to 
prevent  the  regular  reoccurrence  of  bills  to- 
ward that  end  is  to  defeat  the  King-Ander- 
son  Bill  so  soundly  that  it  will  become  a very 
unpopular  political  issue?  We  must  arouse 
the  American  people  to  protest  loudly  and 
longly  this  constant  encroachment  on  their 
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freedoms  by  the  socialization  of  our  rights 
to  free  enterprise.  We  must  fight  back  and 
not  allow  a biased  press  and  the  socialists 
in  our  midsts  to  malign  and  slander  us  with 
half-truths  and  many  outright  lies.  There 
is  only  one  way  to  overcome  this  very  clever 
bit  of  political  trickery  and  that  is  for  each 
one  of  us  and  each  of  our  husbands  to  do 
these  three  things:  READ  — LEARN  — 
TALK!!!  After  all,  our  husbands  have  the 
best  captive  audience  in  the  world  — the 
patients.  Most  of  us  are  not  well  armed  with 
statistics  and  figures  — we  hardly  know 
the  facts,  so  we  are  always  on  the  defensive 
and  must  say,  “Well,  I know  it  is  untrue, 

but .”  We  must  know  the  truth  and 

have  the  facts  to  prove  it  because  the  truth 
is  on  our  side. 

That  the  reasons  for  this  letter  are  to 
furnish  you  with  a beginning?  We  will  try 
to  furnish  a few  quick  facts  and  figures.  We 
plan  more  letters  regularly.  We  hope  that 
you  will  try  and  equip  yourself  beyond  our 
efforts.  Keep  a file  and  clipping  box.  Read 
them  aloud  to  your  family,  tell  your  friends, 
your  Girl  or  Boy  Scouts,  your  Sunday  School 
class,  your  grocer,  druggist,  everyone.  The 
Auxiliary  is  being  asked  for  the  first  time 
to  assist  their  husbands  because  they  know 
that  the  wives  will  take  the  time  and  the 
task.  In  no  other  profession,  save  Medicine, 
can  a wife  say  so  surely,  “We  also  serve.” 
We  must  do  everything  we  can  to  preserve 
free  medicine  in  this  country,  to  protect  our 
way  of  life,  and  to  defeat  this  threat  to  every- 
thing we  cherish.  This  work  must  be  done 
now  — the  time  is  now.  It  must  have  pri- 
ority over  all  other  plans  and  projects.  We 
must  contact  as  many  people  as  possible  be- 
fore this  bill  is  brought  out  of  the  Ways 
and  Means  Committee  to  be  voted  upon  in 
the  Congress.  A count  of  noses  today  would 
mean  defeat  for  Medicine.  This  is  a matter 
of  record.  Please  read  the  brief  facts  that 
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follow  and  start  working  and  reading  and 
talking. 

THE  TIME  IS  NOT  OF  OUR  CHOOS- 
ING — BUT  NEITHER  IS  THE  FIGHT!!! 

DO  YOU  KNOW  — That  every  Doctor’s 
wife  should  have  a copy  of  “Human  Events,” 
special  issue  “The  Case  Against  Socialized 
Medicine?”  A copy  was  sent  to  each  mem- 
ber of  the  Nebraska  State  Medical  Associa- 
tion this  spring.  It  will  prove  to  be  an  eye- 
opener  for  each  reader.  Copies  may  be  or- 
dered from  HUMAN  EVENTS,  410  First 
Street,  S.E.,  Washington  3,  D.C.,  at  25c  per 
copy,  or  30  copies  for  $5.00.  Put  several 
copies  in  the  office. 

That  pamphlets  urging  the  backing  of  So- 
cialized Medicine  have  been  inserted  by  per- 
sons unknown,  into  the  programs  of  a na- 
tional Protestant  Church  convention  held  in 
Denver?  How  many  persons  do  you  sup- 
pose were  influenced  by  this  trick  — think- 
ing it  to  be  Church  policy  ? How  many  times 
repeated  other  places? 

That  many  Churches  have  come  out  local- 
ly and  nationally  for  Socialized  Medicine? 
Is  this  because  of  poor  information  or  propa- 
ganda? How  does  your  Church  stand? 
Your  minister?  Most  people  accept  what  is 
done  or  said  in  the  name  of  the  Church  or 
from  the  pulpit  as  truth. 

That  the  old  saying,  “Merit  will  be  its 
own  reward”  has  been  a good  motto  for  Medi- 
cine in  the  past  but  in  light  of  our  public 
relations  right  now,  maybe  a better  one 
might  be,  “Don’t  hide  your  light  under  a 
bushel?” 

That  each  of  us  should  write  to  our  Con- 
gressman regularly,  talk  to  him,  and  have 
others  write  often  so  he  will  know  that  we  are 
having  results. 

That  Nelson  Rockefeller  has  come  out  pub- 
lically  as  advocating  some  form  of  federally- 
controlled  medical  care  for  the  aged  ? 

That  the  Bow  Bill  is  a plan  to  deduct  the 
premium  costs  of  voluntary  medical  insur- 
ance from  the  insured’s  Income  Tax  or  a re- 
payment of  that  which  is  in  excess  of  the 
Income  Tax?  Do  you  know  what  the  Kerr- 
Mills  Bill  is? 


That  a Medical  crisis  can  take  everything 
you  have?  But  so  can  any  other  form  of 
natural  disaster  — tornado,  flood,  hail, 
drought  — but  we  protect  ourselves  with  in- 
surance. That  is  exactly  what  we  must  do 
for  our  protection  from  long  expensive  ill- 
ness. We  must  see  that  all  of  our  families 
do  it,  too. 

That  our  friends  in  other  professions 
should  be  better  informed  about  this  fight? 
This  is  not  our  problem  alone  — it  will  en- 
velop nurses,  aides,  dentists,  administrators, 
pharmacists,  technicians,  everyone  in  the 
allied  fields  ? Inform  them  and  ask  for  their 
help. 

That  the  answer  to  the  oft-repeated  tale, 
“But  that  illness  took  everything  they  had, 
every  penny  they  had  in  the  bank  — the  doc- 
tor’s bill  alone  was  thousands,”  is  this  — 
ask  for  all  of  the  details,  find  out  the  names, 
doctors’  names,  disease,  and  cost?  Offer  to 
check  and  see  if  any  errors  were  made.  See 
if  the  family  was  eligible  for  aid  — if  they 
had  insurance.  Seldom  are  the  real  de- 
tails known  or  volunteered. 

That  the  present  proposal  under  the  King- 
Anderson  Bill  is  a compulsory  plan?  That 
it  will  have  to  run  into  perpetuity  or  some 
future  group  of  beneficiaries  will  not  get 
their  coverage.  That,  if  these  benefits  are 
the  over-65  group  only,  the  Social  Security 
tax  will  have  to  be  14-15  per  cent  of  payroll, 
if  everyone  is  included?  'This  would  be 
$1,350.00  on  a self-employed  income  of 
$9,000. 

That  the  Social  Security  tax  on  $4,800 
was  $94.30  in  1958  — $150.00  in  1962  — 
and  will  be  $174.00  in  1963?  At  this  rate  of 
increase,  it  will  be  $228.00  in  1968.  If  it 
can  more  than  double  in  10  years,  what  would 
happen  with  Medicare  or  the  passing  of  the 
King- Anderson  Bill  ? An  average  young  man 
would  have  paid  more  than  $10,000,  by  age 
65,  on  $4,800. 

DO  YOU  KNOW  — That  the  only  re- 
quirement demanded  by  the  Administrators 
of  the  authors  of  the  present  bill  covering 
the  medical  care  of  the  aged  was  that  it  come 
under  Social  Security?  The  reason  being 
that  the  American  people  would  accept  it  on 
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the  basis  that  they  were  getting  their  just 
due.  Since  they  had  paid  the  tax,  they  de- 
served the  benefits.  They  would  not  ac- 
cept a compulsory  control  of  medical  care  by 
the  government.  They  must  be  told  the  dif- 
ference. 

That  many  of  the  votes  that  won  the  fight 
for  the  side  of  Medicine  in  the  last  round 
were  only  on  procedure.  It  was  presented 
in  the  Senate  first,  and,  therefore,  opposed 
by  many  as  a matter  of  principle.  They 
were  not  opposed  to  the  substance  of  the 
bill  itself.  The  mistake  will  not  be  made 
again.  We  do  not  have  enough  supporting 
votes  at  this  time  to  win. 

That  some  of  the  most  literal  and  im- 
pressible critics  of  Medicine  are  being  paid 
by  your  money?  They  are  employees  of  the 
Department  of  Health,  Education  and  Wel- 
fare. Remind  your  Congressmen  that  they 
are  not  being  paid  to  be  lobbyists  for  or 
against  any  particular  segment  of  our  popu- 
lation. 

That  educated  people  too  often  forget  the 
history  of  our  country?  It  was  because  of 
government  dependency  or  complacency  that 
we  have  survived. 

That  this  is  not  a fair  fight  with  real  ob- 
jectives? It  is  a political  issue  with  no 
holds  barred.  It  is  a part  of  the  complete 
socialization  not  only  of  our  profession  but 
of  all  Americans.  Some  of  the  underhanded 
deeds  done  by  the  opposition  are  frightening. 
They  are  nearly  unbelievable  to  most  of  us 
who  do  not  know  the  real  story. 

That  health  is  too  important  to  be  con- 
trolled by  a small  group  with  no  special 
knowledge  or  skill? 

That  there  are  no  problems  of  aging  ex- 
cept those  imposed  by  retirement  that  are 
not  also  the  problems  of  every  other  age 
group?  The  health  of  aging  is  90  per  cent 
good.  The  economic  status  of  the  aged  is 
better  than  any  other  age  group.  Any  need 
should  be  met  first  by  the  individual,  then  by 
the  family,  next  by  the  Church  or  Lodge,  and 
last  by  the  local,  state  or  national  govern- 
ment. (Condensed  from  the  National  Legis- 
lative Congress,  April  20-21,  1963). 


That  we  must  watch  the  problem  of  con- 
densation — the  whole  must  not  be  sup- 
ported by  the  few,  the  working  man  must  not 
pay  the  hospital  bill  of  the  wealthy,  that  the 
government  that  is  strong  enough  to  give 
you  everything  you  want,  is  strong  enough  to 
take  everything  you  have. 

That  the  man  that  denies  freedom  to  any 
man  deserves  not  to  have  any  freedom  for 
himself?  (Abraham  Lincoln) 


LEGISLATIVE  BULLETIN  — No.  2 

DO  YOU  KNOW  — That  the  President  of 
the  American  Academy  of  General  Practice 
has  requested  permission  to  testify  at  the 
House  Ways  and  Means  Committee  hearings 
on  the  health  care  for  the  aged  bill?  These 
hearings  have  not  been  definitely  scheduled 
because  of  the  priority  of  the  tax  bills. 

DO  YOU  KNOW  — That  the  Student 
AMA,  an  organization  which  only  two 
months  ago  did  not  want  to  be  among  “the 
ever-increasing  throng  that  turns  to  the 
Federal  Government  for  assistance”  is  now 
among  that  throng?  After  opposing  medical 
students  loans  of  federal  aid  in  1961  and 
1962,  the  student  group,  meeting  recently 
in  Chicago,  did  an  about-face  and  voted  43- 
18  in  favor  of  the  federal  program.  It  is 
hardly  consistent  to  accept  federal  aid  on 
one  hand  and  deny  it  on  the  other.  Or  did 
the  opposing  group  just  not  bother  to  attend? 

DO  YOU  KNOW  — That  Wilbur  Mills,  an 
Arkansas  Democrat  and  Chairman  of  the 
House  Ways  and  Means  Committee,  has  in- 
troduced a bill  raising  the  Social  Security 
tax  base  from  $4,800  to  $5,400,  as  of  Janu- 
ary 1,  1964?  Under  this  bill  (HR  6688), 
employees  and  employers  would  each  be  taxed 
an  additional  $21.75  or  $195.75  per  year; 
self-employed  persons,  an  additional  $32.40 
or  $291.60  per  year.  Money  is  apparently 
running  through  the  OASI  trust  fund  faster 
than  the  taxpayers  can  put  it  in.  Mr.  Mills, 
an  expert  on  Social  Security,  must  believe 
that  more  money  is  needed  to  meet  current 
obligations  — to  say  nothing  of  some  new 
ones  in  the  wind. 
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DO  YOU  KNOW  — That  although  Wilbur 
Cohen  is  rumored  to  be  resigning  soon  as 
Assistant  HEW  Secretary,  he  has  asked 
for  another  year  of  absence  from  the  Univer- 
sity of  Michigan  ? He  is  drafter  of  the  King- 
Anderson  Bill,  prominent  member  of  the 
Americans  for  Democratic  Action  and  a 
holder  of  high  position  with  the  New  Fron- 
tier. This  will  keep  him  in  Washington  long 
enough  to  fight  the  big  battle  for  Socialized 
Medicine  in  1964. 

DO  YOU  KNOW  — That  despite  much 
idle  palaver  about  a “compromise,”  the  new 
Administration  health  care  bill  is  almost  an 
exact  copy  of  the  old  King- Anderson  Bill? 
The  new  bill,  however,  adds  health  care 
benefits  for  roughly  three  million  people  over 
65  not  receiving  Social  Security  benefits. 
This  is  intended  to  appease  a small  gi'oup 
of  liberal  Republicans  and  will  cost  an  addi- 
tional (and  estimated)  $369  million  over  a 
five-year  period.  This  money  will  come  from 
the  Treasury  — not  the  Social  Security  cof- 
fers. 

DO  YOU  KNOW  — That  Social  Security 
experts  now  admit  that  the  tax  will  prob- 
ably go  up  again  in  1970?  It  went  up  in 
January,  will  go  up  again  in  1966,  and  again 
in  1968.  As  predicted  by  almost  everyone, 
many  people  are  now  paying  higher  Social 
Security  tax  than  Income  tax.  Wilbur  Cohen 
testified  in  1961  before  the  Senate  Finance 
hearings  that  he  believed  as  much  of  the 
earning  tax  should  be  paid  to  Social  Security 
for  cradle-to-the-grave  benefits  as  for  all  of 
the  other  functions  of  government,  the  pay- 
ing of  the  national  debt,  and  for  the  defense 
of  our  country. 

DO  YOU  KNOW  — That  the  AMA’s  De- 
partment of  Economic  Research  has  shown 
that  at  least  31  states  would  pay  more  in 
Social  Security  and  general  taxes  than  they 
could  anticipate  in  benefits  returned  per 
aged  individual?  This,  of  course,  reflects 
the  fact  that  the  dollars  always  shrink  on 
the  way  to  and  from  Washington,  D.C. 

DO  YOU  KNOW  — That,  as  usual,  the 
Administration  and  the  AMA  are  in  disagree- 
ment on  the  cost  of  the  Social  Security 


health  care  program  for  the  aged?  Presi- 
dent Kennedy  says  that  his  program  would 
cost  $5.6  billion  for  the  first  four  years,  or 
$1.4  billion  per  year.  The  AMA  says  the 
first  year  would  cost  at  least  $2.3  billion 
and  that  it  would  logically  continue  to  climb. 

DO  YOU  KNOW  — That  late  in  February, 
Rep.  Senators  Javits  (N.Y.),  Cooper  (Ky.), 
Case  (N.J.),  Keating  (N.Y.),  and  Kuchel 
(Calif.),  introduced  S 849,  a health  bill  fi- 
nanced by  Social  Security  taxes  but  with 
an  option  that  would  let  beneficiaries  receive 
hospital  benefits  through  private  carriers? 
Commenting,  Sen.  Cooper  stated  that  he  will 
“not  vote  for  any  Administration  bill  which 
excludes  this  free  choice  by  beneficiaries.” 
The  King-Anderson  Bill  is  compulsory. 

DO  YOU  KNOW  — That  the  AMA  has 
testified  as  favoring  the  following  changes 
in  the  Income  Tax  Bill:  (1)  elimination  of 
the  one  per  cent  floor  drug  and  medical  ex- 
penses for  taxpayers  over  65;  (2)  a tax 
credit  based  on  the  aged  individual’s  income 
and  medical  expense;  (3)  a medical  ex- 
pense “carry  back”  and  “carry  forward”  pro- 
vision; (4)  a full  deduction  for  money  paid 
to  provide  medical  care  for  a dependent 
over  65? 

DO  YOU  KNOW  — That  the  Legislation 
Committee  would  welcome  any  clippings  or 
facts  that  you  feel  should  be  shared  with 
other  wives?  Just  copy  and  give  the  date 
and  source  and  mail  it  to  your  chainnan.  All 
of  the  facts  used  are  recorded  as  to  source 
even  though  we  can’t  afford  the  space  to 
note.  We  hope  that  DO  YOU  KNOW  is 
read  by  every  doctor’s  wife  in  the  state, 
and  also  that  it  is  kept  and  shared  with  her 
husband  and  many  others.  If  you  are  not 
receiving  it  through  your  Auxiliary,  or  in 
the  mail,  let  us  know. 

DO  YOU  KNOW  — That  Nebraska  has  an 
extensive,  and  expensive,  welfare  program 
in  use  now?  It  will  increase  both  ways  next 
year.  Have  an  Auxiliary  program  on  your 
County  and  State  plan.  The  facts  and  fig- 
ures are  available  from  your  Welfare  Di- 
rector — and  you  will  really  be  surprised ! ! ! 
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DO  YOU  KNOW  — That  we  do  not  desire 
socialization  of  our  profession,  any  profes- 
sion or  group?  We  do  not  want  to  lose  the 
basic  freedoms  that  have  been  bought  so 
dearly.  We  do  not  want  socialized  religion, 
repairmen,  plumbers,  clerks,  grocers,  or  edu- 
cation. We  are  willing  to  fight  for  our  free- 
dom and  for  theirs.  We  are  fighting  for 
economy  in  government.  We  do  not  believe 
the  87th  Congress  should  have  appropriated 
102  billion,  263  million  dollars.  It  would  take 
over  19  centuries  to  spend  that  amount  at 
the  rate  of  $135.00  per  day,  including  Sun- 
days. This  is  every  day  since  Christ  died  — 
and  more.  We  are  fighting  for  a balanced 
federal  budget  — and  this  isn’t  even  con- 
sidered. The  interest  alone  on  the  national 
debt  is  nine  billion.  This  is  larger  than  our 
total  federal  budget  in  any  year  prior  to 
1941  — save  one.  Legislation  is  being  pres- 
sured through  Congress  right  now  which  is 
denying  freedom  in  every  comer,  and  espe- 
cially tightening  the  controls  of  the  most 
vital  three:  Food,  Health  and  Education. 
Lenin  proposed  the  first  cradle-to-the-grave 
welfare  plan  and  the  first  nationalization  of 
medicine.  We  are  allowing  ourselves  to  be 
destroyed  from  within  — Why? 

DO  YOU  KNOW  — That  with  no  choice 
on  our  part,  we  are  now  working  over  four 
months  a year,  two  days  of  every  five,  just 
to  pay  our  taxes?  We  are  charging  our 
grandchildren  and  great  grandchildren  with 
staggering  debts. 

DO  YOU  KNOW  — That  the  only  way  to 
stop  this  ever-increasing  disregard  for  our 
personal  freedoms,  this  federal  control  of 
our  very  thoughts,  and  to  curb  the  deficit 
spending,  is  for  the  American  people  to  fight 
back?  I hope  that  we  will  be  counted  with 
those  who  are  fighting  back.  Work  for  your 
political  party,  support  the  candidate  who 
believes  in  freedom  and  who  is  willing  to 
fight  for  it;  inform  your  representatives  of 
your  displeasure,  DO  SOMETHING!!  No 
one  can  do  it  for  you.  The  AMA  staff  can 
only  do  so  much  — the  doctors  and  their 
wives  must  care  enough  to  “do  it  your- 
selves.” If  freedom  to  practice  medicine  is 
not  enough,  and  if  freedom  from  govern- 
ment control  is  not  enough  to  stir  our  profes- 


sion to  action,  then  it  is  later  than  we 
thought. 

DO  YOU  KNOW  — That  we  do  not  pre- 
tend that  the  AMA  or  American  medicine 
per  se  is  100  per  cent  right?  Indeed,  we 
know  that  the  practice  of  medicine  in  many 
places  is  far  from  good  or  satisfactory.  We 
know  that  medicine’s  public  relations  are 
poor  — at  least  we  keep  reading  about  our 
problem  in  nearly  every  printed  publication. 
We  hope  that  during  this  year  of  decision, 
every  physician  and  every  physician’s  wife 
will  do  a little  soul-searching  and  public- 
image  looking.  The  physician  must  indeed 
heal  himself  too.  Many  times,  we  are  care- 
less about  our  relations  with  other  people  and 
yet,  like  it  or  not,  the  doctor  and  his  family 
are  known  and  discussed. 

DO  YOU  KNOW  — That  there  are  hun- 
dreds of  health  and  medicine  measures  await- 
ing action  in  Congress?  Besides  the  King- 
Anderson,  Javits,  Bow,  Kerr-Mills  and  oth- 
ers we  have  mentioned,  there  are  mental 
health,  medical  segregation,  drug,  and  other 
specific  bills  being  considered  now.  The 
Kerr-Mills  amendment  provides  the  same 
benefits  for  the  needy  aged  as  for  the  in- 
digent aged  under  public  assistance  now.  It 
would  carry  most  of  the  President’s  pro- 
posals for  health  care  for  the  aged.  It  is 
ready  for  presentation  to  the  Senate  and 
House.  The  Doctor’s  Draft  Bill  was  signed 
again  for  four  years,  and  the  hearings  are 
completed  for  the  medical  part  of  the  tax 
program  — to  allow  full  tax  deductions  for 
drugs  and  medicine  and  eliminate  the  ceil- 
ing on  maximum  medical  expense  deductions 
for  the  aged.  HR  12  provides  a ten-year, 
$755  million  program  for  construction  of 
medical,  dental,  public  health,  and  allied 
schools  and  a student  loan  program  for  med- 
ical, dental  and  osteopathic  students.  The 
House  has  passed  a bill  authorizing  $175 
million  in  three  years  for  construction,  and 
so  forth,  and  $60  million  for  low-interest 
loans  to  students. 

DO  YOU  KNOW  — That  big  city  families 
now  spend  7 per  cent  of  their  earnings  for 
health  care?  Ten  years  ago,  the  figure  was 
less  than  6 per  cent.  The  Bureau  of  Labor 
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Statistics  report  on  seven  cities.  This  is 
said  to  indicate  increasing  demand  for  more 
and  better  medical  services.  These  families 
spending  for  other  needs  has  risen  far  more 
sharply;  however,  the  auto  accounts  for  12 
per  cent,  as  compared  to  9 per  cent  before. 

DO  YOU  KNOW  — That  $22.5  million  is 
now  being  paid  by  insurance  companies  every 
year  for  the  investigation  and  settlement  of 
malpractice  claims? 

DO  YOU  KNOW  — That  a 1962-Depart- 
ment-of-Health-Education-and-Welfare  book- 
let states  that  the  HEW  staff  members  are 
the  chief  spokesmen  for  the  older  citizens  in 
the  Executive  Branch  of  the  Federal  Gov- 
ernment, and  that  they  testify  on  their  be- 
half in  Congress?  Incredible!  We  never 
imagined  that  the  Department  of  HEW 
would  admit  in  print  that  it  lobbies  for  17.5 
million  citizens  who  happen  to  be  over  65. 
If  this  is  true,  then  what  cabinet  level 
agency  represents  those  of  us  who  are  under 
65;  30?  45?  Who  is  represented  by  the 
Department  of  Interior,  the  Treasury?  No 
group  or  interest.  This  is  not  within  the 
fram*ework  of  a government  of  the  people, 
by  the  people,  and  for  the  people.  If  this 
is  the  true  policy  of  the  Department  of  Mr. 
Celebrezze,  it  must  be  denounced  — now. 
Could  it  be  that  none  of  the  members  of  Con- 
gress have  read  this  publication?  There  has 
been  no  Congressional  comment. 

DO  YOU  KNOW  — That  the  British  fam- 
ily doctor  will  soon  get  a raise  from  the  Na- 
tional Health  Service.  After  the  raise  — 14 
per  cent  increase  — the  British  General 
Practitioner  will  earn  about  $7,742  a year. 

DO  YOU  KNOW  — That  because  we  are 
small  in  number,  our  efforts  must  be 
small?  We  have  great  power.  It  is  deter- 
mined by  knowledge,  determination,  dedica- 
tion, and  willingness  to  work  — not  num- 
bers. We  must  inspire  our  Auxiliaries  to 
WORK.  We  must  inspire  our  husbands  to 
share  their  precious  time  and  WORK.  We 
must  not  be  guilty  of  DOING  NOTHING!!! 


LEGISLATIVE  BULLETIN  — No.  3 

DO  YOU  KNOW  — That  the  biggest  prob- 
lem facing  the  medical  profession  at  this 
time  is  the  convincing  of  fellow  physicians 
that  they  must  act  now  to  protect  their  free- 
doms and  to  fight  Socialized  Medicine?  Be- 
cause they  feel  that  the  King-Anderson  Bill 
will  not  come  before  the  House  or  Senate 
for  a vote  before  the  first  of  the  year,  appar- 
ently the  time  to  start  going  is  December 
31.  Are  you  reading  the  current  magazine 
articles  — probably  some  of  those  in  the 
Waiting  Room  — and  their  feature  stories 
condemning  Medicine?  Are  you  reading 
the  Public  Pulse  in  the  Omaha  World  Herald 
and  the  editorials  in  our  state  papers?  Do 
you  realize  that  many  of  our  own  feel  that 
Socialized  Medicine  is  inevitable  and  say 
so  loudly,  publically,  and  often?  Why,  then 
do  so  many  physicians  and  their  wives  yawn 
and  become  bored  with  the  mere  mention  of 
the  subject?  We  have  been  advised  that  we 
must  keep  our  Legislative  bulletins  short 
because  our  readers  will  not  spend  time 
reading  long  or  wordy  items  about  Medi- 
cine’s future  — and  all  of  our  readers  are 
either  doctors  or  doctors’  wives  — and  it 
is  their  future!  Too  many  seem  to  believe 
that  silence  is  security!  Opportunity  neg- 
lected is  like  time  wasted  — once  it  is  gone, 
there  isn’t  a second  chance.  Few  policies 
would  please  the  opposition  more  than  that 
old  stall  — the  watchful  waiting  — the  head- 
in-the-sand-type  of  thinking.  We  don’t 
seem  to  be  able  to  wish  this  problem  away. 


DO  YOU  KNOW  — That  some  form  of 
health  insurance  now  protects  more  than  141 
million  Americans,  76  per  cent  of  the  civilian 
population?  The  Health  Insurance  Council 
reports  that  both  the  number  of  people  cov- 
ered and  the  amounts  of  benefits  paid  reach  a 
new  high  in  1962.  The  coverage  increased 
by  4.6  million  to  reach  a total  of  $141,151,000. 
Benefits  were  paid  of  nearly  $6.2  billion  or 
an  increase  of  $629  million  over  1961.  In 
addition,  $905  million  was  paid  out  to  re- 
place income  lost  through  various  forms  of 
disability.  The  more  than  $7  billion  dis- 
tributed in  benefit  during  the  year  repre- 
sents a 10.6  per  cent  increase  over  1961. 
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DO  YOU  KNOW  — That  if  each  physician 
in  America  would  talk  about  the  true  story 
of  Socialized  Medicine  to  the  patients  that 
he  sees  each  day,  we  could  reach  be- 
tween a million  and  a million  and  a half 
every  day?  It  wouldn’t  take  long  to  reach 
nearly  all  of  the  American  public  that  way. 

DO  YOU  KNOW  — That  a kit  has  been 
distributed  by  the  AMA,  through  the  Com- 
mittee on  Discussion  and  Debates  of  the  Na- 
tional Forensic  League,  to  all  high  school 
debate  coaches  for  their  members?  The 
1963  debate  subject  is,  “WHAT  SHOULD 
BE  THE  ROLE  OF  THE  FEDERAL  GOV- 
ERNMENT IN  PROVIDING  MEDICAL 
CARE  FOR  THE  CITIZENS  OF  T H E 
UNITED  STATES.”  The  two  paperback 
books  are  titled,  “Financing  Medical  Care,” 
edited  by  Helmut  Schoek,  which  is  an  ap- 
praisal of  foreign  medical  programs;  and 
“Federalized  Health  Care  for  the  Aged,”  a 
critical  symposium  of  recent  articles.  Fur- 
ther information  on  these  fine  publications 
may  be  obtained  from  the  office  in  Lincoln 
or  the  AMA  office  in  Chicago.  They  should 
be  placed  in  all  of  our  high  school  libraries. 

DO  YOU  KNOW  — That  the  one  im- 
portant thing  to  remember  about  facts  and 
figures  given  in  support  of  the  government 
medical  programs  is  this  — they  are  often 
worded  cleverly  and  the  figures  are  pre- 
sented in  a very  tricky  manner?  At  the 
National  Legislative  Conference  in  Chicago, 
some  examples  were  given : “Statistics  show 
that  about  50  per  cent  of  the  people  over  65 
had  incomes  of  less  than  $1,000  per  year.” 
(It  was  explained  that  this  may  be  true 
but  is  meaningless  — wives  made  up  most 
of  that  figure  and  most  aged  wives  have 
small  incomes  or  earning  power).  Actually, 
the  number  of  aged  persons  on  Old  Age  As- 
sistance should  drop  from  the  14.2  per  cent 
enrolled  in  1960  to  about  9 per  cent  in  1970. 
The  number  of  aged  indigents  drops  about 
60,000  per  year.  This  is  because  of  expand- 
ing retirement  programs,  growing  Social  Se- 
curity coverage,  and  better  income  and 
planning  during  the  earning  years. 

DO  YOU  KNOW  — That  the  Barrow  car- 
toon printed  in  the  morning  World-Herald 


on  September  24,  1963,  should  be  displayed 
in  every  doctor’s  office  in  the  state?  It 
shows  the  “government  Spenders”  busily 
stuffing  tax  dollars  into  a very  large  bird 
labeled,  “The  Welfare  Image,”  while  the 
taxpayer  is  wheeling  another  load  for  him 
to  use. 

DO  YOU  KNOW  — That  in  recent  public 
opinion  sample,  the  four  reasons  given  for 
opposition  to  King- Anderson  were : 

1.  The  cost  of  the  program  and  that  it 
would  raise  taxes; 

2.  It  should  provide  payments  for  every- 
one over  65,  (this  has  already  been 
corrected) ; 

3.  They  believe  that  it  was  a step  to- 
ward Socialism  or  Socialized  Medicine ; 

4.  The  belief  that  the  family  unit  should 
be  responsible  for  itself  and  not  de- 
pendent on  the  government? 

The  reasons  for  favoring  the  plan  were 
of  a different  nature: 

1.  Many  old  people  need  it  as  they  don’t 
have  enough  money ; 

2.  All  old  people  need  this  help,  they 
don’t  have  enough  money  — (Could 
this  include  J.  Paul  Getty  and  Joseph 
P.  Kennedy?) ; 

3.  I want  to  help  old  people ; 

4.  It  will  benefit  my  parents  — and  me, 
eventually. 

All  of  these  are  Christian  sentiments  and 
opposing  them  is  like  opposing  Motherhood. 
We  must  learn  the  facts,  the  figures  and 
speak  out  the  truth.  Sympathy,  sorrow,  and 
fear  make  for  an  emotional  appeal  that  is 
hard  to  sway. 

DO  YOU  KNOW  — That  persons  over  65 
comprise  9 per  cent  of  the  population  and 
have  8 per  cent  of  the  total  income?  That 
their  liquid  assets  are  twice  as  great  as 
those  of  the  average  younger  family?  That 
11  per  cent  of  the  over-65  group  are  hos- 
pitalized each  year,  compared  with  10+  per 
cent  of  other  age  groups?  That  the  Univer- 
sity of  Michigan  survey  showed  that  96  per 
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cent  of  the  aged  do  not  owe  money  to  a doc- 
tor, dentist,  or  to  a hospital?  That  over  60 
per  cent  of  the  elderly  already  have  health 
insurance?  That  93  per  cent  of  the  17.5 
million  over  65,  live  in  states  which  have 
already  enacted  part  or  all  of  the  Kerr-Mills 
law?  That  of  those  who  favored  the  King- 
Anderson  Bill  were  asked  if  they  would 
favor  a type  of  legislation  which  would  use 
payroll  tax  money  to  provide  benefits  for 
everyone  over  65,  regardless  of  wealth,  more 
than  half  of  them  said  No! 

DO  YOU  KNOW  — That  Mr.  Kennedy  has 
gone  on  record  as  follows:  “The  scarlet 
thread  running  through  the  thoughts  and 
speeches  of  the  people  is  the  delegation  of 
great  principles  to  that  all-absorbing  Levi- 
athan — the  State?  Every  time  we  try  to 
lift  a problem  to  the  government,  to  that 
extent,  we  are  sacrificing  the  liberties  of  the 
people.” 

DO  YOU  KNOW  — That  many  pamphlets 
are  available  from  the  AM  A office  in  Chi- 
cago to  be  used  for  display  and  distribution. 
Several  are  of  a size  to  be  slipped  into  an 
envelope.  The  titles  of  some  are,  “Health 
Care  Under  Social  Security  — The  Beginning 
of  the  End;”  “Do  You  Think  It’s  Fair?” 
and  “Vital  Questions  and  Actual  Answers 
on  Health  Care  for  the  Aged.”  A sample  kit 
will  be  sent  to  the  Legislation  Chairman  of 
each  Auxiliary.  They  are  for  your  waiting 
rooms  and  for  your  own  enlightenment. 

DO  YOU  KNOW  — That  81  Blue  Cross 
plans  in  the  U.  S.  and  Canada  paid  hospitals 
more  than  $2.4  billion  last  year?  The  Blue 
Cross  Association  states  in  its  annual  re- 
port that  the  average  cost  of  handling  this 
volume  of  business  was  less  than  5c  out  of 
each  dollar  taken  in.  Blue  Cross  is  now  ex- 
ploring new  ways  of  providing  prepayment 
protection.  This  includes  nursing  homes, 
out-patient  care,  visiting  nurses  services, 
coverage  for  prescription  products,  and  more 
care  for  mental  illness. 

DO  YOU  KNOW  — That  during  the  re- 
cent March  on  Washington,  one  of  the  speak- 
ers in  his  appeal  for  freedom  and  equal 
rights  for  all,  shouted  for  the  radio  and  tele- 


vision audience  — “You  who  are  against 
Socialism,  are  against  the  Negro?” 

Do  YOU  KNOW  — That  the  hottest  places 
in  Purgatory  are  reserved  for  those,  who 
in  a period  of  moral  crisis,  maintain  their 
neutrality  ? 
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DO  YOU  KNOW  — Maybe  there  is  hope 
for  the  Medical  profession  yet?  Since  the 
hearings  on  the  King-Anderson  Bill  have 
been  postponed  because  of  the  delay  on  the 
Tax-legislation,  it  has  given  Medicine  a few 
extra  months  to  stir  itself.  We  can’t  help 
wondering  why  individual  medical  emergen- 
cies are  dealt  with  immediately  and  yet  an 
emergency  involving  all  of  medicine  is  so 
blissfully  ignored  by  so  many.  We  doubt 
that  the  physicians  concerned  in  Nebraska 
will  have  to  woriy  about  the  Good  Samaritan 
law  suit.  It  is  mostly  lack  of  information 
or  inaccurate  information  rather  than  lack 
of  interest.  Most  physicians  feel  that  if  they 
read  what  they  see  in  the  newspapers  or 
magazines  that  is  sufficient,  but  unfortun- 
ately, that  is  not  true.  We  can  not  always 
depend  on  the  news  media  to  give  us  unbiased 
coverage.  It  does  not  ring  exactly  true  and 
especially  after  hearing  our  Congressmen, 
our  AMA  representatives,  our  own  Ken  Neff, 
and  others  who  are  very  informed  about 
Medicine’s  future  in  this  country.  Dr.  Annis 
best  says  this  — “A  good  citizen  is  one  who 
as  a Democrat  or  Republican  is  interested  in 
the  affairs  of  government  and  getting  other 
citizens  interested  in  the  affairs  of  govern- 
ment to  register,  to  vote  and  to  play  the  role 
that  they  must.  Being  busy  is  no  excuse  to 
neglect  the  responsibilities  of  citizenship. 
Our  enemies  are  capitalizing  on  our  short- 
comings and  yet  we  are  content  to  let  other 
people  tell  our  story  for  us.  We  must  tell  the 
story  of  Medicine  as  it  is  ours  to  tell,  and 
not  let  the  public  believe  that  only  the  other 
side  exists.” 

DO  YOU  KNOW  — That  Socialized  Medi- 
cine is  not  the  disease  we  are  trying  to 
treat;  it  is  simply  the  symptom  of  a general 
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condition  that  must  be  cured  or  the  prog- 
nosis is  fatal?  Surely,  the  future  of  Ameri- 
can medicine  is  not  as  Dr.  George  V.  LeRoy, 
Professor  of  Medicine  at  the  University  of 
Chicago,  wrote  in  a recent  issue  of  Medical 
Economics.  The  title  of  the  article  is,  “To- 
morrow’s doctor?  He’ll  be  a civil  servant.” 
This  is  not  the  future  we  want  for  our  sons 
and  for  the  young  men  in  medical  school 
right  now.  They  can  be  civil  servants  by 
working  at  the  Post  Office  for  a much  small- 
er investment  in  time  and  effort. 

DO  YOU  KNOW  — That  the  cost  of  medi- 
cine must  be  explained,  not  defended  because 
it  is  costly?  The  figures  that  medicine  costs 
200  per  cent  or  400  per  cent  more  today  than 
it  did  20  years  ago  are  not  true.  There  can 
be  no  comparison  because  it  wasn’t  available 
at  any  cost.  Do  you  know  that  70  per  cent 
of  the  drugs  prescribed  today  were  not  even 
known  10  years  ago?  What  we  are  buying 
today  is  a way  to  cure  disease,  to  detect  it 
early,  to  prevent  it,  and  to  control  it  with 
truly  marvelous  drugs  which  were  unknown 
and  unheard  of  and  which  are  available  to- 
day. 

DO  YOU  KNOW  — That  one  taxpayer  in 
four  itemizes  health  costs  on  anual  income 
tax  returns?  Nearly  15  million  out  of  61 
million  taxpayers  listed  health  expenditures 
exceeding  the  three  per  cent  allowed  for 
medical  and  dental  expenses.  They  also  list- 
ed as  average  three  and  seven  tenths  per 
cent  for  contributions  to  church  and  chari- 
ties, four  and  seven  tenths  per  cent  for  in- 
terest payments  on  mortgages  and  loans,  five 
and  eight  tenths  per  cent  for  taxes  and  fees, 
and  two  and  four  tenths  per  cent  for  miscel- 
laneous. 

DO  YOU  KNOW  — That  Earl  Browder, 
one-time  boss  of  the  American  Communists 
in  the  days  when  Alger  Hiss  was  betray- 
ing his  country,  was  quoted  by  the  Omaha 
World-flerald  recently?  He  is  now  Com- 
munism’s most  caustic  critic,  and  has  been 
since  he  left  the  Party  17  years  ago.  He 
favors  Socialism,  however,  and  said,  “We 
are  getting  socialism  on  the  installment  plan. 
Goldwater  is  correct  in  saying  this.  He  is 
only  incorrect  in  opposing  it.”  Unfortunate- 


ly, this  belief  is  shared  by  many  people  more 
respected  than  Mr.  Browder.  Edwin  P. 
Neilan,  President  of  the  United  States  Cham- 
ber of  Commerce,  is  quoted  as  saying,  “Gov- 
ernment by  deception  has  so  hood-winked 
masses  of  the  American  people  that  they  no 
longer  know  or  seem  to  care  that  they  are 
being  robbed.”  As  an  example,  he  said, 
is  the  “Gimmick”  by  which  the  magic  words 
“national  security”  or  “national  interest” 
are  invoked  to  persuade  Congress  to  appro- 
priate money  for  spenders’  boondoggles. 
This  is  exactly  the  persuasion  used  to  further 
Socialized  Medicine. 

DO  YOU  KNOW  — That  a letter  in  Mod- 
em Medicine’s  Letters  to  the  Editor  column 
challenged  that  magazine’s  recent  support  of 
the  medical  education  bill,  HR  12,  which 
provided  for  a $755  million  program  for 
construction  of  medical,  dental,  public  health, 
and  allied  schools,  and  a student  loan  pro- 
gram for  medical,  dental  and  osteopathic 
students?  It  has  since  passed.  His  view  is 
shared  by  many  who  oppose  this  very  in- 
crease of  government  control.  If  today’s 
medical  students  are  in  such  need,  is  not 
the  young  starting  physician,  the  beginning 
surgeon  waiting  for  referrals,  the  middle- 
aged  doctor  educating  his  children,  and  the 
older  retirement-aged  doctor  who  has  not 
saved  too  wisely?  Is  this  not  depending  on 
the  federal  government  to  “tide  us  along” 
so  we  need  not  deny  ourselves  too  much? 
Will  the  future  medical  student  see  much 
wrong  with  federal  subsidy  if  he  is  receiv- 
ing it?  Medicine  had  better  do  some  soul- 
searching  and  some  serious  considering  of 
its  own  motives. 

DO  YOU  KNOW  — That  Assistant  HEW 
Secretary,  Wilbur  J.  Cohen,  says  that  pro- 
ponents of  Social  Security  Medicare  pro- 
grams should  not  flag  in  their  efforts  even 
if  King-Anderson  should  fail?  This  type  of 
legislation,  he  adds,  is  inevitable  because  it 
is  “morally  right,  financially  sound,  and  ad- 
ministratively practical.”  The  opponents  of 
this  type  of  medicine  have  launched  “a  cam- 
paign of  fear.”  It  is  stated  in  most  of  the 
national  publications,  the  Wall  Street  Jour- 
nal included,  that  this  will  be  the  big  issue 
for  the  coming  1964  election  year. 
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DO  YOU  KNOW  — That  Physician’s  Man- 
agement, in  their  August  issue,  states  that 
a compromise  plan  for  Medicare  is  already 
being  sought  by  the  Administration?  If  the 
soundings  of  Congressional  sentiment  show 
that  this  measure  — King-Anderson  — can- 
not pass,  it  will  not  be  brought  to  a vote. 
Beware  of  a new  name  or  a new-sounding 
proposition  for  the  same  old  result. 

DO  YOU  KNOW  — That  the  tax  cut  now 
before  Congress  affects  medicine  too?  Un- 
der the  present  law,  people  are  not  taxed  on 
medical  insurance  benefits  even  though 
they  may  yield  more  than  the  cost  of  the 
illness.  This  bill  would  require  that  any  ex- 
cess be  taxable.  It  would  also  repeal  the 
present  rule  requiring  taxpayers,  aged  65 
or  over,  to  subtract  1 per  cent  of  their  in- 
comes from  claimed  deductions  for  medicines 
and  drugs.  There  is  also  a change  in  the 
Pay  While  Sick  deductions. 

DO  YOU  KNOW  — That  Blue  Cross  and 
Blue  Shield  plans  are  playing  leading  roles 
in  the  expansion  efforts  to  cover  the  costs 
of  post-acute  care  and  prescription  drugs? 
About  40  of  the  77  Blue  Cross  plans  offer 
coverage  for  nursing  care  and  other  post- 
acute needs.  The  Wisconsin  Physicians 
Service,  a Blue  Shield  plan  sponsored  by  the 
Wisconsin  Medical  Society,  is  offering  a pre- 
scription drug  contract  that  can  be  pur- 
chased separately.  The  policy  pays  the  cost 
of  prescription  drugs  on  a $25  to  $50  de- 
ductible plan.  Blue  Cross-Blue  Shield  is  ex- 
ploring other  fields  to  add  to  this  volunteer 
program.  Voluntary  insurance  is  the  an- 
swer, not  the  tax-supported  federal  plan. 

DO  YOU  KNOW  — That  we  must  all  write 
to  our  Congressmen  regularly,  and  we  must 
encourage  our  friends  and  fellow  citizens  to 
write  often?  You  can  be  sure  that  pressure 
is  being  put  from  other  sources  that  are  not 
for  our  side. 

DO  YOU  KNOW  — That  the  Civil  Rights 
problems  will  continue  to  affect  the  cus- 
toms and  organizations  of  the  medical  pro- 
fession? The  Hill-Burton  Act  is  being  pres- 
sured now  to  deny  federal  funds  for  the  con- 
struction of  “separate  but  equal”  hospital 


facilities.  The  Small  Business  Administra- 
tion and  the  other  federal  medical  grant 
agencies  such  as  NIH  will  include  an  equal 
access  clause. 

DO  YOU  KNOW  — That  Edgar  Ansel 
Mowrer,  Pulitzer  Prize-winning  foreign  cor- 
respondent, states  in  the  World-Herald  on 
Sunday,  October  13,  1963,  “I  am  obliged  to 
remind  you  that  Communism  is  already  at 
war  with  us  and  that  the  sooner  we  recog- 
nize this  fact,  and  act  accordingly,  the  safer 
we  shall  be.”  He  does  not  ask  us  to  decide 
if  we  wish  to  become  socialized  from  within 
or  if  we  prefer  to  wait  for  the  overthrow 
of  government  from  without. 

DO  YOU  KNOW  — That  on  September 
17,  1963,  by  a voice  vote,  the  House  passed 
HR  8009,  Nursing  Home  Care  for  Veterans 
bill?  It  is  now  in  the  Senate.  Most  recipi- 
ents would  be  non-service  connected. 

DO  YOU  KNOW  — That  time  works 
against  Fedicare,  too?  A major  contention 
of  Administration  forces  pushing  medical 
care  for  the  aged  under  Social  Security  has 
been  that  these  people  cannot  obtain  ade- 
quate policies  and  couldn’t  afford  the  pre- 
miums if  private  insurance  were  available. 
As  the  number  of  privately-covered  aged 
grows,  so  does  the  argument  of  those  favor- 
ing the  private  enterprise  system.  Nearly 
10  million  older  citizens  have  some  form  of 
private  coverage;  the  premiums  range  from 
$10  to  $20  monthly  on  a median  income  of 
$2,530 ; and  approximately  one  fourth  of  the 
premiums  are  paid,  at  least  in  part,  by  their 
children.  How  much  less  expensive  this  is 
than  the  20  per  cent  Social  Security  tax  rec- 
ommended by  Wilbur  Cohen  for  his  Welfare 
State  American  — a 20  per  cent  tax  on  a 
base  of  $9,000  instead  of  the  5.4  per  cent 
on  $4,800  annually.  At  this  rate,  employer 
and  employee  would  each  pay  $75  a month 
to  Social  Security  and  the  self-employed,  $112 
a month.  This  is  for  a single  coverage,  not 
the  family  plan. 

DO  YOU  KNOW  — That  three  leading 
proponents  of  King-Anderson  — a Congress- 
man, a labor  spokesman,  and  an  organizer 
for  elderly  people  (yes,  there  are  such  peo- 
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pie)  — all  spoke  last  month  and  said  that 
the  bill  is  not  dead.  Limited  activity  on  the 
bill  has  not  been  accidental.  The  public 
favor  has  not  been  won  yet ; so,  as  President 
Kennedy  said,  it  is  in  the  period  of  “Germin- 
ation.” The  Kiplinger  Washington  Letter 
reports  that  King-Anderson  was  purposely 
muffled  this  year  to  keep  it  fresh  for  elec- 
tion year.  Many  who  have  supported  this 
legislation  must  realize  that  the  real  motiva- 
tion is  not  for  the  need  of  Health  Care  — 
health  is  a matter  of  concern  whether  there 
is  an  election  or  not.  Those  who  oppose  the 
bill  should  recognize  it  for  what  it  is  — alive 
and  waiting  the  exigencies  of  politics. 

DO  YOU  KNOW  — That  many  of  our 
school  textbooks  are  carrying  a plea  for  the 
cause  of  Socialized  Medicine  and  the  in- 
creased dependence  on  the  State  for  all  of 
our  needs?  Have  you  provided  the  books 
for  your  High  School  library  or  your  speech 
department  giving  our  side  of  the  problem? 
Nearly  every  school  in  the  state  is  using 
either  the  national  debate  subject  or  using 
it  for  speech  topics.  These  books  may  be 
obtained  from  the  office  in  Lincoln  and  are 
free.  Be  sure  that  the  teenagers  in  your 
town  have  accurate  material.  Many  physi- 
cians are  ordering  them  for  their  offices  as 
students  usually  come  there  first  for  material 
representing  our  side  — most  of  the  offices 
wouldn’t  have  anything  to  give.  Have  your 
wife  order  yours  today ! 

DO  YOU  KNOW  — That  there  is  an  excel- 
lent article  in  the  September  AMA  Woman’s 
Auxiliary  Bulletin  by  Dr.  Annis?  It  is 
called,  “To  Sin  by  Silence.” 

DO  YOU  KNOW  — That  “To  sin  by 
silence  when  they  should  protest,  makes 
cowards  of  men?”  . . . Abraham  Lincoln  and 
Dr.  Annis 
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DO  YOU  KNOW  — That  the  call  to  arms ! 
has  been  given?  A letter  dated  December, 
1963,  has  been  sent  from  Dr.  Annis  to  all 
physicians  and  their  wives  in  the  United 


States  urging  them  to  act  now  — today!  A 
supreme  election  year  effort  will  be  launched 
in  January  and  we  must  mobilize  public 
opinion  against  this  unjustified  legislation. 
This  goal  can  be  achieved  only  through  you 
— by  your  letters  — by  your  personal  con- 
tacts with  your  Congressmen  — and  by  the 
letters  and  contacts  you  encourage  your  fel- 
low citizens  to  make.  You,  the  Doctors,  have 
the  greatest  advantage  of  all  — you  talk  to 
your  patients  and  their  families ! Chairman 
Mills  of  the  House  Ways  and  Means  Commit- 
tee has  announced  that  the  public  hearings 
on  the  King-Anderson  bill  will  be  resumed 
in  January.  The  majority  of  scheduled  wit- 
nesses, not  heard  previously,  are  to  testify 
beginning  January  20  or  27.  This  includes 
a major  presentation  in  favor  of  the  bill 
by  the  AFL-CIO.  Dr.  Annis  pleads  with  us 
for  action  and  asks  that  such  a deluge  of 
expression  from  the  grass  roots  of  this  na- 
tion reach  the  Congressmen  that  it  cannot 
be  ignored! 

DO  YOU  KNOW  — That  we  can  expect 
the  proponents  of  Federalized  Medicine  fi- 
nanced through  increased  payroll  tax  to  re- 
sort to  every  means  at  their  command  to 
force  the  measure  out  of  the  Ways  and 
Means  Committee?  We  must  fight  fire  with 
fire!  We  must  flood  Washington  with  let- 
ters of  rejection  of  this  legislation ; and  they 
must  come  from  all  corners  of  our  land  and 
from  all  of  our  people. 

DO  YOU  KNOW  — That  the  pressure  is 
being  applied  to  our  most  tender  areas  by  our 
opposition  right  now;  and  we  have  every 
reason  to  believe  that  the  pain  will  be  in- 
creased? Have  you  noticed  that  the  very 
profession  that  worked  and  used  every  tech- 
nic known  to  save  both  the  late  President 
Kennedy  and  his  alleged  assassin,  Lee  Os- 
wald, is  already  back  to  over-charging  and 
profitting  from  the  poor,  the  sick  and  the 
needy?  Seven  times  in  one  recent  day,  the 
statement  was  repeated  on  the  radio  that  the 
cost  of  living  had  reached  an  all-time  high 
in  November.  Contributing  factors  were 
high  food  costs,  increased  rental  rates,  and 
increasing  doctor’s  and  dentist’s  fees.  Does 
anyone  know  why  the  doctor’s  and  dentist’s 
fees  went  up  in  November?  November  and 
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December  are  not  usually  ver>^  good  collec- 
tion months  for  even  the  regular  bills. 

DO  YOU  KNOW  — That  health  insurance 
protects  50  million  more  Americans  today 
than  it  did  10  years  ago?  In  1952,  59  per 
cent  of  the  population  was  protected  by  some 
form  of  health  insurance;  in  1962,  76  per 
cent  of  the  population  was  protected.  We 
must  repeat  again  and  again  that  voluntary 
health  insurance  is  the  American  way  to 
provide  for  the  medical  emergencies;  we 
must  know  and  explain  the  present  effective, 
and  ever-enlarging  plans  for  the  care  of  the 
needy  and  the  Kerr-Mills  plan  for  the  near- 
needy  ; we  must  fight  to  preserve  the  Ameri- 
can way  of  free  enterprize,  of  freedom  of 
choice,  and  of  the  dignity  of  each  man  — not 
the  system  — but  the  individual. 

DO  YOU  KNOW  — That  socialized  Medi- 
cine was  again  described  in  glowing  terms 
on  Johnny  Carson’s  Tonight  Show  by  the 
English  Doctor-Actor  just  after  Christmas? 
Mr.  Carson  made  the  comment  that  “we’ll 
be  hearing  soon  from  Dr.  Edward  R.  Annis, 
I’m  sure,”  and  he  surely  has.  How  many 
of  our  own  younger  physicians  would  agree 
with  this  physician  who  was  educated  in  an 
increasingly-Socialistic  state?  He  men- 
tioned again  and  again  the  fact  that  a long 
illness  could  and  would  impoverish  most  of 
us ; that  he  had  to  wait  longer  in  queues  at  his 
Pediatricians  in  New  York  than  anyone 
ever  did  in  England;  that  the  malingerers, 
“visitors,”  and  so  forth  no  longer  take  too 
much  of  the  physician’s  time;  that  com- 
plete freedom  existed  for  both  patient  and 
physician  under  Socialized  Medicine ; and 
that  he  had  never  practiced  it  but  had  been 
an  intern  or  resident  in  a hospital.  All  of  the 
things  he  mentioned  were  true,  but  he  did 
not  even  consider  that  these  problems  could 
be  and  have  been,  in  many  places,  solved  by 
the  Free  system;  that  the  American  public 
might  prefer  a more  personal  and  practical 
type  of  medicine;  or  that  better  treatment 
could  be  affected  more  economically  and  ef- 
ficiently when  ability  to  pay  is  considered. 

DO  YOU  KNOW  — That  greater  Govern- 
ment activity  in  the  health  care  field  is  fore- 
shadowed in  a paper  approved  by  the  Asso- 


ciation of  State  and  Territorial  Health  Of- 
ficers? The  document  says  that  Americans 
“expect”  and  “have  a right  to  expect,  that 
leadership  in  medical  care  will  come  from 
the  official  agency  which  has  responsibility 
for  the  general  health  of  all  of  the  popula- 
tion.” This  expanded  role  is  not  being  un- 
dertaken reluctantly.  “To  the  extent  that 
personal  health  services  are  less  than  ade- 
quate for  any  of  the  people,  to  that  ex- 
tent medical  care  is  important  to  us  as 
state  health  officers,”  the  paper  states.  It 
went  on  to  say  that  among  the  problems  in 
providing  proper  health  care  were  uneven 
distribution  of  resources,  shortages  of  pro- 
fessionals, depersonalization  in  patient  rela- 
tionships, and  overspecialization. 

DO  YOU  KNOW  — That  health  care  out- 
lay in  the  12  months  ending  June  30,  1963, 
are  preliminarily  estimated  at  $33  billion  — 
or  about  5.8  per  cent  of  the  total  U.S.  out- 
put of  goods  and  services?  The  aggregate 
gain  from  the  preceding  year  is  about  7 per 
cent.  'The  gain  in  public  expenditures,  how- 
ever, was  10  per  cent. 

DO  YOU  KNOW  — That  the  House  Ways 
and  Means  Committee  members  and  most 
political  observers  feel  the  chances  that 
Congress  will  pass  some  form  of  a Social 
Security-styled  aged-care  bill  are  improved? 
The  reason  given  is  that  the  Democrats  now 
need  the  law  more  than  ever  for  the  next 
year’s  presidential  election.  In  terms  of 
election  politics.  President  Kennedy’s  great 
strength  lay  in  the  big  industrial  centers  of 
the  North,  where  health  care  for  the  aged  has 
been  a popular  issue.  His  chief  weakness 
was  in  the  South,  where  the  issue  probably 
hurt  him  more  than  it  helped.  Just  the  op- 
posite is  true  of  President  Johnson,  however. 
He  must  fight  to  hold  the  northern  cities 
to  win  the  election.  The  late  President  could 
have  afforded  to  lose  the  Medicare  fight, 
providing  he  had  made  a good  try,  say  the 
political  observers,  as  he  could  count  on  the 
support  of  the  liberals  and  the  unions,  any- 
way. Many  observers  feel  that  President 
Johnson  is  almost  compelled  to  win  the  aged- 
care  fight  in  order  to  prove  himself  to  the 
key  political  groups,  the  liberals  and  the 
labor  leaders. 
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DO  YOU  KNOW  — That  the  old  saw, 
“Silence  Is  Golden”  is  not  always  true? 
Sometimes  that  silence  is  mistaken  by  others 
as  assent.  The  January,  1964,  issue  of  Con- 
sumer Reports  carries  four  pages  on  “Ways 
of  Death,”  and  it  reviews  the  recent  assault 
on  the  mortuary  practices  in  this  country. 
Nearly  half  of  the  space  is  devoted  to  the  fact 
that  the  funeral-industry  has  concentrated 
its  response  to  an  attack  on  Miss  Mitford, 
author  of,  “The  American  Way  of  Death,” 
and  that  the  attack  had  been  noticeably  weak. 
“The  trade  has  not  even  attempted  to  rebut, 
in  any  detail,  what  it  has  termed  the  “Mit- 
ford misinformation!”  It  goes  on  to  say 
that  though  some  spokesmen  have  nibbled 
and  carped  at  some  of  Miss  Mitford’s  sta- 
tistics, that  months  after  her  book  achieved 
best-seller  status,  its  indictment  remains 
largely  intact.  Could  this  not  be  our  prob- 
lem, too?  By  our  refusing  to  discuss  or  to 
“Dignify  the  charges  by  arguing,”  which 
seems  to  be  a very  popular  excuse  among 
physicians,  can  the  public  assume  that  the 
charges  are  accurate  and  true?  Let  us  re- 
consider and  re-evaluate  our  views  and  make 
sure  that  this  is  not  just  an  excuse  that  we 
use  to  hide  our  limited  knowledge  and  ap- 
parent disinterest. 

DO  YOU  KNOW  — That  in  1959,  when 
then  Senator  Johnson  addressed  the  House 
of  Delegates  of  the  AMA,  he  was  implicitly 
critical  of  that  organization?  He  is  quoted 
as  saying,  “It  is  not  good  for  the  nation 
when  its  doctors  have  cause  to  fear  those 
in  public  office,  nor  is  it  good  when  those 
in  public  office  have  cause  to  fear  doctors. 
The  politics  of  fear,  of  threats,  of  reprisal, 
is  not  good  politics  for  America  or  for  free- 
dom.” 

DO  YOU  KNOW  — That  Leonard  J. 
Schiff,  M.D.,  has  written  an  excellent  article 
titled,  “Let’s  Stop  Pussyfooting  About  So- 
cialized Medicine,”  in  the  December,  1963, 
issue  of  Medical  Times.  He  gives  several 
reasons  we  must  explain  that  we  do  not  like 
government  medicine  and  why;  we  must  be 
informed  and  use  hard  cold  facts  about  doc- 
tors working  harder  and  earning  less  under 
such  a plan;  the  increased  cost  and  loss  of 
efficiency;  and  we  must  join  with  other 


groups  to  actively  oppose  the  ever-growing 
dependence  on  the  federal  government  and 
treasury.  Read  the  article  and  see  if  you 
won’t  agree  that  he  has  made  his  point  well. 

DO  YOLT  KNOW  — That  the  December 
9,  issue  of  the  AMA  Times  carries  a cryptic 
comment  by  Gordon  B.  Leitch,  MD  in  its 
“Quotes  and  Comment”  column.  He  states, 
“A  good  doctor  can  get  ahead  under  any 
system  of  medicine;  by  his  competency  he 
makes  or  arranges  his  own  security.  The 
poor  doctor  is  better  off  under  government 
medicine  because  his  livelihood  is  assured 
him,  and  his  working  conditions  improved. 
When  a socialized  doctor  puts  in  his  40- 
hour  week,  he  is  through;  he  can  spend  the 
weekend  with  his  family  without  giving  a 
thought  to  his  patients.  Because  it  is  im- 
possible to  socialize  doctors  without  simul- 
taneously socializing  patients,  doctors  know 
that  it  is  the  patient  who  gets  the  worst  of 
the  ‘bargain’  in  socialized  medicine.” 

DO  YOU  KNOW  — That  one  of  the  most 
common  comments  we  have  heard  from  the 
Nebraska  doctors  and  their  wives  is,  “Don’t 
you  know  that  Socialized  Medicine  is  in- 
evitable and  that  you  are  just  wasting  your 
time?”  That  opinion  is  first,  second  is  the 
one  before  mentioned,  “you  may  want  to 
spend  your  time  arguing  about  this  King- 
Anderson  thing,  but  I wouldn’t  dignify  the 
issue  by  arguing  about  it.”  Isn’t  this  de- 
featism and  absurd  nobility  a sad  reflection 
on  the  educated  people  in  this  profession? 
If  the  educated  are  not  going  to  be  informed, 
responsible,  and  courageous,  then  who  is  to 
fill  the  places  of  influence  and  honor  in  this 
country  ? 

DO  YOU  KNOW  — That  you  get  noth- 
ing for  nothing?  You  pay  for  everything 
you  get  and  you  pay  more  when  the  govern- 
ment does  it  than  if  you  do  it  for  yourself. 

DO  YOU  KNOW  — That  the  false  as- 
sumption that  aging  is  all  decrement  is  de- 
structive to  the  drive  of  older  persons  to 
maintain  their  usefulness  and  health?  This 
philosophy  of  extreme  need  both  physical 
and  financial  does  a real  disservice  to  our 
older  citizens.  It  destroys  the  life  of  pride 
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and  independence  that  preceded  the  present 
age. 

DO  YOU  KNOW  — American  medicine 
and  its  allies  can  win  this  battle?  We  can 
win  because  our  stand  is  right  and  in  the 
best  interest  of  the  people  — our  patients, 
I know  that  you  can  be  counted  on  to  do 
your  part,  as  you  have  done  it  so  well  in  the 
past,  until  victory  is  assured.  (Taken  in 
exact  text  from  the  letter  of  Dr.  Edward 
Annis) 

DO  YOU  KNOW  — That  this  is  the  time 
you  must  act  to  preserve  the  freedom  to 
practice  your  profession  as  you  so  desire? 
You  must  inform  your  patients,  friends, 
neighbors,  and  assist  them  in  writing  to 
your  Congressmen  now.  It  is  most  im- 
portant that  people  of  all  walks  of  life  write 
to  them.  The  only  way  we  can  win  this  per- 
petual battle  with  government  control  of 
medicine  is  to  make  it  such  an  unpopular 
poltical  issue  that  it  will  be  ignored  delib- 
erately by  politicians  for  fear  of  its  un- 
popularity. Now,  we  all  must  act ! ! 


LEGISLATIVE  BULLETIN  — No.  6 

DO  YOU  KNOW  — That  the  rise  in  medi- 
cal care  component  of  the  Consumers  Price 
Index  was  1,9  per  cent  in  1963?  This  is  the 
smallest  in  a decade  and  well  under  the  2.5 
per  cent  of  1962  and  the  2,9  per  cent  of 
1961.  Previously  medical  care  had  risen  at 
about  twice  the  rate  of  prices  in  general, 
but  not  this  year.  Medical  care  prices,  how- 
ever, are  still  increasing  at  the  same  pace 
with  hospital  room  rates  up  6,3  per  cent. 
Drug  prices  were  unchanged. 

DO  YOU  KNOW  — That  a threatened 
shutdown  of  most  medical  services  in  Bel- 
gium was  averted  when  the  government 
agreed  to  suspend  part  of  a new  compulsory 
medical  insurance  law?  Under  the  agi’ee- 
ment,  physicians  will  not  be  forced  to  sign 
up  for  the  plan  and  their  patients  will  re- 
ceive the  same  insurance  compensation 
whether  their  doctor  accepts  the  plan  or  not. 


DO  YOU  KNOW  — That  the  remark  was 
made  recently  — “medical  science  has  pro- 
longed the  life  of  our  older  citizens  by  near- 
ly thirty  years  during  their  lifetime?  Now 
there  are  17,500,000  over  65  and  many  of 
them  are  fighting  the  medical  profession  to 
obtain  free  care  or  tax-paid  care.”  Isn’t  this 
like  the  old  saw  — biting  the  hand  that 
feeds  you  ? 

DO  YOU  KNOW  — That  in  spite  of  the 
President’s  austerity  program,  health 
budgets  were  actually  increased  by  nearly 
$208.4  million,  of  which  the  National  In- 
stitutes of  Health  received  $79.7  million? 

DO  YOU  KNOW  — That  a very  favorable 
response  has  been  made  to  our  first  attempt 
to  bring  the  King-Anderson  and  Socialized 
Medicine  truths  to  the  lay  public?  Several 
hundred  Nebraskans  have  pamphlets,  are 
writing  letters,  and  have  heard  programs 
telling  our  side  of  this  battle.  Most  older 
people  are  very  concerned  about  their  chil- 
dren’s taxes  and  future  incomes.  Farmers, 
ranchers,  and  their  wives  are  especially  con- 
cerned about  the  threat  of  complete  govern- 
ment control.  Be  sure  that  you  are  in- 
formed about  the  situation.  Keep  a supply 
of  pamphlets  in  your  office  for  patient  read- 
ing. Your  County  Auxiliary  or  the  NSMA 
office  can  tell  you  about  them.  A supply 
may  be  ordered  from  the  AMA  office  in  Chi- 
cago, free.  The  members-at-large  of  the 
Auxiliary  will  be  receiving  sample  packets 
for  ordering  in  the  next  few  days.  The 
Auxiliaries  have  already  received  them. 

DO  YOU  KNOW  — That  starting  this 
month,  a more  accurate  and  definitive  report 
of  the  cost  of  medical  care  to  the  consumer 
will  be  made  available  through  the  expan- 
sion of  the  Labor  Department  Consumer 
Price  Index  covering  medical  treatment? 
The  first  one,  to  be  released  in  late  February 
for  the  month  of  January,  %vill  cover  for  the 
first  time  data  on  average  fees  for  office  vis- 
its to  a Pediatrician,  General  Practitioner, 
Psychiatrist,  Ophthalmologist,  Podiatrist, 
and  an  Optometrist.  More  detailed  costs  for 
consumer  of  prescription  and  over  the  count- 
er drugs  will  be  provided.  This  new  index 
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will  also  bring  to  a total  of  50  the  cities 
sampled  for  their  report. 

DO  YOU  KNOW  — That  in  the  fiscal  year 
1961,  Britain  spent  2.2  billion  dollars  for  the 
National  Health  Service,  4.6  billion  dollars 
for  Defense?  If  we  matched  the  British 
standard,  and  surely,  we  would  not  wish  an 
inferior  health  service,  in  terms  of  our  pres- 
ent budget  we  would  be  talking  about  a 
health  expenditure  of  25  billion  dollars  an- 
nually at  a minimum  guess. 

DO  YOU  KNOW  — That  the  health  and 
medical  protection  of  our  needy  must  depend 
on  the  need  and  not  on  the  age  of  the  in- 
divdual? 

DO  YOU  KNOW  — That  for  those  who 
favor  Socialism,  the  King-Anderson  type  of 
legislation  is  just  what  “the  doctor  ordered?” 

DO  YOU  KNOW  — That  although  the 
Aged-Care  controversy  has  captured  our 
headlines,  many  of  the  top  health  leaders  in 
the  nation  are  as  much  alarmed  about  an- 
other problem:  the  increasing  impact  of 
welfare  departments  on  American  medicare 
patterns?  Federal  health  care  programs 
have  been  expanding  at  a great  rate  — and 
nearly  all  of  them,  including  the  Kerr-Mills, 
have  gone  down  the  welfare  road.  Doctors 
are  in  charge  of  only  two  state  welfare  de- 
partments — Alaska  and  Maine.  Under  the 
Public  Assistance  Act  alone,  the  state  wel- 
fare departments  are  running  the  largest 
civilian  medical  care  in  our  country.  As 
federal  public  assistance  programs  have 
grown  and  increased,  the  “Welfare”  ap- 
proach has  grown  in  size  and  power  also. 
“Welfare  Medicine”  is  no  substitute  for  an 
effective  health  - oriented  program.  It  is 
tied  to  subsistence  economics  rather  than  to 
preventive  medicine,  comprehensive  treat- 
ment, and  the  measures  necessary  to  reduce 
the  total  health  threat.  Probably  the  most 
serious  aspect  of  this  problem  is  that  it  con- 
tinually introduces  the  “welfare  concept”  into 
the  lives  of  a class  of  citizens  that  is  general- 
ly considered  to  be  self-supporting.  Is  this 
not  the  basic  threat  that  we  are  fighting? 

DO  YOU  KNOW  — That  the  new  proposal 


of  the  present  Administration  is  the  nation- 
wide health  care  of  the  children?  This 
Junior  Medicare  is  a government-sponsored 
plan  to  provide  health  care  for  all  children. 
It  would  probably  start  with  health  exam- 
inations in  the  schools  and  be  followed  by 
the  financing  of  treatment  when  needed. 
Health  leaders  in  Washington  feel  that  wel- 
fare departments  will  assume  the  actual  key 
role  and  not  the  public  health  departments, 
who  were  not  involved  in  the  drafting  of  the 
proposal.  It  was  coordinated  by  the  Council 
of  Economic  Advisers  and  the  White  House 
as  part  of  the  antipoverty  package.  If  our 
government  plans  to  provide  medical  care 
for  the  aged  and  the  children,  and  the  pro- 
grams have  developed  at  breath  - taking 
speed,  how  much  longer  will  it  be  before 
a “Family  Plan”  is  offered  with  cradle-to- 
the-grave  care  for  everyone.  The  only  people 
left  out  now  are  us  taxpayers. 

DO  YOU  KNOW  — That  the  President  has 
made  plans  to  meet  with  Wilbur  Mills  (D- 
Ark.)  as  he  questions  the  opposition  and 
argumentative  remarks  of  the  Chairman  of 
the  House  Ways  and  Means  Committee?  Rep. 
Mills  stated  the  Administration’s  figures  on 
the  cost  of  King-Anderson  were  inaccurate 
and  did  not  take  into  account  the  probable 
increases  since  1961.  Even  the  Social  Secur- 
ity Administration’s  chief  actuary,  Robert 
Myers,  admitted  that  it  might  take  double 
the  Administration’s  projection  to  finance 
the  program.  Could  the  opposition  of  a Con- 
gressman of  Wilbur  Mills’  stature  be  the 
reason  behind  the  other  proposed  health  care 
measures? 

DO  YOU  KNOW  — That  the  bill  proposed 
by  Jacob  Javits  (R-N.Y.),  which  calls  for  a 
combination  of  Social  Security-financed  hos- 
pital and  nursing-home  care  with  national 
private  health  insurance  programs  concen- 
trating on  medical  and  surgical  coverage, 
has  been  called  impractical,  no  improvement 
if  using  Social  Security  tax  funds,  and  un- 
workable by  King-Anderson  proponents? 

DO  YOU  KNOW  — That  the  plan  ad- 
vanced by  Dr.  Dale  Alford  for  VIM,  volun- 
tary insurance  medicare,  provides  total  care 
for  life  in  return  for  premiums?  It  would 
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seem  to  be  a pre-payment  voluntary  plan  with 
no  premiums  after  age  65  but  with  total 
health  benefits  for  the  rest  of  his  life.  These 
premiums  would  be  deducted  in  full  from  his 
income  tax.  This  plan  has  not  been  pre- 
sented completely  but  offers  another  and  a 
voluntary  approach  to  the  problem. 

DO  YOU  KNOW  — That  Rep.  Thomas  B. 
Curtis  (R-Mo.)  challenged  George  Meany, 
AFL-CIO  president  for  his  testimony? 
Among  other  issues,  he  assailed  Mr.  Meany 
for  his  failure  to  tell  Union  workers  the 
true  cost  of  the  King-Anderson  bill. 

DO  YOU  KNOW  — That  the  March  issue 
of  Consumers  Report  carries  a feature  length 
article  on  Nursing  Homes  and  ends  with  a 
paragi'aph  which  states  that  the  answer  to 
all  of  the  problems  is  at  hand  — an  ap- 
proach whereby  every  employed  American 
can  save  a small  sum  each  year  “throughout 
his  earning  years  and  the  insurance  fund 
thus  accumulated  can  be  used  to  pay  the  nurs- 
ing home  bills  of  all  retirees  and  depend- 
ents who  need  skilled  nursing  home  care? 
The  benefits  would  be  limited,  it  is  true,  at 
least  at  the  beginning  but  they  would  be 
more  generous  than  those  available  through 
Blue  Cross  or  most  commercial  insurance 
plans.”  The  approach  is  named  by  them  — 
King-Anderson. 

DO  YOU  KNOW  — That  the  House  Ways 
and  Means  Committee  is  scheduled  to  go  into 
Executive  Session  the  first  part  of  March  to 
consider  the  testimony  on  King-Anderson? 
If  you  have  not  done  anything  else,  write  to 
Chairman  Wilbur  Mills,  to  our  Senators,  and 
to  your  Congressman ; put  pamphlets  in  your 
office  so  your  patients  will  understand  what 
the  truth  is  and  why  the  medical  profession 
has  opposed  this  legislation ; talk  to  your  pa- 
tients and  to  your  friends,  be  informed 
yourself  so  you  can  talk  intelligently  and  ac- 
curately about  this  question.  Most  people 
who  argue  or  profess  to  want  Socialized 
Medicine,  don’t  even  know  what  it  is  or  how 
much  it  would  cost.  Read  the  pamphlets  and 
be  informed. 

DO  YOU  KNOW  — That  the  President’s 
special  message  on  health,  sent  to  Congress 


on  February  10,  covers  the  medical  field 
like  a blanket?  The  revised  care  for  the 
aged  would  provide  care  for  everyone  over 
65  regardless  if  they  had  need  or  had  con- 
tributed to  Social  Security!  Besides  taking 
care  of  medical  school,  dental  schools,  nurs- 
ing schools,  new  and  remodeled  hospitals, 
research  facilities,  pollution,  pesticides,  and 
mental  health,  the  government  is  now  creat- 
ing a commission  to  study  heart  disease, 
cancer  and  strokes.  This  proposed  health 
package  would  cost  $297.9  million  not  includ- 
ing the  King-Anderson  budget.  Does  medi- 
cine really  need  the  government  to  provide 
for  it  in  every  field,  to  pay  its  bills,  and  to 
finance  its  projects?  How  can  medicine 
take  federal  aid  on  every  hand  and  then  balk 
at  having  the  government  pay  its  fee  for 
service?  Are  we  just  taking  all  we  can  get 
“because  if  we  don’t,  someone  else  will?” 

DO  YOU  KNOW  — That  the  February  3, 
issue  of  AMA  News  carries  a report  on  the 
end  of  private  legal  practice  in  Poland?  The 
sponsors  of  this  bill  argued  that  the  legal 
fees  were  too  high  for  ordinary  people. 
Sounds  familiar,  doesn’t  it!  Many  of  our 
lawyer  friends  would  do  well  to  consider  the 
threat  to  medicine  will  not  end  there.  Who 
can  say  if  the  next  bill  will  be  “Legal  Aid 
for  the  Aged”  or  Legalcare. 

DO  YOU  KNOW  — That  Prof.  Harry 
Freenfield  of  Queen’s  College,  New  York 
City  is  an  economist  with  a new  theory  — 
and  a very  encouraging  one  — which  ap- 
peared in  the  February  9,  Lincoln  paper? 
He  suggests  that  the  human  machine  be  de- 
preciated the  same  as  machine  capital  on  the 
income  tax  schedule.  The  individual  would 
be  allowed  to  use  educational  expense  allow- 
ances the  same  as  industry  does  for  research 
and  development  with  medical  and  hospital 
bills  being  deducted  as  maintenance  expenses. 
Sounds  plausible  — and  financially  helpful 
to  most  people. 

DO  YOU  KNOW  — That  a private  citizen 
testified  before  the  Committee  against  King- 
Anderson,  “King-Anderson  advocates  think 
applying  for  hospitalization  is  humiliating  to 
human  dignity?  In  our  installment-buying 
age,  nobody  seems  to  feel  damaged  by  the 
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credit  manager  who  probes  for  every  debt, 
every  source  of  income,  every  black  mark 
on  a man’s  credit.  Why  should  one  single  out 
Kerr-Mills  to  be  humiliated  about?” 

DO  YOU  KNOW  — That  a most  sincere 
thank  you  is  offered  to  all  of  the  people  who 
work  so  willingly  for  medicine  now?  Doc- 
tors, teachers,  farmers,  farmwives,  students, 
business  people  who  will  stand  up  and  de- 
fend what  they  believe  to  be  right!  We 
owe  much  to  them! 


LEGISLATIVE  BULLETIN  — No.  7 

DO  YOU  KNOW  — That  the  Government 
has  decided  that  British  doctors  are  not 
obligated  to  answer  late-night  calls  from 
women  patients  who  have  run  out  of  con- 
traceptive pills?  Health  Minister  Anthony 
Barber  said  such  a refusal  would  not  con- 
situte  a breach  of  the  doctor’s  responsibilities 
under  the  national  health  plan.  (This  is  a 
new  release  copied  exactly  — not  intended 
to  be  funny). 

DO  YOU  KNOW  — The  number  of  wel- 
fare recipients  in  Nebraska  is  rising,  but 
payments  to  them  are  decreasing,  the  State 
Welfare  Department  said  this  week?  This 
trend  is  without  considering  the  new  pro- 
grams such  as  medical  care  for  the  aged, 
however.  There  was  an  increase  of  204 
cases  making  30,147  recipients  receiving  a 
total  of  $1,702,697  in  January  — a de- 
crease of  1.9  per  cent  or  $33,055  less  than 
December. 

DO  YOU  KNOW  — That  the  doctors  in 
Ceylon’s  state-run  hospitals  called  off  a 16- 
day  strike  last  week  after  the  Government 
threatened  to  fire  them  if  they  failed  to  re- 
turn to  work  by  Monday?  The  doctors  were 
protesting  a proposed  ban  on  private  prac- 
tice. Do  you  know  that  I have  reported  a 
similar  incident  nearly  each  month  for  the 
past  nine  months,  and  each  time  the  loca- 
tion was  different?  Do  you  know  how  many 
countries  already  have  Socialized  Medicine? 

DO  YOU  KNOW  — That  in  at  least  a doz- 


en Federal  offices  around  Washington,  D.C., 
planners  are  looking  ahead  to  vast  expan- 
sion of  the  nation’s  huge  welfare  program? 
Today’s  annual  expenditure  is  $29,000,000,- 
000  — that  is  29  billion  dollars  — including 
Social  Security,  which  is  officially  classed 
as  a welfare  program  though  financed  by  a 
pay-roll  tax,  and  this  figure  is  likely  to  top 
40  billion  dollars  a year  in  the  next  decade. 
This  report  was  given  to  the  World-Herald 
reporters  in  a preview  of  the  years  ahead. 

DO  YOU  KNOW  — That  an  accurate  docu- 
ment was  released  last  year  by  the  Internal 
Security  Subcommittee  of  the  Senate  Com- 
mittee on  the  Judiciary  titled,  “The  Com- 
munist International  Youth  and  Student 
Apparatus?”  It  reports  the  continuing  at- 
tempts of  the  American  Communist  Party 
and  its  fellow-travelers  to  infiltrate  the 
campus.  The  article  is  available  from  the 
Government  Printing  Office  in  Washington, 
and  it  again  proves  that  education  does  not 
necessarily  foster  wisdom  or  common  sense. 

DO  YOU  KNOW  — That  Nebraska  state 
welfare  expenditures  in  January  for  hospital- 
ization were  $86,979,  for  400  cases,  and 
$153,291,  for  welfare  hospital  care  in  De- 
cember? These  are  monthly  figures  so 
imagine  the  annual  total  for  just  this  one 
category  of  medical  care  already  being  spent. 

DO  YOU  KNOW  — That  the  per  capita 
cost  of  Britain’s  National  Health  Service 
went  up  again  last  year?  It  cost  each  resi- 
dent of  England  and  Wales  a record  total  of 
$54.07.  This  is  cost  per  member  of  the 
family  — not  a family  plan.  This  is  ap- 
parently the  cost  of  “free”  medical  care. 
Although  fewer  prescriptions  were  filled 
last  year  than  in  1949,  the  year  the  National 
Health  Service  was  launched,  the  average 
cost  per  prescription  has  almost  tripled  in 
these  15  years.  Strangely,  too,  in  a country 
that  tends  to  be  specially  oriented,  more  than 
7,850  midwives  are  employed  by  local  health 
authorities. 

DO  YOU  KNOW  — That  in  his  January 
8th  State-of-the-Union  message.  President 
Johnson  discussed  civil  rights,  tax  cut  plans, 
unemployment  problems,  and  Social  Security 
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health  care  — in  that  order?  As  expected, 
the  President  asked  for  the  enactment  of  a 
King-Anderson  type  program  that  would  be 
“without  cost  to  the  Treasury.”  Something- 
for-nothing  schemes  get  a legislative  boost 
during  election  years.  Have  you  noticed 
that  each  of  the  long  articles  on  poverty  has 
mentioned  that  none  of  these  people  have 
access  to  medical  care?  What  has  happened 
to  the  welfare  departments  in  these  areas? 
What  kind  of  medical  attention  did  they  have 
before  this  year?  All  of  us  remember  that 
the  mining  and  industrial  areas  were  cited  in 
our  school  books  as  examples  of  fine  state- 
and  - company  - sponsored  medical  facilities. 
How  is  it  that  they  receive  welfare  food 
and  not  medical  attention? 

DO  YOU  KNOW  — That  ALF-CIO  Presi- 
dent George  Meany  told  the  House  Ways  and 
Means  Committee  that  neither  voluntary 
health  insurance  nor  public  welfare  plans 
can  adequately  cope  with  the  health  care 
needs  of  the  elderly?  Most  of  Mr.  Meany’s 
testimony  was  aimed  at  the  Health  insur- 
ance industry  and  the  Kerr-Mills  plan.  Un- 
der Kerr-Mills,  Meany  said,  “benefits  de- 
pend less  upon  a person’s  needs  than  upon 
the  state  where  he  happens  to  live.” 

DO  YOU  KNOW  — That  during  January, 
3,857  cases  received  nursing-home  care  un- 
der the  public  assistance  programs  — wel- 
fare, and  so  forth  — for  a total  cost  of  $396,- 
130?  This  was  an  increase  of  204  cases  and 
$3,221.00  over  December,  1963. 

DO  YOU  KNOW  — That  the  remarks  of 
Assistant  Secretary  of  Labor  Patrick  Moyni- 
han  are  getting  a lot  of  attention  in  Washing- 
ton ? He  cited  Eastern  Kentucky  as  an  area 
where  some  “people  have  been  on  welfare  for 
three  or  four  generations.  It  (welfare)  has 
made  poverty  more  endurable  instead  of  pro- 
viding a door  of  escape  from  it.”  With  this 
in  mind,  our  Government  is  planning  to  in- 
crease the  Health,  Education  and  Welfare 
programs  to  7 billion  next  year  — an  increase 
of  200  per  cent  in  10  years,  and  Social  Se- 
curity expenditures  will  be  22  billions  more. 
This  is  without  medical  care  for  the  aged. 
There  is  even  some  interest  in  a “baby  bonus” 
plan,  under  which  a flat  sum  is  paid  parents 


each  month  for  every  under-age  child.  Could 
it  be  that  prolific  parents,  under  a baby 
bonus  system,  might  find  the  joys  of  creat- 
ing and  raising  a large  family,  at  so  much 
a child,  much  more  agreeable  than  a job  for 
daddy? 

DO  YOU  KNOW  — That  Congressman 
Dave  Martin  of  Nebraska’s  Third  District 
has  declared  himself  many  times  against  So- 
cialized Medicine?  In  his  Report  from 
Washington  No.  39,  he  says,  “This  is  a phony 
bill,  does  not  do  what  it  purports,  would  cost 
billions  of  dollars  to  be  paid  by  the  employees 
now  working  through  increased  Social  Secur- 
ity taxes,  and  would  bring  socialization  to 
our  medical  profession.  America  does  not 
want  this  type  of  program,  only  the  social 
planners  want  it.  I intend  to  watch  it  closely 
and  to  continue  my  fight  against  its  enact- 
ment.” We  appreciate  Congressman  Mar- 
tin’s statement  and  his  continuing  support. 

DO  YOU  KNOW  — That  the  medical  pro- 
fessions and  the  Auxiliary  members  — all 
wives,  and  families  of  physicians  must  give 
support  to  their  political  parties  this  year? 
If  we  expect  other  groups  to  give  us  their 
support  and  endorsement,  then  we  must  be 
willing  to  work  for  the  programs  that  bene- 
fit them  as  well.  Too  many  people  have 
said  to  medicine,  “I  cannot  hear  what  you 
say,  I can  only  see  what  you  are.”  We  must 
do  something  besides  talk  about  our  prob- 
lems, we  must  work  to  improve  ttem.  We 
must  do  something  for  the  good  of  all  Amer- 
icans, and  not  turn  our  backs  or  plead  “too 
busy”  to  keep  freedom  for  all  people  — medi- 
cine and  its  allies  will  make  more  friends 
and  believers  if  they  show  concern  for  the 
other  groups.  We  have  been  accused  of  only 
being  interested  in  our  own  problems,  and 
absolutely  refusing  to  even  show  interest  in 
the  other  areas  being  threatened  by  federal 
control. 

DO  YOU  KNOW  — That  the  Administra- 
tion’s concern  for  the  old  and  the  poor 
makes  good  sense?  In  1920,  only  8 per  cent 
of  the  voting  population  was  over  65  years 
of  age ; and  in  1960,  that  percentage  had  ris- 
en to  15  per  cent.  They  cannot  afford  to  ig- 
nore such  a large  block  of  votes. 
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DO  YOU  KNOW  — That  the  average  hos- 
pital stay  is  only  about  one-third  as  long  as 
it  was  20  years  ago?  This  is  mainly  be- 
cause the  patient  wants  to  limit  the  expense. 
If  Uncle  Sam  is  paying  the  hospital  bill, 
will  he  or  she  still  want  to  hurry  home?  Who 
pays  the  malpractice  suit  when  the  patient 
that  is  hurried  out  because  of  lack  of  space 
has  a coronary  at  home? 

DO  YOU  KNOW  — That  the  AMA  recom- 
mended when  it  testified  before  the  Ways 
and  Means  Committee,  that  persons  over  65 
be  excused  from  the  existing  regulation 
which  requires  the  total  paid  for  drugs  and 
medication  must  be  first  reduced  by  1 per 
cent  of  the  taxpayers  gross  income  in  com- 
puting his  deductible  medical  expenses  ? The 
Administration  agreed. 

DO  YOU  KNOW  — That  high  political 
value  has  been  placed  on  the  medical  aid  issue 
by  President  Johnson?  He  is  on  record  for 
some  400  speeches  in  some  states  as  be- 
ing very  concerned  about  this  program.  In 
speaking  before  the  National  Council  of 
Senior  Citizens  last  June,  he  expressed  the 
inability  to  understand  the  opposition  and 
observed,  “Why  anyone  would  want  to  deny 
a person  the  opportunity  of  putting  a dol- 
lar a month  in,  along  with  his  employer,  to 
insure  himself  through  Social  Security 
against  the  staggering  costs  of  hospitaliza- 
tion, simply  amazes  me.  We  ought  to  say, 
‘God  forgive  them,  for  they  know  not  what 
they  do’.” 

DO  YOU  KNOW  — That  a compromise  is 
more  than  likely  because  of  the  deadlock  in 
present  status  of  the  King- Anderson  ? If  the 
Congress  can  be  persuaded  to  take  a stand 
on  medical  aid  that  appears  to  give  them 
more  than  the  Kerr-Mills  program  while 
skirting  the  full  payment  issue,  this  would 
have  considerable  appeal  to  politicians  that 
have  to  face  the  electorate. 

DO  YOU  KNOW  — That  Francis  Brown, 
President  of  Sobering  Corp.,  said,  “Increas- 
ing government  control  in  all  segments  of 
life  is  causing  a rapid  withering  of  individual 
initiative  in  the  United  States  and  is  produc- 
ing a hardening  conformity  in  both  thought 


and  action  ? Even  the  traditional  distinc- 
tions between  social  and  moral  issues  have 
become  blurred,  and  moral  issues  are  in- 
creasingly subject  to  compulsion  rather 
than  persuasion.  This  confusion  of  social 
and  moral  issues  is  partially  caused  by  a 
‘social  security  mentality’  which  is  becom- 
ing more  dominant  in  the  federal  govern- 
ment.” 

DO  YOU  KNOW  — That  on  December  31, 
1962,  72  per  cent  of  the  population  of  Ne- 
braska were  covered  by  some  form  of  insur- 
ance for  the  costs  of  medical  and  surgical 
care?  There  were,  on  that  date,  1,063,000 
persons  with  hospital  insurance ; 959,000 
with  surgical  insurance;  672,000  with  regu- 
lar medical  insurance ; and  214,000  with  ma- 
jor medical  insurance.  There  are  243  li- 
censed health  insuring  organizations  in  Ne- 
braska ; 239  insurance  companies ; Blue 
Cross-Blue  Shield ; and  other  health  plans, 

DO  YOU  KNOW  — That  you  should  be 
doing  something  to  keep  medicine  free  in  our 
country?  You  should  be  talking,  writing, 
reading,  and  willing  to  do  whatever  you  are 
asked  to  do.  Are  you? 


LEGISLATIVE  BULLETIN  — No.  8 

To  Each  Physician  and  His  Wife — 

DO  YOU  KNOW  — That  in  spite  of  the 
Administration’s  pre-occupation  with  pov- 
erty and  civil  rights,  and  the  apparent  lull 
in  providing  of  medical  care  for  the  aged, 
there  is  work  being  done  behind  the  scenes 
in  Washington  and  other  key  spots?  Needless 
to  say,  our  President  avails  himself  of  each 
opportunity  for  mentioning  his  concern  for 
the  problem.  In  this  election  year,  there 
is  great  urgency  to  have  the  House  Ways 
and  Means  Committee  act  so  that  the  party 
in  power  may  use  their  interest  politically. 

DO  YOU  KNOW  — That  some  of  the  pro- 
posed compromises  to  the  King-Anderson 
bill  are  as  follows: 

(1)  A five  per  cent  across-the-board 
increase  in  Social  Security  retirements  cash 
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benefits  and  an  option  that  would  permit  pen- 
sioners to  receive  an  additional  $4.00  or  $5.00 
in  monthly  cash  benefits  or  become  eligible 
to  receive  care  under  a Federally- financed 
plan;  the  hospital-care  plan  is  said  to  be 
administered  by  a private  system  such  as 
Blue  Cross  to  provide  care  for  45  days; 
(2)  that  Congress  should  be  allowed  the  op- 
portunity to  approve  or  reject  medicare, 
and  that  the  vote  should  be  taken  this  year; 
that  the  benefits  be  extended  to  include  the 
3 million  over  65  years  of  age,  and  that  the 
money  for  this  added  cost  be  taken  from  the 
general  treasury? 

DO  YOU  KNOW  — That  the  Saltonstall 
Care  Bill  was  introduced  on  April  1,  (S- 
2705)  which  would  supplement  benefits  of- 
fered under  Kerr-Mills?  The  bill  would  set 
up  a State-Administered  Federal  Grant  pro- 
gram under  which  individuals  over  65,  whose 
taxable  incomes  are  less  than  $3,000  if 
single  and  $6,000  if  married,  would  be  given 
a choice  of  three  types  of  “major  medical” 
health  plans?  The  plans  are  as  follows: 

(1)  A short-term  plan  of  21  days  of  in- 
patient hospital  services ; 63  days  of  nursing- 
home  care;  in-patient  surgical  services;  12 
days  of  outpatient  physician’s  services;  and 
the  first  $100  of  ambulatory,  laboratory,  and 
X-ray  diagnostic  services  rendered  outside 
a hospital  or  nursing  home. 

(2)  A long-term  major  illness  program 
which,  after  a $50  deductible,  would  pay 
80  to  90  per  cent  of  the  benefits  authorized 
including  120  days  of  inpatient  hospital 
care ; an  unlimited  number  of  days  of  skilled 
nursing-home  care;  prescribed  drugs;  up  to 
$200  diagnostic  laboratory  and  X rays;  out- 
patient hospital  services ; and  physician’s 
services  including  surgery. 

(3)  A private  health  insurance  program 
which  would  be  required  to  be  equal  in  actu- 
arial value  to  the  long-term  or  short-term 
programs. 

To  be  eligible,  the  individual  would  be 
required  to  pay  an  enrollment  fee  based  on 
taxable  income.  The  fee  would  run  $10  an- 
nually for  a person  with  an  income  less 
than  $1,000 ; up  to  $75  plus  9 per  cent  of  in- 


come exceeding  $2,500,  for  individuals  with 
income  between  $2,500  and  $3,000. 

Couples  would  be  considered  to  each  earn 
half  of  the  income.  Individuals  over  65  who 
are  on  Federally-supported  public  assistance 
program  — excepting  MAA,  would  not  be 
eligible.  Joining  Senator  Saltonstall  in  spon- 
soring this  bill  are  Senators  Beall  (R-Md.), 
Cotton  (R-N.H.),  Morton  (R-Ky.),  and  Scott 
(R-Pa.).  Saltonstall  (R)  is  the  Senator  from 
Massachusetts. 

DO  YOU  KNOW  — That  the  present 
status  of  the  King-Anderson  bill  is  that  it 
is  being  considered  by  the  House  Ways  and 
Means  Committee  after  being  before  the 
Executive  Committee  of  the  group?  Begin- 
ning June  3,  for  approximately  12  days,  the 
Committee  will  again  consider  medical  care 
plans  for  the  aging? 

DO  YOU  KNOW  — That  the  Scott  bill 
has  already  been  proposed  as  a compromise 
by  the  Congress  to  medical  care  for  the 
aged?  Under  this  bill,  individuals  would 
purchase  a health  insurance  policy,  meeting 
coverage  requirements  specified  in  the  bill, 
and  be  reimbursed  by  the  federal  government 
for  a portion  of  the  annual  premium.  The 
bill  authorizes  reimbursement  of  $75  for 
policies  providing  short-term  illness  cover- 
age ; $90  for  the  long-term  illness  coverage ; 
or  will  pay  50  per  cent  of  the  annual  pre- 
mium, whichever  is  the  lesser  amount.  The 
program  would  be  operated  by  the  Secretary 
of  Health,  Education  and  Welfare.  Infonna- 
tion  available  indicated  that  the  progi*am  is 
voluntary  for  anyone  over  65  and  carries  no 
income  limit. 

DO  YOU  KNOW  — That  Dr.  Annis  is 
quoted  in  the  AM  A Neivs  as  saying  that  the 
Presidential  advisors  are  ^vithholding  facts 
from  the  President  and  have  drawn  a bureau- 
cratic curtain  over  the  right  to  the  facts?  An 
investigation  is  being  made  into  the  indi- 
gent elderly  Kentucky  citizen  that  the  Presi- 
dent mentioned  at  least  twice  in  public  ad- 
dresses and  the  members  of  Congi'ess  are  be- 
ing asked  to  notify  the  AMA  whenever 
they  have  evidence  that  anyone  is  being 
denied  medical  care  because  of  the  inability 
to  pay. 
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DO  YOU  KNOW  — That  it  is  important 
for  the  doctors  and  the  doctors’  wives  in 
Nebraska  to  belong  to  AMPAC  and  support 
the  men  in  Congress  as  a group  using  group 
funds?  We  have  asked  for  and  have  re- 
ceived the  support  of  our  Congressmen  in  our 
current  battle  with  Socialized  Medicine.  Let 
us  not  be  guilty  of  turning  our  backs  on  their 
needs  at  election  time.  Let  us  not  be  guilty, 
as  we  were  accused  in  the  World-Herald 
Public  Pulse,  of  only  being  interested  in 
medicine’s  problems  and  of  turning  a deaf 
ear  — or  worse  yet,  an  apathetic  back  to  the 
coming  election. 

DO  YOU  KNOW  — That  we  salute  the 
men  and  women  in  our  state  who  have  done 
so  much  and  are  still  doing  their  parts  to 
defeat  the  King-Anderson  bill  and  inform 
the  public  of  the  danger  of  creeping  social- 
ism in  their  ways  of  life,  as  well  as  in  medi- 
cine? The  battle  is  not  over  — prepare  and 
do  your  part  in  these  pre-election  days. 

DO  YOU  KNOW  — That  the  swing  vote 
on  the  Ways  and  Means  Committee  may  be 
that  of  Wilbur  Mills  himself?  Why  has  he 
moved  a little  to  the  left?  It  is  explained 
that  President  Johnson  has  changed  his  own 
line  and  now  asks  for  the  Medicare  bill  this 
year  so  pressure  is  being  applied  to  the 
Chairman.  Also  it  is  added  that  it  has  been 
demonstrated  to  Chairman  Mills  that  a token 
medical  bill  would  not  endanger  the  Social 
Security  program’s  future  and  this  has  been 
his  objection.  Aside  from  the  Social  Secur- 
ity benefits  increases  mentioned  above  — 
with  the  expectation  of  some  of  the  money 
to  go  for  medical  bills  — there  are  other 
plans  suggested.  There  is  reported  strong 
committee  support  for  the  bolstering  of  all 
Federally  - supported  programs  involving 
medical  benefits : Kerr-Mills,  old  age  as- 
sistance, aid  to  dependent  children,  aid  to 
the  blind,  and  the  aid  to  the  totally  disabled. 
When  the  key  vote  comes  on  the  heart  of  the 
issue  — the  medical  care  for  the  aged  under 
Social  Security  — that  section  will  prob- 
ably have  little  resemblance  to  the  one  so 
argued  about  for  so  long. 

DO  YOU  KNOW  — That  many  people  are 
willing  to  vote  “Security”  for  themselves  by 


giving  the  government  more  and  more  so 
the  government  can  give  them  some  of  it 
back? 

DO  YOU  KNOW  — That  we  do  not  need 
to  be  ashamed  to  give  our  side  of  the 
medical  care  for  the  aged  problem?  Once 
you  have  spoken  about  it  to  a group  or 
even  seriously  to  an  individual,  others  will 
ask  for  your  advise.  More  people  are 
against  “free”  or  “Government”  plans  than 
you  would  suppose,  but  you  have  to  be 
willing  — and  able  — to  tell  them  what  the 
problem  is  and  why  you  are  against  it. 

DO  YOU  KNOW  — That  a survey  made 
for  the  West  German  Government  showed 
that  about  one-fifth  of  all  employees  who  re- 
port sick,  feign  their  illness  to  profit  from 
the  National  Health  Insurance  Plan,  under 
which  more  than  80  per  cent  of  the  popula- 
tion receive  free  medical  care?  The  survey 
by  Dr.  Hellmut  Sopp,  Dusseldorf,  psycholo- 
gist, was  ordered  by  Theodore  Blank,  Labor 
Minister,  to  press  his  planned  reform  of 
present  health  insurance  provisions.  The 
right  to  free  medical  care  for  employees  and 
their  families  was  introduced  in  the  1880’s 
under  Bismarck’s  Social  Insurance  Laws 
and  forms  the  basis  of  German’s  Social  Se- 
curity System. 

DO  YOU  KNOW  — That  Drew  Pearson 
has  again  denounced  the  AMA  and  the 
medical  profession  for  their  stand  against 
the  “Medicare”  bill  and  their  continued  op- 
position to  the  compulsory,  tax-supported 
medical  care  for  the  aged?  It  is  unbeliev- 
able that  a man  of  his  experience  and  back- 
ground doesn’t  know  that  “Medicare”  was 
passed  long  years  ago  and  has  been  operat- 
ing ever  since. 

DO  YOU  KNOW  — That  the  last  para- 
graph of  an  article  about  the  Socialized 
Medicine  arguments  in  Saskatchewan 
brought  out  the  crux  of  the  whole  opposi- 
tion ? It  reads  as  follows : “The  compromise 
which  ended  the  doctor’s  boycott  in  July, 
1961,  liberalized  the  plan  by  allowing  doctors 
to  also  practice  outside  the  government  pro- 
gram. Residents,  however,  must  still  pay 
their  premiums  and  taxes  supporting  the 
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progi’am  even  if  they  rely  on  the  private 
medical  services.”  They  must  pay  for  it 
even  if  the  use  of  the  program  is  not  com- 
pulsory, and  try  and  figure  out  the  paying. 
A young  man  today  will  pay  47  or  45  years 
before  he  is  65.  The  present  bill  in  the 
House  — presented  in  October,  1963  — 
raises  the  Social  Security  base  to  $5,400. 
The  rate  of  tax  has  more  than  tripled  in  the 
past  ten  years  and  will  be  about  51/2  per 
cent  in  1966.  With  a little  arithmetic,  you 
can  figure  how  much  the  tax  would  be  and 
the  total  for  45  years  — at  the  present  rate 
and  without  the  King-Anderson  increase. 
Then  figure  it  at  the  present  rate  of  income 
over  the  next  same  45  years  and  how  long 
a man  would  have  to  live  after  65  to  get  his 
money  back ! 

DO  YOU  KNOW  — That  there  is  speech 
material  available  for  use  for  lay  or  medical 
groups?  If  you  would  like  more  details, 
write  to  the  Legislative  Chairman,  Mrs.  S. 


H.  Perry,  Gothenburg,  and  you  will  be  able 
to  have  the  material  you  need. 

DO  YOU  KNOW  — That  every  freedom- 
loving  American  should  be  conscious  of  his 
responsibilities  in  maintaining  that  freedom? 
This  is  a vital  election  year  and  we  must 
all  work  for  the  election  of  men  who  believe 
in  the  American  ideals  of  freedom  and 
democracy.  Write  to  your  Congressmen, 
work  for  your  party,  and  support  with  your 
time  and  your  money  the  American  tradi- 
tions of  individual  rights. 

DO  YOU  KNOW  — “That  the  humblest 
citizen  of  all  the  land,  when  clad  in  the 
armor  of  a righteous  cause,  is  stronger  than 
all  the  hosts  of  Error?” — William  Jennings 
Bryan 

DO  YOU  KNOW  — That  the  government 
cannot  give  you  anything  that  it  has  not 
already  taken  from  you? 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 

In  Diverticulosis  and  Diverticulitis... 

|W|  CT  A |W|  I I f'  I I®  brand  of 

IWI  rnmm  I #mlwl  ^^1  mm  psyllium  hydrophilic  mucilloid 

“Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 

“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated’  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 

Usual  Adult  Dosage;  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 

Research  in  the  Service  of  Medicine 
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must  be  received  by  the  fifth  of  the  month  precedins:  date 
of  publication  and  should  not  exceed  40  words.  Advertise* 
ments  from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  ^ill  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal.  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

ACTIVE  GENERAL  PRACTICE  — Western  Ne- 
braska, county  seat  with  new  fully  equipped  hos- 
pital, laboratory,  radiologist  and  anesthesia  sei-v- 
ices.  Another  M.D.  in  town.  Write  Box  757,  Chap- 
pell, Nebraska. 

NORTHEAST  NEBRASKA  OFFICE  — For  rent 
with  occupancy  on  October  1,  1964.  Six  year  old 
home  for  sale  or  can  be  rented.  Equipment  is  fair- 
ly new  and  population  of  town  is  8,000.  Write  Box 
44,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska. 

X-RAY  FOR  SALE  — Kelly-Koett,  K-9,  30 
mille  amp.  Combination  X ray  and  Fluoroscope 
with  a Bucky  Table  and  developing  tank.  Price 
$350.00.  Contact  Paul  Scott,  M.D.,  Auburn  Clinic, 
Auburn,  Nebraska.  Phone  274-3125. 

GENERAL  PRACTITIONER  — Good  opening  for 
young  G.P.  who  wants  good  permanent  location. 
New  hospital  in  town,  soon  to  be  enlarged.  Good 
schools.  Churches  and  Liberal  Arts  College.  Good 
office  space  available,  reasonable  rent.  Contact 
Box  368,  Crete,  Nebraska. 

NEWLY  COMPLETED  CLINIC  BUILDING  in 
Northeast  Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Liberal  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

W.^NTED  — Physician  as  associate.  Salaiy 
open.  Contact  Walter  E.  Goehring,  M.D.,  1454  Col- 
fax Street,  Blair,  Nebraska. 


LOCUM  TENENS  — General  Practitioner  wanted 
for  3 to  4 weeks,  beginning  the  first  of  October. 
If  the  party  is  satisfactory,  a permanent  association 
could  be  worked  out.  Good  Western  city.  Nebraska 
license  required.  Two  100-bed  hospitals  and  a well 
equipped  office.  Good  pay.  Write  Box  48,  Nebraska 
State  Medical  Journal,  1315  Sharp  Bldg.,  Lincoln, 
Nebr. 


TWO  NEBRASKA  GRADS,  Robert  H.  Johnson 
’52  and  0.  Guy  Johnson  ’54  need  two  Doctors — GP, 
Internists  and/or  Pediatrician  for  organizing  new 
clinic  group  in  Maplewood,  east  side  of  St.  Paul, 
Minnesota.  Completely  modern  and  newly  equipped 
medical  clinic  building.  Contact  Johnson  Clinic  at 
739-5050  or  write  to  2716  Upper  Afton  Road,  St. 
Paul,  Minnesota. 

GENERAL  PRACTITIONER  — To  assume  estab- 
lished high  quality  practice,  office  in  Scottsbluff, 
Nebraska  immediately  available  because  of  un- 
expected death.  Practice  established  for  24  years, 
modern  ground  floor  office  with  laboratory,  4 com- 
pletely equipped  examining  rooms,  X ray,  EKG,  etc. 
One  block  from  General  Hospital.  Contact  Mrs. 
Ivan  C.  Lovett,  2001  4th  Ave.,  Scottsbluff,  Nebr. 

14  MAN  IOWA  CLINIC  GROUP  — Needs  third 
Generalist  in  busy  family  practice  section.  This 
situation  would  be  especially  suited  to  a Generalist 
who  has  become  tired  of  solo  practice  and  who 
would  like  the  benefits  of  a group  association. 
Partnership  in  two  years.  Write  Box  46,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 

PHYSICIAN  WANTED  — G.P.  with  additional 
surgical  and  O.B.  experience,  desired  to  associate 
with  two  G.P.’s  with  similar  experience  in  large, 
well  established  practice  in  Central  Minnesota. 
Hospital  accredited,  300  bed,  open  staff,  complete 
services.  Salary  leading  to  partnership.  Adequate 
housing  in  area.  Send  background  information,  pro- 
fessional and  personal  to  Box  47,  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Nebr. 

OPENING  FOR  MEDICAL  DOCTOR  — In  town 
of  800,  prosperous  community,  partly  irrigated.  8- 
room  modern  clinic  built  in  1951.  Room  for  two 
doctors.  All  furnished  with  lab  and  X ray.  Two 
nearby  towns  with  no  doctor.  Fifteen  and  twenty- 
five  miles  to  hospitals.  New  3 bedroom  residence 
occupied  8 months.  WT'ite  Box  217,  Bertrand,  Nebr. 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIHL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vz  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML 


burroughs  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


AHA  Explains  Rising  Hospital  Costs — 

(Continued  from  page  31-A) 

During  this  same  period,  the  total  expense 
of  an  average  stay  in  the  hospital,  slightly 
more  than  a week,  increased  from  $85  to 
$298,  the  Association  reports. 

These  labor  and  patient  care  cost  averages 
are  for  nonfederal  short  term  general  hos- 
pitals registered  by  the  Association,  hos- 
pitals which  admit  patients  with  all  types  of 
illnesses  or  injuries.  The  1963  survey,  which 
covers  these  5,684  hospitals,  is  published  in 
the  1964  Guide  Issue  of  HOSPITALS,  Jour- 
nal of  the  American  Hospital  Association, 
released  today. 

Several  factors  have  caused  the  upsurge  in 
labor  costs,  according  to  Edwin  L.  Crosby, 
MD,  director  of  the  Association. 

“Hospitals  are  working  to  raise  salaries 
of  their  personnel  to  levels  comparable  to 
other  fields,”  Dr.  Crosby  explained.  “In 
addition,  increased  medical  specialization  and 
advanced  technology  have  resulted  in  hos- 
pitals needing  many  more  skilled,  well- 
trained  individuals  who  must  be  paid  accord- 
ing to  their  abilities.” 


That’s  15  times,  doctor  — boy,  we’re  really 
hitting  it  off! 
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Just  turned  hypertensive 


A 15  nun.  Hg  drop  in  diastolic  pressure 
would  also  suit  hervery  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,'’^  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEPERLE«l,ABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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REPRINTS 

OF  YOUR 

Technical  Article 


Are  a direct  presentcrtion  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — 
write  us  for  prices 


NEWS  Printing  Company 

118  North  Fifth 
NORFOLK,  NEBRASKA 
Owned  by  The  Huie  Publithing  Co. 

Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 

600000000000000000000000000000000000 
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JACK  O.  CASEY,  Owner 
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We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St..  Lincoln,  Nebr. 
Phone  HE  2-1644 
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Just  Ready  From  Saunders! 


} DOCTOR'S  EASACCOUNT  RECORD  SYSTEM  \ 

Saves  time  and  effort  in  maintaining  your  financial  records 


Tlie  Doctor's  Easaccount  Record  System  is  a l>ran<l  new 
way  to  ease  the  burden  of  your  financial  record  keeping. 
It  enables  you  or  your  office  assistant  to  maintain  a 
see-at-a-glance  report  on  income  and  expenditures, 
keep  a central  source  of  information  for  income-tax 
time,  and  bold  the  time  and  expense  required  for 
professional  audit  to  a minimum — all  with  less  time 
and  effort.  The  system  is  contained  in  two  convenient 
ledgers;  one  for  disbursements  (sufficient  for  two  years’ 
average  practice),  and  one  for  income  (sufficient  for 
one  year’s  average  practice).  Recording  of  expenditures 
is  simplified  by  clearly  labelled  columns  covering: 
Salaries — Rent — Drugs  and  Medical  Supplies — Instru- 
ments— Utilities — Stationery — Taxes  and  Insurance — 
Cost  of  Auto,  Furniture  and  Equipment — plus  eleven 


other  categories.  Columns  are  provided  for  house 
expenses  of  the  physician  whose  office  is  in  his  resi- 
dence ...  an  especially  bothersome  problem  when 
computing  deductible  expenses.  The  Income  Volume 
helps  you  keep  a daily  record  of:  Date  and  Time — 
Patient — Professional  Service — Charges — Receipts — Ver- 
ification of  Transfers  to  Patients'  Cards — Banle  Deposits 
— plus  daily,  monthly,  and  yearly  totals.  These 
records  are  expressly  set  up  for  the  specific  requirements 
of  a medical  practice.  All  instructions  necessary  appear 
on  a single  page  in  the  front  of  each  volume. 

Two  volumes  in  a flexible  cover.  Disbursements  Volume^  96  pages, 
10"  X 12";  Income  Volume^  256  pages,  10"  x 12".  Set — About  $9.50. 

Neiv—Just  Heady! 


\ Hughes'  PEDIATRIC  PROCEDURES  \ 

Hundreds  of  hints,  helps  and  shortcuts  in  methods  of  child  care 


Here  are  clear,  step-by-step  instructions  to  help  you 
perform  a wide  range  of  teehnical  proeedures  necessary 
in  the  management  of  ehildren.  Augmented  by  belpful 
illustrations,  tbe  procedures  range  from  inspection  of 
the  ear  to  venous  cutdown.  In  an  uncomplicated,  straight- 
forward manner  Dr.  Hughes  tells  you:  the  best  sites 
for  venipuncture  in  infants;  the  equipment  necessary 
for  exchange  transfusions;  sizes  of  needles  for  bone 
marrow  aspiration  and  biopsy;  how  to  insert  a naso- 
gastric tube;  hazards  and  complications  of  abdominal 
paracentesis;  method  of  cardiac  massage  for  infants, 
for  small  children;  for  older  children;  etc.  The  pro- 
cedures explained  include  both  routine  and  special 
measures:  taking  the  temperature — measurement  of  blood 


pressure — intravenous  transfusion — subcutaneous  infec- 
tions— tuberculin  skin  tests — bone  marrotv  aspiration — 
lumbar  puncture — tracheostomy — percutaneous  liver  bi- 
opsy— enemas — bandaging — nonsuture  skin  closure — col- 
lection of  suieat  for  the  diagnosis  of  cystic  fibrosis  of  the 
pancreas.  Valuable  information  is  contained  on  re- 
straining the  infant  or  child — dental  health — com- 
municable diseases — methods  of  reducing  pain  of 
injections,  etc.  This  manual  will  help  you  ease  the 
stress,  strain  and  trauma  involved  in  performing  these 
procedures  on  your  young  patients. 

By  Walter  T.  Hulhes,  M.D.,  Assistant  Professor  of  Pediatrics. 
University  of  Louisville  School  of  Medicine,  Louisville,  Kentucky, 
About  256  pages,  65^"  x 9^",  with  about  127  illustrations.  About 
$8.00.  New— Just  Ready! 


^Bates&  Christie's  RESPIRATORY  FUNCTION  IN  DISEASE^ 

Aid  in  problems  ranging  from  ventilation  measurement  to  respiratory  failure 


Drs.  Bates  and  Christie  brilliantly  delineate  today’s 
useful  knowledge  about  pulmonary  physiology  in  this 
timely  volume  on  the  lung.  The  authors  begin  by 
reviewing  and  illuminating  the  methods  available  for 
studying  lung  function,  and  outlining  the  anatomy 
and  values  for  the  normal  lung.  They  point  out  the 
advantages  and  disadvantages  of  current  methods, 
d'hey  clearly  describe  changes  in  pulmonary  function, 
as  a consequence  of  age  or  obesity  and  in  different 
body  positions.  What  is  known  about  pulmonary 
adaptation  to  altitude  and  to  exercise  is  outlined. 
The  major  sections  of  the  book  describe  individual 
disease  entities  of  the  lung — covering  clinical  features, 
radiologic  features,  and  pathology.  The  authors  provide 
exhaustive  explanation  of  the  pathophysiologic  effects 


of  each  disorder  on  overall  pulmonary  function.  Special 
stress  is  placed  on  pulmonary  emphysema  in  all  its 
forms,  on  chronic  bronchitis  and  respiratory  failure,  on 
lung  diseases  caused  by  physical  and  chemical  agents, 
and  on  the  secondary  effects  of  heart  disease.  Detailed 
case  presentations  of  54  patients  augment  the  text. 


By  David  V.  Bates,  M.D.,  (Cantab.),  M.R.C.P.  (London),  Asso- 
ciate Professor  of  Medicine,  McGill  University;  Director,  Respiratory 
Division,  Joint  Cardiorespiratory  Service,  Royal  Victoria  Hospital 
and  Montreal  Children’s  Hospital;  and  Ronald  V.  Christie,  M.D. 
(Edinburgh),  M.Sc.  (McGill),  B.Sc.  (London),  Sc.D.  (Dublin), 
F.A.C.P.,  F.R.C.P.  (London),  F.R.C.P.  (C),  Prtdessor  and  Chairman 
of  the  Department  of  Medicine,  McGill  University;  Physician-in- 
Chief,  Royal  Victoria  Hospital.  With  the  assistance  of  Margaret 
E.  Becklake,  Richard  E.  Donevan,  Robert  G.  Fraser,  J.  A. 
Peter  Pare,  W.  M.  Tuurlbeck.  About  560  pages,  7"  x 10",  Ulus- 
trated.  About  $15.00.  /Vpic— Vus/  Ready! 


W.  B.  SAUNDERS  COMPANY  West  Washington  Square,  Phila.,  Pa.  19105 


Please  send  and  bill  me: 

□ Doctor’s  Easaccount  Record  System  About  $9.50 
O Hughes’  Pediatric  Procedures About  $8.00 


□ Easy  Pay  Plan  ($5  per  month) 
r~l  Bates  & Christie’s  Respiratory 
Function 


.About  $15.00 
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nTz 


nasal  spray 

antihtstaminic  decongestant 


NINTHIKIP 

Ke*T«l,lir. 

Dimian  ^ St«)«f  Orel  Inc 


helps  hay  fever 
patients  forget 
the “season”  ■ 


nTz  Nasal  Spray  gives  prompt,  depend- 
able decongestion  of  the  nasal  membranes 
for  fast  symptomatic  relief  of  hay  fever. 
The  first  spray  shrinks  the  turbinates,  re- 
stores nasal  ventilation  and  stops  mouth 
breathing.  The  second  spray,  a few  min- 
utes later,  improves  sinus  ventilation  and 
drainage.  Excessive  rhinorrhea  is  reduced. 

nTz  Nasal  Spray  also  provides  deconges- 
tive  relief  for  head  colds,  perennial  rhinitis 
and  sinusitis.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and 
in  bottles  of  30  ml.  with  dropper. 

hTz^  Nasal  Spray 


nTz  is  more  than  a simple  vasoconstrictor. 
It  contains  [N]eo-Synephrine®  HCI  0.5%- 
the  efficacy  of  which  is  unexcelled-to 
shrink  nasal  membranes  and  provide  inner 
space;  [xlhenfadil®  HCI  0.1%  for  topical 
antiallergic  action;  and  [Zjephiran®  Cl 
1:5000  (antibacterial  wetting  agent)  to  pro- 
mote the  spread  of  the  decongestant  com- 
ponents to  less  accessible  nasal  areas. 

nTz  is  well  tolerated  and  does  not  harm 
respiratory  tissues. 

nTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  then* 
yldiamine)and  Zephiran  (brand  of  benzalkonium  as  chloride,  refined),  trade* 
marks  reg.  U.  S.  Pat.  Off.  i7©s« 

Winthrop  Laboratories 
New  York  18,  N.Y. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,*-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.; 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 
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RECOGNIZE 
THIS  PATIENT? 


When  you  recognize  depression  and  anxiety 
reiated  to  an  organic  condition 

-add  ‘Deprol’  to  your  therapy 

Typical  organic  conditions  in  which ‘Deprol’ 
helps  control  related  depression  and  anxiety: 

cardiovascular  disorders  ■ arthritis  ■ cancer  ■ menopause  ■ 
alcoholism  ■ obesity  ■ asthma,  hay  fever  and  related  allergies  ■ 
chronic  infectious  diseases  ■ dermatoses  ■ G.l.  disorders,  and 
many  other  debilitating  or  life-threatening  illnesses 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood 

of  the  depressed  patient  without  the  agitation  and  “jitters”  that  often 
accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  relaxes  physical  tensions,  restores  normal  sleep  and  revives 
interest  in  food. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  compatible  with  drugs  used  to  treat  co-existing 
organic  conditions. 

5.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


Side  effects:  Slight  drowsiness  and,  rarely,  allergic  or 
idiosyncratic  reactions,  due  to  meprobamate,  and  occa- 
sional dizziness  or  feeling  of  depersonalization  in  higher 
dosage,  due  to  benactyzine,  may  occur.  Contraindica- 
tions: Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use  of  mepro- 
bamate or  meprobamate-containing  drugs.  Precautions: 
Should  administration  of  meprobamate  cause  drowsiness, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles 
or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  ex- 
cessive alcohol  may  possibly  be  increased  by  mepro- 
bamate. Although  suicides  with  ‘Deprol’  have  not  been 
reported,  prescribe  cautiously  and  in  small  quantities  to 


patients  with  suicidal  tendencies.  Massive  overdosage  of 
meprobamate  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Even  though  it 
has  not  been  reported  with  'Deprol',  consider  the  possi- 
bility of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Complete  product  informa- 
tion available  in  the  product  package,  and  to  physicians 
on  request. 

Usual  adult  dosage:  1 tablet  t.i.d.  or  q.i.d.  May  be  in- 
creased gradually,  as  needed,  to  6 tablets  daily.  With 
establishment  of  relief,  may  be  gradually  reduced  to 
maintenance  levels.  Supplied:  Light-pink,  scored  tablets 
Bottles  of  50. 
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HAVE 

YOU 


The  Blue  Cross-Blue  Shield  special 
anniversary  offer  for  participating 
physicians  and  their  families,  and 
employees,  ends  November  1. 

This  is  a comprehensive  plan  with 
major  hospital  and  nursing  expenses, 
with  basic  benefits  coverage. 

May  we  suggest  you  contact  your 
nearest  Blue  Cross-Blue  Shield  office 
for  additional  details. 


|4il 
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Executive  Offices 

5th  Floor  Kilpatrick  Bldg. .Omaha,  Nebraska 


Federal  Support  of  Research — 

Last  year  the  government  contributed 
about  63  per  cent  of  the  more  than  1.4  bil- 
lion dollars  spent  in  this  country  for  medical 
research.  If  the  trend  continues,  annual  na- 
tional research  expenditures  could  reach  3.3 
billion  dollars  in  1970,  according  to  a re- 
port of  the  Health  Information  Foundation. 

The  Foundation  stated  that  between  1947 
and  1963,  federal  outlays  for  research  in- 
creased 34  times.  The  amount  of  federal  ex- 
penditures for  medical  research  increased  in 
the  same  years  from  27  million  to  924  mil- 
lion. Last  year’s  medical  research  costs  were 
met  to  the  extent  of  25  per  cent  of  the  money 
spent  from  the  pharmaceutical  industry  and 
about  10  per  cent  from  private  contributions 
and  foundations.  The  remainder  came  from 
the  federal  government. 

The  pattern  of  federal  support  of  research 
is  shifting.  In  1947,  36  per  cent  of  govern- 
ment funds  for  medical  research  were  spent 
by  colleges,  medical  schools  and  nonprofit 
institutions.  Last  year,  the  percentage  of 
federal  research  funds  spent  by  such  institu- 
tions was  74.  Much  of  the  growth  of  fed- 
eral spending  in  support  of  medical  research 
has  been  through  the  expansion  of  National 
Institutes  of  Health.  The  appropriations  of 
the  institutes,  excluding  construction  funds 
have  increased  19  times  in  the  period  be- 
tween 1949-50  and  1963-64. 


Hospitals  — The  New  Family  Doctor — 

The  number  of  people  seen  in  hospital 
emergency  rooms  is  rapidly  increasing.  The 
emergency  room,  once  a place  for  the  care 
of  emergencies  and  the  victims  of  accidents, 
is  becoming  a community  health  center  for 
treating  minor  ills.  A Wall  Street  Journal 
story  describes  this  change  and  its  impact 
upon  the  hospital.  The  article  quotes  from 
an  American  College  of  Surgeons  survey  in- 
dicating that  only  about  45  per  cent  of  the 
emergency  room  cases  are  really  emergencies. 

Although  hospitals  are  free  to  turn  down 
requests  for  emergency  room  treatment,  the 
patient  must  first  be  examined  and  even 
(Continued  on  page  12-A) 
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Of  1,028  patients  with  confirmed 
respiratory  infections... 

954  or  92.8%  were  treated 
successfully  with  Signemycin® 


Note: 

Hammerl*  selected  his  pa- 
tients for  treatment  with 
Signemycin  on  the  basis 
of  demonstrated  bacterio- 
logical resistance  to  other 
antibiotics  or  failure  of 
previous  therapy.  Of  100 
patients  with  various  respi- 
ratory tract  infections.  95 
responded  to  Signemycin. 
Pathogens  isolated  in- 
cluded staphylococci  and 
Diplococcus  pneumoniae. 

'Hammerl,  H.:  Wien.  Med. 
Wschr.  108:629,  July  26,  1958. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscess,  pulmonary 

17 

16 

Bronchiectasis 

19 

13 

Bronchitis 

286 

267 

Bronchopneumonia 

192 

179 

Empyema 

12 

11 

Pneumonia,  lobar 

150 

146 

Pneumonia,  other  febrile 

160 

150 

Various  infected  pneumopathies 

192 

172 

Totals 

1,028 

954  (92.8%) 

consistently  effective. ..often  when  others  fail 

Signemycin 

capsules  (250  mg.) 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibiiography  foliow. 


Science  for  the  world's  well-being®  {^ttZCty  Since  1849 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  &Co.,lnc.  New  York,  New  York  1001 7 
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Why  You  Should 


A New  Bukk! 


You  get  the  model  and  equipment  of  your  choice. 

Monthly  car  expense  is  firmly  established  for  term  of  lease. 
Irksome  details  of  tax,  license,  insurance,  maintenance, 
and  trading  are  handled  by  us. 

One  monthly  check  takes  care  of  all  expenses. 

You  free  your  funds  for  profitable  investment. 

Time  is  saved  in  computing  year-end  tax  liability. 

ENJOY  YOUR  AUTOMOBILE  MORE  BY  LEASING  A BUICK! 

48th 
Nebr. 


Hospitals  — The  New  Family  Doctor — 

(Continued  from  page  10- A) 

if  sent  away,  there  is  a cost  to  the  hos- 
pital. The  consequence  is  that  hospitals  find 
themselves  forced  to  spend  large  sums  of 
money  to  strengthen  their  emergency  depart- 
ments. To  provide  this  money,  they  must 
increase  their  charges  for  most  other  serv- 
ices. Increasing  emergency  room  costs  are 
noted  as  one  of  the  reasons  for  an  increase 
in  the  cost  of  a day’s  care  in  the  average 
hospital. 

The  hospital  has  become  a substitute  for 
the  family  physician.  Also,  since  World 
War  II,  house  calls  have  become  more  infre- 
quent and  physicians  are  said  to  dislike 
coming  to  their  offices  except  during  regular 
hours.  They  may  be  unavailable  at  night 
and  on  weekends.  Many  patients  realizing 
that  their  doctor  may  not  be  available  at 
all  times,  go  directly  to  the  emergency  room 
of  a nearby  hospital.  Some  doctors  are  said 
to  have  put  notices  on  their  office  doors  ad- 
vising callers  to  seek  the  services  of  the 
emergency  room  if  the  doctor  is  not  avail- 
able. Also  the  number  of  Americans  mov- 


ing from  city  to  city  has  increased  and  new- 
comers to  a community  may  not  know  a doc- 
tor and  therefore  seek  the  emergency  room  if 
they  have  need  of  medical  care. 

One  reason  that  emergency  departments  are 
so  costly  to  the  hospitals  is  that  many  emer- 
gency room  patients  do  not  pay  their  bills. 
The  cost  per  patient  visit  may  range  from 
$5  to  $10  in  a large  urban  hospital.  Many 
patients  are  unable  to  pay  or  believe  that 
they  are  entitled  to  these  services  without 
pajTnent.  One  hospital  in  New  York  City 
collects  only  about  30  per  cent  of  its  emer- 
gency service  bills.  The  79  New  York 
hospitals  included  in  a study  stated  that  they 
lost  nearly  $3  million  a year  in  their  emer- 
gency facilities. 

.\re  You  Guilty?  — 

With  this  title,  an  editorial  in  the  Texas 
State  Journal  of  Medicine  discusses  the 
problem  of  the  physician  who  is  urged  by 
his  patient  to  recommend  hospitalization  in 
order  that  insurance  will  pay  for  diagnostic 
(Continued  on  page  16-A) 
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8 Of  1,021  children  with 

various  confirmed  infections... 
950  or  93.0%  were  treated 
successfully  with  Signemycin^ 


Note: 

The  effectiveness  of 
Signemycin  was  demon- 
strated by  Chattas  and  his 
co-workers*  who  adminis- 
tered Signemycin  to  30 
children  with  serious 
staphylococcal  infections 
resistant  to  commonly 
used  antibiotics.  Only  one 
failed  to  respond.  In  each 
case  the  use  of  this  drug 
was  indicated  by  antibio- 
gram. Those  children 
treated  with  a nonselected 
antibiotic— for  comparative 
purposes— took  three 
times  longer  to  recover. 

Chattas,  A.  et  al.:  Antibiot. 
Med.  7:300,  May,  1960. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Eye,  ear,  nose,  throat  infections 

368 

343 

Respiratory  infections 

369 

346 

Gastrointestinal  infections 

42 

30 

Skin  and  soft-tissue  infections 

38 

37 

Deep-seated  or  generalized  infections 

47 

44 

Various  conditions 

157 

150 

Totals 

1,021 

950  (93.0%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Signemycin  is  also  available  as  half-strength  Capsules, 
preconstituted  raspberry-flavored  Syrup  and  Pediatric  Drops 
Brief  Summary  and  Bibliography  follow. 

Science  for  the  world's  well-being®  Since  1849 

PFIZER  LABORATORIES  Division,  Chas.Pfizer  & Co.,  Inc.  New  York,  New  York  1001 7 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


13-A 


SignemycinS  Bibliography 

1.  Adams.  J.:  J.  Term.  Med.  Ass  50  446.  Nov..  1957.  2.  Arachi,  N. 
and  Gheradi.  F : Quad.  Urol.  9 156.  Apr. -June.  1959.  3.  Arneil, 
G.  C.:  Antrbiot.  Ann.  1958-1959:327  . 4.  Arrigoni.  G.  et  al.:  Minerva 
Med.  48:2701.  Aug  25.  1957.  5.  Baur.  A : AerztI.  Prax.  11  1845.  Dec. 
5.  1959.  6.  Bellomio.  S.  et  al.:  Riv.  Ital.  Tracoma.  vol.  10.  Nos.  1-2. 
Jan.-June.  1958  . 7.  Bellomio.  S.  et  al.:  Riv.  Ital.  Tracoma.  vol.  11. 
No.  1.  Jan. -Mar..  1959  8.  Belonoschkin.  B.  and  Lindgren.  M : Svensk. 
Lakartidn.  56  2134.  July  31.  1959.  9.  Bergdahl.  U : Svensk.  Lakartidn. 
55:1715.  June  6.  1958.  10.  Bhattacharyya.  M.  N.  and  Bhuyan.  J.  N.: 
Antiseptic  56  611.  Aug  . 1959.  11.  Blass.  R.:  Schv^eiz.  Med.  Wschr. 
89:158.  Feb.  7.  1959.  12.  Bolognesi.  C : Minerva  Med.  48:2695.  Aug. 
25.  1957.  13.  Candela.  R.  B : Med.  Esp.  46  273.  Oct..  1961.  14. 
Cappelli.  E : Minerva  Med.  48  2690.  Aug.  25,  1957.  15.  Carter,  C.  H. 
and  Maley.  M.  C.:  Antibiot.  Ann.  1956-1957:51.  16.  Caruselli,  M. 
and  Musca.  A.:  Minerva  Med.  51:3516,  Oct.  17,  1960.  17.  Ceitlin,  J.: 
Med.  Panamer.  15.72.  Aug  1,  1960.  18.  Chattas.  A.  et  al.:  Antibiot. 
Med.  7:300.  May.  1960.  19.  Chiarenza.  A : Minerva  Med.  48:2692. 
Aug.  25.  1957.  20.  Cooper.  J.  et  al.:  Antibiot.  Med.  5 302,  May.  1958. 
21.  Cupples,  J.  F.  B.  and  Perry.  A.  W.:  Canad.  Med.  Ass.  J.  77  699. 
Oct.  1.  1957  . 22.  David.  N.  A.  and  Carter.  P.  B : Rocky  Mountain 
Med.  J.  58:27,  Mar..  1961.  23.  Davis,  W.  G : Clin.  Rev.  1:21,  Apr.. 
1958.  24.  de  Lellis,  J.:  Dia  Med..  Apr.  24.  1958.  p.  824.  25.  Dienz.  H.: 
AerztI.  Prax.  13:1797.  1961.  26.  Dietel.  V.  and  Meissner.  F.:  Deutsch. 
Gesundh.  16  2470.  Dec.  28.  1961.  27.  Dryjski.  J : Pol.  Tyg.  Lek. 
24:1113,  June  24,  1959.  28.  Durrieu.  C.  A.  et  al.:  Antibiot.  Ann. 
1958-1959:297  . 29.  Faz  Tabio.  H : Rev.  Cuba.  Pediat.  30  219.  Apr.. 
1958.  30.  Febles  Alonzo.  D.  and  Batthyany,  C.:  Actas  Ginecotocol. 
(Uruguay)  13  4,  Aug..  1959.  31.  Febles  Alonzo.  D.  and  Biderman,  I.; 
Antibiot.  Ann.  1958-1959  270.  32.  Fiora.  F.  and  Compa.  F.:  Dia  Med., 
Apr  3.  1958.  p.  570.  33.  Garre.  E : Antibiot.  Med.  7:285.  May,  1960. 
34.  Geiger,  K.:  Praxis  15  365,  Apr.  9,  1959.  35.  Gemma,  G B et  al.: 
Minerva  Med  48  2643.  Aug.  25.  1957.  36.  Gerner.  G : Arzneimittel- 
forschung  9 484,  Aug  . 1959.  37.  Grazia.  G.:  Clin.  Pediat.  (Bologna) 
41:1005.  Nov  , 1959.  38.  Greco,  O : Med.  Condotto-Med.  Prat  9 497. 
1958  39.  Hammerl.  H : Wien.  Med.  Wschr.  108  629.  July  26,  1958. 

40.  Henne.  H.  F:  Med.  Klin.,  No.  29.  July  18.  1958,  p 1267. 

41.  Heredia  Diaz,  J.  et  al.:  Medicina  (Mex.)  38  308.  July  10.  1958.  42. 
Herrera.  W.  A.:  Dia  Med.  30:3116.  Dec.  8,  1958.  43.  Hoffmann,  H.: 
Medizinische  (Stuttgart)  45:1830,  Nov.  8,  1958  . 44.  Kelleher.  D.: 


Practitioner  182  227.  Feb.,  1959.  45.  Kleine,  W.  and  Hagen,  H : Ther. 
Gegenw.  98171.  Apr.,  1959  46.  Klovstad.  O.:  T.  Norsk.  Laegeforen. 
77:681.  Aug.  15.  1957.  47.  Kobari,  K.  and  Tajiri.  I.-.  Naika  No  Ryoiki 
(Field  of  Internal  Medicine)  7:245.  May.  1959  48.  Kohler.  H.  F.:  Clin. 
Rev.  1:16.  Apr.,  1958.  49.  Kraljevic.  R.  et  al.:  Antibiot.  Med.  5 364. 
June.  1958.  50.  La  Caille.  R.  A.  and  Prigot,  A : Antibiot.  Ann.  1956- 
1957:67.  51.  Lapeyre.  L.  et  al.;  Marseille  Med.  99:953,  1962.  52.  Levi. 
W M , Jr.  and  Kredel.  F.  E.;  J.  S.  Carolina  Med.  Ass.  53:178.  May. 
1957  . 53.  Loughlin.  E.  H.  et  al.:  Antibiot.  Ann.  1958-1959  293.  54. 
Loughiin.  E.  H.  et  al.:  Antibiot.  Med.  7:739.  Dec..  1960.  55.  Mathur, 
S.  N.  and  Joshi,  V.  S.:  J.  Indian  Med.  Ass.  34  437,  June  1.  1960. 
56.  Moggian.  G.:  Minerva  Med.  48  2648.  Aug.  25.  1957.  57.  Molinelli. 

E.  A et  al.:  Antibiot.  Ann.  1957-1958  692.  58.  Montilli,  G.  and 
Avellino.  M : Dermatologies  (Basel)  9 2.  1958.  59.  Morador,  J.  L. 
et  al.:  Antibiot.  Ann.  1959-1960:716.  60.  Morador.  J.  L.  and  Saldana 
Tate.  L.:  An.  Ateneo,  Clin.  Quirur.  1:52.  Jan.,  1958.  61.  Morel.  A.  S.: 
Clin.  Rev.  1:18,  July.  1958  62.  Morey.  G.  S.  et  al.:  Rev.  Hosp.  Nino 
(Lima)  18  293.  1957.  63.  Ottolenghi,  C.  E.  et  al.:  Bol.  Soc.  Cir.  B. 
Air.  41:739.  Nov.  6.  1957.  64.  Pagola.  J.  G.  et  al.:  Antibiot.  Ann. 
1958-1959:287.  65.  Pavone,  M.  etal.:  Minerva  Urol.  70121.  Sept. -Oct.. 

1958.  66.  Porrazzo.  F : Gazz.  Med.  Ital.  118:550.  Dec.,  1959  67.  Prats. 

F.  and  de  la  Parra.  M.  A.:  Antibiot.  Ann.  1959- 1960  484.  68.  Prokop,  O.; 

Prakt.  Arzt.  12:145.  Feb.  15,  1958.  69.  Ramirez  Boettner,  C.  M.  et  al.; 
Rev  Med.  Paraguay  5 269.  July-Sept.,  1960.  70.  Randig,  K.:  Deutsch. 
Med.  J.  8 447.  Aug.  15,  1957.  71.  Saavedra  Amaro,  S.  and  Lopez 
Zepeda.  L Medicina  (Mex.)  38  396,  Aug.  25.  1958  72.  Saldana 

Sotomayor,  F.:  Medicina  (Mex.)  39:191 , May  10,  1959.  73.  Santos,  A.: 
Rev.  Brasil.  Med.  16  463.  July,  1959.  74.  Schenone.  H.:  Antibiot. 
Ann.  1958-1959:316.  75.  Schunk,  A.:  Int.  Rec.  Med.  173:143.  Mar., 
1960.  76.  Sgarzini,  L.  and  Amato,  R : Ann.  Stomat.  7:499.  July.  1958. 
77.  Shubin.  H.;  Antibiot.  Med  4:174.  Mar..  1957.  78.  Sundberg.  R.  H.: 
Antibiot.  Med.  7:115.  Feb..  1960.  79.  Talbot.  J.  R.:  Wisconsin  Med.  J. 
57:237,  June.  1958  . 80.  Tato,  J.  M.  et  al.:  Antibiot.  Ann.  1957-1958  675. 
81.  Weithofer,  W : Medizinische  (Stuttgart)  No.  33-34  1490,  Aug.  22, 

1959.  82.  Willcox.  R R.  and  Rosedale,  N.:  Brit.  J.  Vener.  Dis.  3819, 
Mar  . 1962  . 83.  Willemot.  J.  P et  al.:  Bruxelles  Med.  38:1026.  June 
22.  1958.  84.  Winton.  S.  S.  and  Chesrow,  E.  J.:  Antibiot.  Ann.  1956- 
1957:55.  85.  Wolman.  B : Practitioner  185  199,  Aug.,  1960.  86.  Yodh, 
B.  B : J.  J.  J.  Group  Hosp.  5:183.  July.  1960.  87.  Zaldivar,  C.  G. 
and  Falcone.  F.  L.:  Rev.  Hosp.  Nino  (Lima)  20:141.  June.  1958. 


SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin^ 


Note: 

Condition 

No.  of 

No.  Cured  with 

The  high  rate  of  response 
to  Signemycin  in  these 

Patients 

Signemycin 

cases  is  noteworthy  be- 
cause the  totais  include 

Ear,  nose  and  throat  infections 

507 

465 

many  patients  with 

difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 

Respiratory  infections 

1,028 

954 

resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 

Gastrointestinal  infections 

425 

387 

other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 

Genitourinary  infections 

748 

684 

the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 

Skin  and  soft-tissue  infections 

1,088 

1,036 

confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 

Bone  and  joint  infections 

71 

64 

cured,  not  "improved" 

(4)  dosage  conformed  with 
current  recommenda- 

Deep-seated  or  generalized  infections 

257 

251 

tions  in  the  United  States 
(5)  no  other  anti-infective 
agents  were  used  concomi- 

Obstetrical  & gynecological  infections 

341 

320 

tantly  (61  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 

Miscellaneous  conditions 

592 

570 

Totals  5,057  4,731  (93.5%) 


consistently  effective. ..often  when  others  fail 

Signemyciri 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 
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Whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks, 
illuminators,  hangers,  loading  bins,  dark 

W.  B.  SAUNDERS  COMPANY  features 
the  following  new  books  in  their  full 
page  advertisement  appearing  elsewhere 

room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 

in  this  issue: 

Company  can  promptly  supply,  and  at 
sensible  prices. 

DOCTOR'S  EASY  RECORD  SYSTEM 

New!  — A financial  record  keeping 

We  are  also  franchised  dealers  for  the 

system  tailored  specifically  to  the  re- 

H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

quirements  of  physicians. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 

HUGHES  - PEDIATRIC  PROCEDURES 
New!  — Step-by-step  instructions  on 
scores  of  management  procedures  for 

child  patients. 

lL.X-RAf 

BATES  AND  CHRISTIE  - RESPIRATORY 

FUNCTION  IN  DISEASE 

Medical  Arts  Building 
in  So.  17th  Street 

New!  — A valuable  aid  in  managing 
those  patients  suffering  from  lung 

Omaha,  Nebraska 

conditions. 

Are  You  Guilty?  — 

(Continued  from  page  12-A) 

procedures.  The  problem  is  said  to  be  a 
relatively  frequent  one  and  the  physician  has 
an  ethical  responsibility  in  handling  the  pa- 
tient’s request.  If  the  physician  fails  to 
consider  an  ethical  responsibility  in  his  dis- 
position of  the  patient’s  request,  he  con- 
tributes to  rising  insurance  premiums  for 
all  his  patients.  Unless  the  patient  can  be 
convinced  that  his  request  is  unreasonable, 
the  result  is  the  overutilization  of  beds  in 
the  community  hospital  for  unncessary  diag- 
nostic hospitalization  as  an  economic  con- 
venience. The  physician  has  the  moral  ob- 
ligation to  re-evaluate  his  position  on  these 
and  related  questions. 

If  government  financing  of  medical  care, 
except  on  the  basis  of  need,  is  to  be  pre- 
vented, physicians  must  strengthen  the  po- 
sition of  voluntary  health  insurance  within 
our  existing  framework  of  medicine.  Physi- 
cians must  educate  our  own  ranks  in  re- 
gard to  the  place  and  use  of  hospital  insur- 
ance. Unless  the  physician  understands 
the  principal  of  hospital  insurance,  he  can- 


not help  the  patient  understand  the  prin- 
cipals which  result  in  a strong  voluntary 
health  insurance  industry. 

When  faced  with  a patient  intent  on  mis- 
using his  hospitalization  insurance,  the  doc- 
tor’s position  may  be  a delicate  one.  The  pa- 
tient’s misunderstanding  of  the  purpose  of 
his  insurance  may  be  the  fault  of  the  insur- 
ance salesman  and  must  be  met  in  a frank 
discussion  by  the  physician  with  the  patient. 

It  should  be  easy  to  convince  the  patient 
that  his  hospitalization  insurance  is  an  in- 
vestment against  catastrophe.  It  is  similar 
to  his  automobile  liability  insurance.  The  au- 
tomobile liability  insurance  provides  protec- 
tion against  the  high  cost  of  an  automobile 
accident.  It  does  not  pay  for  routine  motor 
tuneups. 

The  patient  should  be  able  to  realize,  if 
properly  instructed,  that  the  money  he  and 
others  pay  into  the  company  in  the  foi-m 
of  premiums  are  used  to  provide  the  bene- 
fits available  under  the  terms  of  the  policy. 
Each  time  a policy  is  used  unnecessarily,  the 
(Continued  on  page  22-A) 
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In  Sprains,  Strains  and  Muscle  Spasm,  ‘Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both ‘Soma’ (carisoprodol)  and  acetophenet- 
idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound + Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Somsf  Compound  ^ 

.carisoprodol  200  mg., acetophenetidin  160  mg., caffeine  32  mg. 

SonufCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\^/®WALLACE  LABORATORIES/Cron6ury,  N.J. 
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TUBERCUUN,HNETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
hasnever 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINETEST- 
PRESS-D/SCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


an  effective 

GERIATRIC 

antiarthritic 
with  . 

REASSURING 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  salicyiism 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa-  occur,  but  it  responds  readily  to  ad- 

tients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer,  jostment  of  dosage.  Precaution:  in  the 

cardiac  damage,  latent  chronic  infection  and  other  common  geriat-  should  be  taken  to  avoid  accumulation  of 
ric  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can-  salicylate  and  ,PABA.  Contraindicated:  An 

not  contribute  to  sodium  retention  ..  .the  enteric  coating  assures  hypersensitivity  to  any  component, 

gastric  tolerance ...  and  clinical  experience  shows  that  this  prepara-  a, so  available:  PASALATE-when  sodium 

tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible,  pabalate-hc— 
corticosteroids  or  pyrazolone  derivatives.  Pabaiate-SF  with  hydrocortisone. 


Pabalate-SF 

A.  H.  ROBINS  CO..  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 


—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


^ a result  of 
^METHEDRINE’L 

METHAMPHETAMINE 

HYDROCHLORIDE 


therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 


Complot©  literature  available  on  request  from  Professional  Services  Dept.  PML  \ QQ  3 ^ 000. 
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The  Bronchodilator  with  the  intermediate  dose  of  KI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming),  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

imfdhaae  GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

Tm(dhajie.GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  teaspoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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(Continued  from  page  16-A) 
cost  of  the  benefits  provided  by  the  insur- 
ance company  increases  and  ultimately  the 
premium  must  be  raised.  The  benefits  are 
obtained  from  the  acrued  assets  of  the  com- 
bined policy  holders.  Most  realize  that  the 
rates  for  their  fire  insurance  are  related  to 
the  incidence  of  fires,  and  should  be  helped 
to  understand  that  the  rates  for  their  health 
insurance  is  not  in  any  way  different. 

Unncessary  hospitalization  for  the  pur- 
pose of  reaping  insurance  benefits  is  also 
contributing  to  the  increasing  shortage  of 
hospital  beds.  With  a shortage  of  hospital 
beds,  citizens  are  called  upon  by  public  sub- 
scription or  by  taxation  to  provide  more  beds 
at  ever  increasing  costs.  The  cost  of  pro- 
viding these  additional  beds  is  another  pen- 
alty to  be  assessed  against  those  who  use 
hospital  facilities,  and  insurance  benefits, 
for  diagnostic  rather  than  for  therapeutic 
purposes.  The  resulting  danger  is  that  pri- 
vate health  insurance  plans  may  price  them- 
selves out  of  the  reach  of  the  average  citi- 
zen. The  physician  is  a key  figure  in  the 


maintenance  of  a healthy  voluntary  health 
insurance  program.  In  the  final  analysis,  the 
physician  must,  when  appropriate,  say,  “I 
am  sorry,  but  I do  not  believe  that  1 can 
honestly  warrant  hospitalization  for  these 
studies.” 

For  Drug  Safety — 

The  Commission  on  drug  safety  has  rec- 
ommended a broad  program  including  in- 
creased research  in  drug  testing  tech- 
niques to  provide  maximum  safeguards 
for  the  use  of  drugs  in  medical  practice.  In 
a report  which  concluded  a year-long  examin- 
ation of  the  drug  safety  problem,  the  Com- 
mission stated  that  the  procedures  and  stand- 
ards of  drug  testing  in  the  United  States  are 
as  good  as  can  be  found  in  the  world.  The 
Commission  was  established  with  a grant 
from  the  Pharmaceutical  Manufacturers  As- 
sociation which  provided  for  a status  as  an 
independent  body,  self-determining  as  tr 
plans  and  objectives. 

The  report  included  the  conclusion  that 
(Continued  on  page  31-A) 
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NOW  IN  HANDY-PACK 

Argo  Pure 
Corn  Starch 
the  Ideal 
Baby  Powder 

ARGO  HANDY- PACK  It’s  the  ideal  plastic 
dispenser  for  dusting  powder  on 
babies.  By  squeezing  the  sides,  the 
new  Handy-Pack  puffs  out  the  exact 
amount  of  Argo  required.  Easy  to 
use,  the  Argo  Handy-Pack  is  re- 
usable, too.  Just  remove  cap  and  re- 
fill from  the  yellow  and  blue  Argo 
packages  to  have  a permanent,  eco- 
nomical dusting  powder  dispenser. 

ARGO  CORN  STARCH  Argo  Corn  Starch  is 
safer  than  ordinary  baby  powder  be- 
cause it  contains  no  abrasives.  Argo 
Corn  Starch  dries  up  moisture  . . . 
soothes  irritating  rash  and  chafed 
skin.  And  Argo  leaves  a velvet- 
smooth  film  on  skin  to  guard  against 
further  irritation.  Argo  in  the  new 
plastic  Handy-Pack  is  pure  corn 
starch  in  its  most  convenient  form. 
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THE  DERMATOSES 
THAT  WERE 

STEROID  -UNTREATABLE 


Salt  and  water  retention,  edema,  overstimulation  of! 
the  appetite,  excessive  weight  gain,  mood  swings— i 
these  were  some  of  the  problems  that  used  to  confront  > 
physicians  when  they  wanted  to  prescribe  steroids  for  t 
dermatoses.  For  patients  already  overweight,  or  with'^ 
edema  associated  with  cardiovascular  disease,  orl 
those  who  were  tense  and  anxious,  steroid  treatment' 
could  aggravate  their  problems.  But  with  the  advent 
of  ARISTOCORT®  Triamcinolone,  many  of  theseii 
patients  became  “steroid-treatable.”  The  reason:  Not'* 
only  did  this  steroid  provide  gratifying  symptomatic | 
relief,  but  it  did  so  without  the  penalty  of  overstimu-J 
lation  of  the  appetite,  excessive  weight  gain,  salt  and 
water  retention,  edema,  and  undesirable  euphoria.! 
And  these  benefits  have  been  confirmed  for  other  I 
patients  with  steroid-susceptible  disorders,  as  well  as  | 
those  formerly  untreatable.  ij 


\ide  Effects:  Since  it  may,  under  some  circumstances, 
oroduce  many  of  the  unwanted  effects  common  to  all 
;:ortisone-like  drugs,  discrimination  should  always  be 
:xercised  in  administering  ARISTOCORT®  Triamcino- 
ane.  Any  of  the  Cushingoid  effects  are  possible,  as  are 
jiurpura,  G.l.  ulceration,  increased  intracranial  pres- 
sure and  subcapsular  cataract.  Corticosteroids  gen- 
ijrally  may  mask  outward  signs  of  bacterial  or  viral 
nfections.  Catabolic  effects  to  watch  for  include 
^Tuscle  weakness  and  osteoporosis.  Weight  loss  may 
jjccur  early  in  treatment  but  is  usually  self-limiting. 
\iontraindications:  While  the  only  absolute  contra- 
ihdications  are  tuberculosis,  herpes  simplex  and 
I hicken  pox,  there  are  some  relative  contraindications 
' :eptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 

MAXIMUM  STEROID  BENEFIT-MINIMUM  STEROID  PENALTY 


Triamcinolone 


1 mg.,  2 mg.,  4 mg.  or  16  mg.  tablets 


3'EDERLE  laboratories  . A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


DON'T  PUSH!  AWAIT  YOUR  TURN 

All-in-all,  general  practitioners  are  not  ap- 
preciated by  the  faculties  of  Medical  schools 
or  even  by  the  staffs  of  most  hospitals. 
Often  they  are  treated  in  the  United  States 
much  as  they  are  in  England,  Austria,  Ger- 
many and  other  states  which  harbor  state 
medicine  — they  may  bring  the  patient  to 
the  hospital  door  and  leave  him  to  the  lov- 
ing care  of  the  staff  of  the  hospital. 

This  situation  is  not  always  true.  A few 
hospitals  make  a place  for  the  generalist 
that  compares  favorably  with  other  depart- 
ments of  the  staff;  a situation  which  pays 
dividends  to  both  the  generalist  and  the 
hospital.  This  has  been  true,  for  example, 
of  the  Lincoln  General  Hospital  throughout 
all  its  years  of  existence.  General  Medicine 
has  a section  of  the  staff,  elects  its  chairman 
and  the  chairman  is  a full  fledged  member 
of  the  executive  committee. 

It  often  occurs  to  the  writer  that  very 
few  of  those  who  sit  in  the  ivory  towers, 
so  to  speak,  could  equal  the  quality  of  work 
and  devotion  to  their  patients  shown  by  the 
general  practitioner.  We  wonder  whether 
the  boys  in  the  ivory  towers  should  not  be 
urged  to  come  down  from  their  high  posi- 
tions and  spend  two  or  three  weeks  with  one 
of  our  good  general  practitioners  to  learn 
many  things  they  may  have  forgotten.  This 
could  be  done  every  two  or  three  years.  It 
would  not  only  teach  the  teachers  but  result 
in  a much  greater  respect  for  the  generalist. 


AN  UNUSUAL  RECRUITMENT 
PROGRAM 

An  informative  letter  from  Mr.  Airnien 
Shahbazian,  secretary  of  the  Nebraska  chap- 
ter of  the  Student  AMA,  recently  came  to  the 
editor’s  desk.  It  seemed  wise  to  treat  the 
subject  editorially  so  that  every  member  of 
the  Nebraska  State  Medical  Association 
might  be  cognizant  of  the  activity  and,  if 


possible,  give  whatever  help  he  can  to  pro- 
mote this  activity.  Mr.  Shahbazian  has  out- 
lined the  program  so  well  in  the  letter  that 
its  publication  will  impart  the  necessary 
information.  The  letter  follows,  and  we 
trust  every  member  will  take  notice : 

Dr.  George  W.  Covey 
2900  Jackson  Drive 
Lincoln  2,  Nebraska 

Dear  Dr.  Covey: 

Beginning  Fall  1964,  the  chapter  of  Student 
American  Medical  Association  of  the  University  of 
Nebraska  College  of  Medicine,  will  be  embarking 
on  an  unusual  high  school  medical  education  pro- 
gram. This  program  has  received  the  approval  of 
the  Nebraska  State  Medical  Association  and  its 
education  committee,  the  Dean  of  the  University 
of  Nebraska  College  of  Medicine,  the  public  rela- 
tions department  and  educational  committee  of  the 
Nebraska  State  Medical  Association,  the  Douglas 
County  Medical  Society,  and  the  Nebraska  Chapter 
of  the  American  Academy  of  General  Practice. 

The  program  consists  essentially  of  two  medical 
students  touring  the  Class  A and  the  Class  B high 
schools  throughout  the  state  with  an  accompanying 
film  titled,  “The  Making  of  a physician.”  This 
film  was  produced  by  the  Student  American  Medi- 
cal Association  under  the  auspices  of  the  American 
Medical  Association.  This  film  is  the  first  of  a 
three-part  series  which  is  now  in  production.  The 
first  part  deals  with  pre-medical  and  medical  stud- 
dents,  illustrating  their  course  of  studies  and  ex- 
periences. The  second  and  third  parts  deal  with 
the  intern-year  and  the  first  years  in  the  life 
of  a new  physician,  respectively  . . . There  is  also 
another  film  which  we  are  at  this  time  ti'ying  to 
procure.  This  film  was  produced  at  the  Creigh- 
ton School  of  Medicine  here  in  Omaha. 

The  purpose  of  this  program  is  to  stimulate  an 
interest  in  our  high  school  students  to  consider  a 
career  in  medicine  or  its  paramedical  fields.  In  the 
past  we  seem  to  have  been  losing  some  of  our  better 
high  school  students  to  the  fields  of  engineering 
and  the  space  sciences.  While  these  fields  are  of 
great  importance  to  the  future  and  growth  of  our 
country,  we  must  not  let  the  quality  of  our  medical 
practices  falter.  We  feel  that  with  this  program 
we  may  be  able  to  stimulate  this  medical  interest 
and  answer  any  questions  these  students  may  have. 
It  is  in  general  agreement  that  we,  as  medical 
students,  will  be  able  to  talk  to  these  high  school 
students  more  on  their  own  level  and  we  may 
well  be  able  to  understand  their  problems  some- 
what better  than  a practicing  physician  . . . 

Yours  truly, 

A.  A.  Shahbazian,  Secretaiy 
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THE  TREE  OF  HIPPOCRATES 

On  the  Island  of  Cos  there  stands  a tree 
30  feet  in  diameter  and  of  great  antiquity. 
Legends  say  Hippocrates  sat  under  this  tree 
about  400  B.C.,  and  taught  his  students.  The 
tree  is  called  a plane  tree  and  is  said  to  be 
much  like  the  American  sycamore. 

Hr.  Ralph  Greer,  Lagrange  Park,  111.,  act- 
ing director  of  the  Council  on  Postgraduate 
Programs  has  a personal  friend.  Dr.  Thomas 
Doxiades,  in  Athens,  personal  physician  to 
the  royal  family,  and  an  honorary  member 
of  the  AIMA.  ^Ir.  Greer  wrote  to  Dr.  Doxi- 
ades asking  if  it  be  possible  to  get  a piece 
of  wood  from  this  tree,  suitable  for  the  mak- 
ing a gavel. 

Dr.  Doxiades  entreated  the  help  of  the 
mayor  of  the  Island  of  Cos  and  obtained  a 
five-pound  piece  of  wood  from  one  of  the 
branches  of  this  tree.  This  was  carefully 
crated  and  entrusted  to  the  hand  of  the 
Lady-in-waiting  to  Her  Majesty  the  Queen 
of  Greece  when  she  left  for  the  United  States 
to  attend  the  funeral  of  the  late  President 
Kennedy.  The  wood  was  shipped  from  New 
York  directly  to  i\Ir.  Greer,  who,  upon  its 
arrival,  turned  it  over  to  Dr.  John  C.  Xune- 
maker  of  Evanston,  111. 

Dr.  Xunemaker  is  associate  secretary  to 
the  Council  on  Medical  Education  of  the 
AMA.  He,  in  turn,  made  the  gavel  in  his 
basement  workshop. 

The  gavel  was  presented  to  the  Council  on 
Postgraduate  Programs  during  its  Scientific 
Awards  dinner  in  the  Mark  Hopkins  Hotel. 
It  rested  in  a velvet-lined  leather  box.  Af- 
fixed to  the  inside  of  the  cover  of  the  box 
was  a printed  card,  reading; 

“The  head  of  this  gavel  was  fashioned 
from  wood  from  the  plane  tree  of  Hippoc- 
rates on  the  Island  of  Cos.” 


ORIGIX  OF  THE  AMA  SCIEXTIFIC 
EXHIBIT 

From  the  Daily-Bulletin  of  the  AMA  for 
June  24,  1964,  we  learn  that  the  originator 
of  the  A1\IA-Scientific  Exhibit  was  the  now 
95-year^ld,  Ohio  physician.  Dr.  Herbert 


l\Iorris  Platter  of  Columbus.  Dr.  Platter 
arranged  the  first  AMA-Scientific  Exhibit 
for  the  meeting  of  the  association  in  Colum- 
bus, in  1899.  At  that  meeting  more  than  700 
pathologic  specimens  were  shown.  The  doc- 
tor received  an  award  for  this  activity,  at 
the  1964-meeting  of  the  AMA,  in  San  Fran- 
cisco. The  award  was  bestowed  by  the 
Council  on  Postgraduate  Programs  during 
its  second  AMA  Scientific  Awards  Banquet, 
on  June  24th. 

In  the  65  years  since  the  first  Scientific 
Exhibit,  this  educational  program  has  grown 
and  developed  into  one  of  the  most  interest- 
ing and  instructive  to  be  found  at  the  AIMA 
or  elsewhere. 

This  year  there  were  more  than  250  scien- 
tific exhibits  on  a wide  range  of  medical 
subjects.  From  a new  method  of  treating 
cerebral  aneurysms,  to  a new  liver  function 
test  based  on  the  amount  of  guanase  in  the 
blood,  to  the  genetics  of  phenylketonuria,  to 
the  use  of  the  laser  light  in  treating  mela- 
noma, to  a new  method  of  breath  analysis, 
and  even  to  transplantation  of  limbs  and 
other  organs  in  animals  that  have  been  spe- 
cially treated  by  trading  certain  tissues  such 
as  spleen,  without  the  use  of  drugs  to  sup- 
press the  natural  immunity  response,  etc., 
etc.  One  can  find  almost  any  subject  in 
which  he  is  interested  and  could  profitably 
spend  a whole  session  among  these  exhibits. 

Dr.  Platter’s  idea  of  Scientific  Exhibits  has 
certainly  paid  off  and  he  merits  any  award 
he  may  have  received. 


A GLIMPSE  OF  THE  AMA 
COXVEXTIOX,  1964 

Many  highlights  of  the  AMA  Conven- 
tion’s scientific  presentations  are  worth  a 
brief  mention  to  identify  trends  in  ideas  and 
their  solutions,  but  space  forbids  extensive 
reviews  or  complete  coverage.  A few  items 
are  taken  from  both  scientific  exhibits  and 
papers  that  were  read. 

Dr.  John  F.  Briggs  of  St.  Paul,  Minn., 
spoke  on  the  subject  of  “Taking  the  Ire 
Out  of  Retire.”  His  purpose  was  to  empha- 
size the  bane  of  retirement  on  a chronological 
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rather  than  biological  basis.  The  retired 
husband  develops  frustrations  expressed  in 
physical  complaints  matched  in  the  wife  by 
emotional  disturbances  he  termed  the  “Ired 
Wife  in  the  Retired  Life.”  The  wife  emerges 
from  placid  and  comfortable  fifties  into  the 
“sad  sixties”  when  she  suddenly  appears  fre- 
quently at  her  physician’s  office  with  multi- 
ple complaints  not  based  on  any  recognizable 
physical  defects. 

A rather  popular  field  in  research  seemed 
to  be  organ  transplantation.  Nineteen  re- 
ports on  various  aspects  of  this  subject  were 
made  at  the  Research  Forum.  In  addition 
there  were  two  exhibits  based  on  tissue 
transplantations. 


Current  Comment 

Fewer  General  Practitioners — 

The  Hahnemann  Medical  College,  in  June 
1964,  graduated  92  new  physicians.  An  edi- 
torial in  the  Pennsylvania  Medical  Journal 
states  that  the  size  of  the  class  is  not  news- 
worthy in  itself.  What  is  interesting  is  the 
statistics  the  school  has  come  up  with  show- 
ing how  the  career  interests  of  this  group 
changed  while  the  students  were  in  medical 
school.  On  admission  as  freshmen,  35  per 
cent  of  this  recently  graduating  class,  indi- 
cated that  they  wanted  to  become  general 
practitioners.  At  the  time  of  graduation  only 
23  per  cent  of  this  same  group  wanted  to  be 
generalists.  Instead  of  one  of  three  heading 
for  general  practice,  the  number  has  changed 
to  one  in  four. 

This  change  of  interest  with  a lessening 
of  interest  in  general  practice  was  accom- 
panied by  an  increasing  interest  in  other 
specialties.  Upon  entering  medical  school, 
seven  per  cent  of  the  students  indicated  that 
they  wanted  to  become  internists.  On  grad- 
uation day  this  number  had  increased  to  17 
per  cent.  Interest  in  radiology  increased 
from  one  to  four  per  cent  and  in  pediatrics, 
from  3.5  to  9 per  cent. 

This  change  in  student  interest  in  general 
practice  is  not  limited  to  the  Hahnemann 
Medical  School  and  seems  to  be  a universal 
situation  at  all  schools.  The  student  inter- 


est in  general  practice  is  there  originally, 
but  it  dies  out  over  the  years  of  medical 
education.  Much  has  been  written  about 
this  change,  both  pro  and  con. 

Fatal  Accidents  Increase — 

Present  indications  are  that  accidents  will 
take  appreciably  more  than  the  100,000  lives 
lost  in  the  United  States  in  recent  years. 
1964  is  expected  to  be  the  third  successive 
year  to  show  an  increased  toll.  The  upward 
trend  reflects  mainly  the  continuous  rise  in 
deaths  from  motor  vehicle  accidents. 

The  Statistical  Bulletin  indicates  that  the 
number  of  people  killed  in  motor  vehicle  ac- 
cidents rose  from  a little  more  than  38,000 
in  1961  to  nearly  41,000  the  following  year, 
and  further  to  about  43,000  in  1963.  Indica- 
tions are  that  this  cause  of  death  will  in- 
crease 13  per  cent  in  1964  over  the  1963  fig- 
ures. Motor  vehicle  accidents  account  for 
a larger  proportion  of  the  total  accident  mor- 
tality at  all  periods  of  life. 

Falls,  claiming  nearly  20,000  lives  a year, 
rank  second  as  the  cause  of  accidental  death 
among  both  males  and  females  at  all  ages 
combined.  At  age  of  65  and  over,  falls  were 
the  leading  cause  of  fatal  injury  by  a con- 
siderable margin. 

The  third  leading  cause  of  accidental 
death,  claiming  nearly  8,000  lives  a year, 
is  fire,  most  often  sustained  in  conflagra- 
tions. The  death  toll  from  this  cause  is 
largest  among  the  very  young  and  the  aged. 
Among  miscellaneous  but  significant  causes 
of  accidental  death  are  drownings,  fireai-m 
accidents  and  poisoning. 


Renal  Tubular  Necrosis  AHer  Oral  Chole- 
cystography — R.  A,  Malt,  H.  G.  Olken, 
and  W.  J.  Goade,  Arch  Surg  87:754 
(Nov.)  1963. 

Tubular  necrosis  of  the  kidney  and  death 
following  ingestion  of  two  4.5  gm  doses  of  a 
cholecystographic  agent,  bunamiodyl,  is  re- 
ported. Mechanisms  to  account  for  the  tox- 
icity of  widely  used  contrast  media  in  this 
and  five  similar  cases  are  proposed. 
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Comments  From  Your  President 


The  entire  medical  world  was  saddened 
by  the  death  of  our  President  of  the  AMA, 
Dr.  NoiTnan  Welch.  Dr.  Welch  suffered  his 
cerebral  hemorrhage  the  date  of  the  adverse 
vote  in  the  Senate  on  the  King-Anderson  Bill 
and  death  occurred  the  next  day.  \Miile  this 
was  not  the  cause  of  his  hemorrhage,  none- 
the-less,  I cannot  help  feeling  that  this  was 
a contributing  factor.  Since  his  induction 
as  President,  most  of  Dr.  Welch’s  time  and 
effort  was  spent  in  combating  socialistic 
legislation  and  defending  free  enterprise. 
He  was  just  as  dedicated  to  a cause  as  were 
martyrs  of  the  past.  His  efforts  in  our  be- 
half shall  long  be  remembered  and  we  shall 
always  be  grateful  and  appreciative. 

Dr.  Donovan  Ward,  our  neighbor  from 
Dubuque,  Iowa,  has  assumed  office  and  his 
work  will  be  doubly  difficult  because  of  the 
lack  of  his  year  of  indoctrination  as  President- 
Elect.  It  is  therefore  important  that  we 
double  our  efforts  in  behalf  of  the  AMA. 
Dr.  Ward  may  depend  on  the  Nebraska  State 
Medical  Association  for  full  support  and 
cooperation. 

The  momentum  of  the  activities  of  the 
Nebraska  State  Medical  Association  has 
rapidly  increased  and  we  are  now  in  full 
gear.  Committee  meetings  average  two  a 
week  and  efforts  are  being  made  to  secure 
good  representation  from  the  NSI\IA  to  the 
various  National  Conferences.  These  are 
usually  conducted  by  the  AMA  and  are  gen- 
erally held  in  Chicago.  There  were  eight 
from  Nebraska  in  attendance  at  the  Public 
Relations  Conference  held  in  Chicago  the 
last  part  of  August.  This  was  an  excellent 
conference  and  several  ideas  will  be  utilized 
by  the  NSMA  during  the  course  of  the  next 
year. 

It  is  apparent  that  there  is  an  increase  in 
political  interest  by  members  of  the  NSMA 
and  this  is  as  it  should  be.  The  response  to 
the  request  to  contact  our  Congressmen  in 


behalf  of  voting  against  the  King-Anderson 
Bill  was  gratifying.  We  urge  that  this  in- 
terest continue  during  the  fall  campaign.  It 
is  even  more  important  to  continue  an  active 
interest  and  support  to  those  legislators  who 
are  favorable  to  the  ideologj’  of  the  medical 
profession.  It  behoves  eveiy  doctor  in  the 
state  to  determine  the  feelings  of  the  can- 
didates in  his  district  concerning  matters 
vital  to  the  advancement  of  the  high  stand- 
ards and  quality  of  medicine  in  Nebraska. 
When  this  has  been  determined,  then  vote 
for  and  actively  work  for  such  a candidate. 
Furthermore,  during  the  legislative  year, 
continue  to  support  and  work  for  such  a 
candidate.  Continue  also  to  offer  your  in- 
valuable advice  on  medical  matters  by  cor- 
respondence and  personal  interviews.  When 
honesty  and  the  elevation  of  the  high  stand- 
ards of  medical  practice  are  the  motivating 
factors  in  such  political  activity,  only  good 
can  come  to  the  profession. 

Richard  E.  Garlinghouse, 
President. 
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ARTICLES 


Drumstick  Phenomenon 
Seen  In  Males 


IN  1949  Barr  and  Bertram 
opened  a wide  field  of  interest 
and  investigation  by  discover- 
ing sex  dimorphism  in  the  neurons  of  cats. 
They  observed  a special,  dense,  pyknotic  mass 
of  chromatin  in  the  nucleus  of  female  cells 
but  not  in  male  cells.  This  chromatin  body 
has  become  known  as  the  Barr-body  or  sex- 
chromatin. 

In  squamous  cells  this  mass  is  adherent  to 
the  inner  surface  of  the  nuclear  membrane 
and  reacts  positively  with  Feulgen  stain. ^ 
Under  favorable  circumstances  sex  chromat- 
in can  be  identified  in  most  female  nuclei 
(60-80%)  ^>2  from  virtually  every  tissue  of 
the  body.® 

Although  direct  proof  is  still  lacking, 
there  is  a great  deal  of  evidence  indicating 
that  the  heavy  chromatin  mass  found  in  the 
female  is  derived  from  the  X chromosome.^ 

It  is  not  my  purpose  to  discuss  the  nature 
of  sex  chromatin.  I am  concerned  with  the 
so-called  “Drumstick”  phenomenon. 

Review  of  Literature 

Davidson  and  Smith  investigated  sex 
chromatin  in  the  peripheral  blood  and  found 
in  mature  leucocytes  a protrusion  of  1-1.5 
microns  in  diameter  with  rounded  head  con- 
nected with  a slender  stalk.  They  found  this 
drumstick-shaped  protrusion  almost  exclu- 
sively in  females  and  very  rarely  in  males.® 

Subsequent  extensive  investigation 
throughout  the  world  has  resulted  in  quite 
contradictory  numerical  values  for  drum- 
sticks in  leucocytes.  Davidson  and  Smith 
found  six  drumsticks  in  500  cells.  Briggs 
states  that  he  happened  to  examine  500  neu- 
trophils without  seeing  any  drumsticks.® 
Hienz  found  8-10  drumsticks  in  500  females 
while  in  males  only  2 - 3.'^  He  also  described 
different  forms.  Davidson,  Fowler  and 
Smith  found  drumsticks  in  males  as  well  as 
in  females  of  chimera  twins.®  Briggs  points 
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out  the  importance  of  sessile  nodules  which 
would  have  the  same  significance  as  the 
nuclear  satellite.®  While  most  authors  con- 
firm the  original  publication,®  others  found 
similar  protrusions  firmly  attached  to  the 
nucleus  by  a thicker  stalk,  which  may  be 
found  in  cells  of  either  sex,  although  mostly 
in  smears  from  females.®  Briggs  and  Kup- 
perman^®  accept  the  six  drumsticks  in  500 
cells  as  characteristic  for  females;  others 
state  that  the  conditions  in  which  the 
chromatin  mass  becomes  rounded  and  pro- 
jects from  the  nucleus  as  a drumstick 
could  be  a trivial  peculiarity.!^ 

Leucocyte  drumsticks  as  a criterion  of  fe- 
male sex  is  based  on  such  observations  as; 
“not  a single  characteristic  female  nuclear 
appendix  was  found  in  14,800  neutrophils  of 
male  origin.”!®  Some  authors  not  only  di- 
vide patients  into  male  and  female,  but  also 
divide  females  into  groups  in  terms  of  their 
drumstick  count.!®-  is,  4 Then  came  the  in- 
teresting observation  that  certain  individuals 
living  as  women  have  male  or  chromatin 
negative  cells  and  vice  versa.!® 

There  are  differences  in  the  description 
also.  One  author  describes  these  bodies  as 
compact,  another  mentions  a lighter  center, 
another  describes  racket  formation. !^ 
Felsch!®  declares  that  the  cause  of  the  nu- 
clear protrusion  in  female  segmented  neu- 
trophils is  still  not  satisfactorily  clarified. 
It  is  difficult  to  find  in  left  shifting  and 
has  not  been  demonstrated  in  the  inherited 
shift  to  the  left  of  the  Pelger  and  Huet  ano- 
maly.® It  is  their  opinion  that  since  leuco- 
cytes usually  contain  irregular  chromatin 
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aggregation  near  the  nuclear  membrane  in 
the  segment,  it  is  difficult  by  this  means  to 
distinguish  the  female  from  the  male.^ 

Several  papers  pointed  out  the  difficulty 
of  recognizing  drumsticks  by  parallel 
screening  and  suggested  that  leucocytes 
should  be  examined  in  connection  with  other 
tissues.^ 

Briggs  believes  that  the  number  of  the 
drumsticks  is  constant  in  each  individual. 
This  opinion  is  shared  by  Tomonaga.i^  who 
adds  that  a change  in  drumstick  count  in 
chronic  granuloid  leukemia  gives  rise  to 
speculation  because  the  leukemias  arise  from 
disturbances  within  the  cell  nucleus.  In  re- 
lapse the  count  became  low  and  increased 
rapidly  during  treatment,  returning  to  nor- 
mal in  remission.  Daugherty  found  a lot  of 
protrusion  after  Cortisol  treatment. 

Observations  on  man  and  rabbits  several 
times  failed  to  confirm  the  sex  from  the 
smear.  Either  it  was  false  or  the  observer 
could  not  decide  whether  or  not  a drumstick 
was  present.^®'  It  is  also  possible  that  two 
experimenters  differ  in  judgment.^®- 

Caliezi^*  mentions  how  difficult  it  is  to  dif- 
ferentiate between  real  and  pseudo  types 
and  to  decide  how  many  drumsticks  should 
be  present  for  identification  of  a female.  He 
asks  logically,  referring  to  the  original  pa- 
per, “How  should  then  we  judge  the  picture 
with  three  or  five  drumsticks?”  He  found 
drumsticks  also  in  males.  He  is  satisfied, 
however,  with  three  drumsticks  as  diagnostic 
of  females. 

Kosenowi®  also  found  drumsticks  in  males 
even  if  they  are  not  intensely  stained.  He 
believes  that  a simple  finding  of  drumstick 
alone  is  not  sufficient  to  the  diagnosis  of  a 
female. 

I observed  drumsticks  in  males,  and  this 
instigated  my  further  interest.  Either  the 
drumstick  is  rtpical  for  females,  and  then 
ONE  is  sufficient,  or  it  is  not.  I rechecked 
several  hundreds  of  blood  smears  from  males 
and  have  confirmed  my  obseiwation.  These 
observations  raise  the  questions : 

1.  Is  the  drumstick  seen  only  in  females? 
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2.  Is  it  simple  degeneration  product 
seen  only  in  women  or  in  both  sexes 
and  mostly  in  hypersegmented  cells? 

3.  If  it  is  a female  characteristic,  then 
why  do  we  see  it  in  males  also  ? 

4.  If  it  is  sex-specific,  then  why  is  not 
one  single  drumstick  sufficient?  Why 
do  we  need  the  unscientific,  arbitrary 
6 in  500  cells?  (One  Koch  bacillus 
or  one  single  malaria  parasite  is  suffi- 
cient to  make  a diagnosis). 

5.  If  it  is  the  X chromosome,  why  can  it 
not  be  found  in  stem  cells  (myelo- 
blasts, myelocytes)  or  in  juvenile  or 
band  cells  or  in  all  other  white  cells  as 
well  as  in  the  segmented  leucocyte? 

6.  Why  is  it  increased  in  some  diseases 
with  increased  cell  destruction  when 
this  should  not  influence  the  question 
of  sex,  and  why  does  it  fluctuate  in 
granulocytic  leukemia  in  remission  or 
relapse  if  it  is  a true  sex  characteris- 
tic? 

laboratory  Method 

Routine  blood  smears  collected  from  250 
male  and  50  female  patients  hospitalized  for 
various  conditions,  were  stained  with  a 
j\Iay-Grunwald-Giemsa  stain.  After  thi-ee 
minutes  of  ]\Iay-Grunwald  fixation  and 
staining  and  one  minute  of  differentiation 
with  distilled  water  or  buffer  solution,  the 
staining  which  produced  best  visualization 
of  drumsticks  and  seemed  best  for  photog- 
raphy was  10  drops  of  Giemsa  solution  in 
10  cc  of  distilled  water  for  15-20  minutes. 
Some  slides  were  restained  several  times  un- 
til satisfactory  visualization  was  obtained. 

Results 

Smears  from  all  patients  regardless  of  sex 
or  disease  demonstrated  nuclear  protrusions. 
Some  of  these  are  illustrated  in  the  photo- 
gi-aphs  1-15. 

The  first  photogi*aph  shows  a nucleus 
with  the  most  striking  spherical  conglom- 
erate, of  which  almost  each  could  be  a drum- 
stick, if  protruded. 

Nebraska  S.  M.  J. 


It 


The  following  photos  (2,  3,  4)  are  the  con- 
tinuation and  representation  of  this  idea 
with  well  illustrated  intranuclear,  spherical, 
chromatin  masses  and  with  protrusions. 
Number  4 is  very  similar  to  the  drumstick 
while  number  5 represents,  in  addition  to 
protrusion,  several  digit-like  fragmentations 
with  toxic  granulation.  Numbers  6 and  7 
show  several  degenerative,  detritional  signs, 
and  in  number  7 in  almost  every  cell  there 
are  some  protrusions,  some  small  clubs. 
Number  8,  9,  10,  and  11  show  different 
drumstick-like  formations  and  protrusions. 
Number  12  shows  a racket  formation  with 


paler  center  and  number  13  an  elliptical  pro- 
trusion from  a lymphocyte,  while  numbers 
14  and  15  represent  two  females  with  drum- 
sticks. 

Discussion 

The  fragmentation  and  disintegration  of 
the  nucleus  during  aging  or  under  toxic 
influence  are  well  known. 20-21  in  the  lab- 
oratory, it  was  almost  routine  to  see  those 
protrusions,  with  or  without  stalk,  which  at 
that  time  were  interpreted  as  fragmentation, 
karyorrhexis  or  karyoschizis,  increasing  with 
the  severity  of  infections  and  toxic  influence. 
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The  fact  that  the  drumstick  could  not  be 
found  in  stem  cells  or  any  other  young  cells 
became  stimulating  when  in  other  tissue 
cells  the  X chromatin  could  be  easily  found. 

Then  I found  a cell  in  which  the  nucleus 
seemed  to  be  composed  of  numerous  spheri- 
cal chromatin  masses  bound  together  with 
stalks.  Similar  pictures  were  found  in  near- 
ly all  slides.  Visualization  depended  on 
staining  and  technique.  These  toxic  changes 
and  granulations  have  been  described  by 
many  authors,  and  by  me  also  in  1929-1930,21 
as  large  round  clumps  or  fragments  with 
different  shapes,  among  them  spherical,  ball- 
like masses.  Similar  obseiwations  were  made 
by  Jancso  on  the  reticuloendothelial  system 
while  working  with  arsenic  acid  and  India 
ink,  when  on  the  leucocytes  homogen,  dense 
spherical  fragmentation  and  disintegration 
were  found  as  a sign  of  severe  degeneration. 

The  spherical  form  is  not  new  to  the  cy- 
tologist.  Every  part  of  the  nucleus  or  cyto- 
plasm demonstrates  this  form  while  degen- 
erating or  dying. 

At  the  end  of  my  observations,  I became 
aware  that  the  protrusions  had  been  more 
numerous  with  one  patient  with  diabetes 


mellitus,  with  polycythemia  and  chronic 
IjTnphoid  leukemia,  which  finding  deserves 
further  observation. 

M.  Bessis,22  describing  the  karyoschizis, 
writes  the  following ; “This  term  is  applied  to 
little  pedunculated  buds  attached  to  the  nu- 
cleus. Their  presence  in  large  number  gen- 
erally indicates  a grave  toxic  or  infectious 
process  such  as  metastatic  cancer,  tubercu- 
losis in  its  last  stage,  and  so  forth.  These 
malformations  of  the  nucleus  when  found  in 
the  absence  of  any  other  change  in  the  blood, 
ought  to  suggest  the  presence  of  a serious 
disease. 

“Discombe  (1946)  has  described  ‘extru- 
sions’ of  nucleic  acid  from  the  nuclei  of 
granulocrtes  and  these  seem  to  be  identical 
with  karyoschizes.  He  points  out  that  these 
little  granules  can  exceptionally  be  liberated 
into  the  body  of  the  cytoplasm,  that  the  ‘ex- 
trusions’ are  not  seen  except  in  really  mature 
cells,  and  that  they  do  not  occur  in  granulo- 
cytes with  two  lobes  or  in  metamyelocytes. 

“Some  of  these  extrusions  have  perhaps  a 
special  but  non  - pathological  significance. 
Recently,  indeed,  Davidson  and  Robertson 
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Smith  (1954)  have  drawn  attention  to  dif- 
ferences in  the  morphology  of  the  granulo- 
cyte nucleus  associated  with  sex.  They  have 
shown  that  the  chromatin  condensations  are 
less  numerous  and  less  dense  in  women,  and 
above  all,  they  place  emphasis  on  the  pres- 
ence of  a round  extrusion,  about  1.5  microns 
in  diameter,  connected  to  the  nuclear  lobes 
by  a fine  filament.  This  structure  is  seen  in 
only  about  50%  of  neutrophil  leucocytes 
in  women,  but  does  not  occur  at  all  in  the 
male.  These  interesting  observations  de- 
serve confirmation.” 

Summary 

Several  hundred  slides  from  250  males 
and  50  females  were  checked  for  the  presence 
of  drumsticks  in  their  leucocytes.  Drum- 
stick-like nuclear  protrusions  were  found  in 
all  males.  They  were  never  seen  in  young 
or  stem  cells.  The  protrusions  have  been  more 
numerous  in  diabetes  mellitus,  polycythemia 
and  chronic  lymphoid  leukemia  (maybe  in 
several  more  diseases),  which  deserve  fur- 
ther observations. 

Since  nuclear  protrusions  were  found 
only  under  conditions  of  toxicity  and  ma- 
turity when  karyorrhexis  is  always  greater 
regardless  of  the  sex  of  the  patient,  it  seems 
more  logical  to  consider  drumsticks  a product 
of  nuclear  disintegration  than  as  an  affirma- 
tion of  the  presence  of  the  X chromosome. 

The  author  is  indebted  to  Mr.  Adam  K. 
Seager,  Veterans  Administration  Hospital, 
Grand  Junction,  Colorado,  for  his  excellent 
technical  assistance  in  microphotogi’aphy. 
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Fetal  Response 
to  Maternal 
Medication* 

A REVIEW 

The  tragic  thalidomide  experi- 
ence has  focused  attention  on 
the  potential  hazards  associated 
with  the  indiscriminate  use  of  drugs  in  preg- 
nant women.  As  a result,  the  medical  pro- 
fession as  well  as  the  laymen  have  become, 
and  rightly  so,  skeptical  about  the  use  of 
all  medications  during  pregnancy.  The  per- 
tinent literature  concerning  the  effects  of 
certain  drugs  on  the  fetus  is  scattered 
throughout  the  journals  of  various  fields, 
both  domestic  and  foreign,  and  is  frequently 
unavailable  or  unnoticed  by  the  clinician. 

This  paper  is  presented  as  a review  of 
these  data.  It  is  hoped  that  the  group  here 
today  will  enter  into  the  discussion,  fill  in 
data  inadvertently  omitted,  and  reveal  clin- 
ical experiences  with  drugs  used  during 
pregnancy. 

Hormones 

iMasculinization  in  the  fetus  can  occur 
from  the  use  of  three  groups  of  compounds, 
namely,  frankly  androgenic  compounds, 
the  progesterone  group  of  drugs,  and  one 
of  the  synthetic  estrogens,  stilbesterol.^® 
Black  and  Bentley®  and  Grumbach  and  Du- 
charme^^  have  reported  masculinization  of 
the  fetus  by  androgenic  substances  when 
given  during  pregnancy.  There  are  no  in- 
dications for  their  use  during  pregnancy 
and  by  all  means  should  be  avoided.  These 
authors  have  observed  enlargement  of  the 
clitoris  and  swelling  of  the  labia  even  when 
administered  after  the  12th  week.  These 
changes  are  usually  reversible  but  it  may 
be  18  to  20  months  before  the  clitoris  ap- 
pears normal  in  size.® 

The  synthetic  progestins  are  known  to 
produce  masculinization.®’^’  ®*  Comparative 
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studies  in  rats  showed  that  ethenyl-19-nor- 
testosterone  (Norlutin),  medroxyprogester- 
one (Provera)  and  Enovid  had  rather  marked 
masculinization  effects  on  the  female  off- 
spring similar  to  those  produced  by  testos- 
terone propionate.^’^  A relatively  high  inci- 
dence of  partial  masculinization,  character- 
ized by  enlargement  of  the  clitoris  and  vary- 
ing degrees  of  fusion  of  the  labioscrotal 
folds  has  been  reported  following  high  doses 
of  progestins  during  pregnancy.  Progestins 
known  to  masculinize  should  be  avoided  dur- 
ing pregnancy. 

Stilbestrol  when  given  alone  or  in  combin- 
ation with  progestins,  contrary  to  what 
might  be  expected,  has  produced  masculin- 
ization.* Large  doses  have  been  known  to 
produce  gross  malformations.®^ 

Vitamins 

Large  doses  of  Menadione  USP  (fat  solu- 
ble K3)  and  its  water  soluble  vitamin  K 
analogues  can  produce  hemolytic  anemia, 
hyperbilirubinemia  and  brain  damage  (ker- 
nicterus)  in  the  newborn  when  given  par- 
enterally  prior  to  delivery.**- Severe  jaun- 
dice, particularly  in  the  premature  baby,  has 
been  noted  when  large  doses  are  given  to  the 
mother. 

Although  vitamin  K preparations  appear 
to  be  effective  in  preventing  hemorrhagic 
disease  of  the  newborn,  it  is  best  to  avoid 
giving  vitamin  K preparations  to  the  mother 
and  administer  them  to  the  infant  instead. 
Fat  soluble  menadione  or  its  water  soluble 
derivitives  are  to  be  avoided.  Phytonadione, 
U.S.P. ; Mephyton  (Merck);  Konakion 
(Roche)  ; Mono-Kay  (Abbott),  may  be  given 
at  birth  in  a dose  of  0.5  mg  to  1 mg  parenter- 
ally  or  1 to  2 mg  by  mouth.  In  the  event 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologric  Society  Meeting.  Las  Vegas,  Nevada,  December  6-7, 
1963. 
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of  hemorrhagic  disorders,  the  dosage  may 
need  to  be  repeated,  and  larger  doses  are 
generally  necessary  if  the  mother  has  been 
receiving  anticoagulant  therapy.^'’ 

Many  multiple  oral  vitamin  supplements 
containing  small  doses  of  vitamin  K are 
used  during  the  prenatal  course.  The  safety 
of  these  supplements  has  not  been  estab- 
lished, nor  have  they  been  proven  to  be  harm- 
ful. 

Iodine  and  Antithyroid  Drugs 

Iodine  will  traverse  the  placenta  and  is 
taken  up  by  the  fetal  thyroid  after  approxi- 
mately the  12th  week  of  gestation.  This 
storage  of  iodine  can  produce  marked  res- 
piratory distress  and  even  death  of  the  new- 
born.^ Galina^i  reported  two  newborns  who 
died  of  respiratory  death  due  to  goiter.  The 
mothers  of  these  infants  received  a prepara- 
tion containing  potassium  iodide  during 
their  prenatal  course  for  relief  of  asthma. 
Preparations  containing  potassium  iodide 
should  be  given  to  women  with  extreme  cau- 
tion. 

PowelP®  collected  22  cases  of  fetal  goiter 
produced  by  iodides  taken  during  pregnancy ; 
17  were  found  in  the  literature  and  he  added 
5 unpublished  cases.  Of  the  22  cases  8 were 
fatal.  He  lists  iodide-containing  drugs  that 
have  induced  suffocative  goiter  as  follows : 


Drug  Cases 

Saturated  Solution  K.I. 9 

Lugol’s  Solution 5 

Telsol  (I’odopyrine)  3 

Quadrinal  3 

Mudrane  1 

Unknown  Iodide 1 


22 

Thiouracil  and  thiouracil  derivitives  have 
caused  goiter  in  the  fetus  when  administered 
to  the  mothers  in  excessive  doses.^-®  Some 
infants  may  be  born  with  enlarged  thyroids 
not  sufficiently  large  to  produce  obstruction, 
but  with  hypothyroidism  sufficient  to  effect 
neonatal  development.  Iodides  and  anti- 
thyroid drugs  are  secreted  in  the  milk,  there- 
by making  breast  feeding  inadvisable  if  the 
mother  is  taking  these  drugs. 

Vaccines 

The  effect  of  live  (attenuated  virus) 
measles  vaccine  on  the  developing  fetus  is 


not  known,  and  it  is  not  recommended  dur- 
ing pregnancy.  As  a matter  of  fact,  pi’eg- 
nancy  has  been  listed  as  a contraindication 
for  its  use.®®  It  is  not  effective  in  the  pre- 
vention of  German  measles,  nor  can  it  avert 
congenital  anamalies  observed  after  German 
measles  during  the  1st  trimester. 

The  inactivated  (killed)  virus  vaccine  has 
no  contraindications,  except  in  the  patient 
who  has  a history  of  marked  sensitivity  to 
egg  products.  Many  vaccines  are  made  from 
the  virus  grown  in  chick  embryo  tissue 
culture. 

Vaccination  for  small-pox  during  preg- 
nancy should  be  avoided  whenever  possible. 
Naidoo  and  Hirsch®'^  report  a case  of  neo- 
natal death  following  primary  vaccination 
late  in  the  second  trimester.  The  expectant 
mother  developed  a severe  local  reaction  fol- 
lowed by  constitutional  upset.  She  delivered 
prematurely  eight  weeks  later.  The  newborn 
had  marked  skin  involvement  and  died  two 
hours  later.  At  autopsy,  vaccina  virus  was 
isolated  from  the  skin,  placenta,  kidneys, 
lungs,  liver,  adrenals  and  the  spleen.  Other 
authors  report  similar  experiences  and  ad- 
vise against  smallpox  vaccination  during  any 
trimester  of  pregnancy  unless  the  chances  of 
the  mother  contracting  small-pox  are  very 
high.®*-!’^ 

Sulfonamides  and  Antibiotics 

Certain  sulfonamides  displace  the  protein- 
bound  bilirubin  from  the  plasma,  which  may 
result  in  the  production  of  kernicterus.®® 
Sulfisoxazole  diethanolamine  (Gantrisin) , 
sulfamethoxypridazine  (Kynex),  and  sulfadi- 
methoxine  (Madribon  and  Midicel)  have 
been  known  to  be  toxic  to  the  newborn  infant 
and,  when  given  to  the  mothers  during  labor, 
remain  in  the  infant’s  blood  for  several  days 
following  delivery.25. 3o,  5i  Sulfonamides  are 
particularly  contraindicated  in  premature 
labor  and  especially  in  conditions  that  pre- 
dispose to  neonatal  jaundice  such  as  the  Rh 
antibodies.  They  should  be  avoided  at  or 
near  term  and  just  before  or  during  delivery. 

Salicylates  and  caffeine  benzoate  are  also 
known  to  dissociate  bilirubin  from  albumin.®® 
Salicylates  do  reach  the  fetus.  Jackson^® 
found  salicylates  in  the  umbilical  cord.  He 
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also  found  abortion  following  suicidal  at- 
tempts with  aspirin. 

Tetracyclines  should  not  be  used  during 
the  last  trimester  of  pregnancy  because  of 
possible  permanent  staining  of  the  develop- 
ing teeth.  iMadison®^  reported  a case  in 
which  there  was  presumptive  evidence  that 
tetracycline  hydrochloride  taken  by  a preg- 
nant woman  for  her  acne,  crossed  the  pla- 
centa and  was  deposited  in  calcifying  fetal 
teeth,  producing  yellow  staining. 

Pregnant  women  with  kidney  disease  may 
develop  azotemia  and  other  signs  of  renal  in- 
sufficiency following  the  use  of  tetracy- 
clines.Reversible  renal  tubular  dysfunc- 
tion has  been  noted  following  the  admini- 
stration of  outdated  and  degraded  tetra- 
cyclines.20-  23 

Oral  Antidiabetic  Agents 

Jackson^"  reported  that  chloropropamide 
(Diabinese)  in  doses  of  500  mg  daily  given 
to  19  pregnant  women  resulted  in  perinatal 
loss  in  14  or  74  per  cent.  On  August  21, 
1963,  the  manufacturers  of  Chlorproamide 
published  a letter  stating  that  the  drug  is 
contraindicated  in  pregnancj’  and  warned  of 
the  potential  hazard  of  its  use  in  women 
of  the  childbearing  age  who  may  become 
pregnant.^^ 

Tolbutamide  (Orinase)  has  been  used  dur- 
ing pregnancy  and  thus  far  there  appears  to 
be  no  risk  as  far  as  the  fetus  is  concerned. 
However,  this  does  not  assure  the  absence 
of  some  risk  to  the  fetus.  Oral  antidiabetics 
have  not  been  associated  with  congenital  ab- 
nonnalities.  The  manufacturers  have  sub- 
mitted complete  data  in  regard  to  Orinase 
to  the  FDA.  Phenformin  hydrochloride  does 
not  seem  to  be  hazardous  to  the  fetus. 

Adrenal  Steroids 

Cleft  palates  have  been  associated  A\dth 
large  doses  of  corticoids  given  during  the 
first  trimester  of  pregnancy.®  Although  this 
association  is  not  definitely  known,  cortisone 
and  cortisone  analogues  should  be  avoided 
during  the  first  trimester.®® 

Adrenal  failure  in  the  newborn,  although 
extremely  rare  and  inconclusive,  should  be 


kept  in  mind  if  large  doses  have  been  given 
and  particularly  if  used  up  to  the  time  of 
delivery. 

Antimetobolites 

Sodium  aminopterin  (4-amino-pheroyl- 
glutamic  acid)  has  been  used  for  therapeutic 
abortion.  It  produces  folic  acid  deficiency 
(folic  acid  antagonist)  resulting  in  intra- 
uterine death  and  congenital  anomalies.  In 
cases  where  abortion  failed  following  its 
oral  use,  live  malformed  fetuses  were  deliv- 
ered with  deformities  such  as  hydrocephalus, 
harelipe,  and  cleft  palate.  A meningoenceph- 
alocele has  also  been  reported.®® 

Two  cases  of  fetal  malformation  followed 
the  self  administration  of  aminopterin.  The 
two  women  were  able  to  purchase  the  drug  at 
a drug  store  without  a prescription.®®*  ®® 

Chlorambucil  (Leukeran),  an  alkylating 
agent,  when  administered  to  the  female  rat 
on  the  tenth  daj'  of  gestation,  has  resulted 
in  unilateral  or  bilateral  absence  of  the  kid- 
ney.®® Shotton  and  Monie®®  report  that  ab- 
sence of  both  the  left  kidney  and  ureter  in  a 
18-week-old  human  fetus  following  the  use 
of  chlorambucil  in  the  mother.  The  patient, 
a 27-year-old  married  white  woman,  was  suf- 
fering from  Hodgkins  disease  and  became 
pregnant  while  being  treated  with  chloram- 
bucil. 

The  Narcotic  Antagonists 

Nalorpine  hydrochloride  (Nalline-Merck) 
and  levallorphan  tartrate  ( Lorf an  - Roach) 
are  derivities  of  morphine.  Although  these 
drugs  combat  respiratory  depression  from 
over-dosage  or  a high  degree  of  susceptibility 
to  them,  they  should  be  avoided  in  the  de- 
pressed newborn  whose  respiratory  difficul- 
ty is  not  due  to  the  effects  of  narcotics.  They 
should  be  avoided  also  when  hypoxia  in  the 
newborn  has  been  mechanically  produced  by 
a complicated  delivery.  If  used  in  instances 
such  as  this  they  tend  to  have  a depressant 
action.  Routine  use  during  labor  is  not  indi- 
cated for  they  are  known  to  produce  in- 
creased respiratory  depression  in  the  new- 
born when  used  in  this  manner.®  Contraiy 
to  what  one  may  expect,  narcotics  when  com- 
bined with  the  narcotic  antagonists  do  not 
tend  to  prevent  respiratory  depression.®® 
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Respiratory  difficulty  in  the  newborn  due 
to  nasal  congestion  has  followed  the  use  of 
reserpine  (Serpasil)  in  maternal  toxemia. 
Prompt  treatment  with  decongestant  nose 
drops  is  indicated. “ 

Systemic  Trichomonacide 

Metronidazole  (Flagyl)  is  known  to  be  an 
effective  oral  trichomonacide.  Depression 
of  the  white  count  has  been  reported/®-  ^ 
but  no  serious  cases  of  blood  dyscrasia  have 
been  reported.  The  manufacturers  list  preg- 
nancy as  a contraindication  for  the  use  of 
the  drug.  Although  recent  reports  disclose 
no  ill  effects  to  the  fetus^®  when  given  to  the 
pregnant  woman,  it  seems  wise  not  to  use  it 
during  pregnancy  until  more  is  known  about 
its  action  on  the  human  fetus. 

Flagyl  is  excreted  in  the  breast  milk  in 
concentrations  comparable  with  those  in 
serum.  Consequently  it  should  be  avoided 
in  the  mother  who  is  breast  feeding  her 
infant. 

Nitrofurantoin  (Furadantin) 

The  possibility  of  injury  to  the  fetus  must 
be  considered  since  the  drug  does  have  side 
effects  of  a serious  nature.  This  warning  is 
issued  by  the  manufacturer  — “The  intra- 
venous use  of  Furadantin  Sodium  has  not 
been  adequately  explored  for  its  effect  upon 
the  fetus,  or  on  premature  infants  or  children 
under  twelve  years  of  age.”^®  No  warning 
has  been  issued  in  regard  to  the  use  of  the 
oral  preparation. 

Podophyllin 

In  obstetrics  and  gynecology,  podophyllin 
is  used  because  of  its  anti-mitotic  action  in 
the  treatment  of  condylomata  accuminata. 
When  taken  orally  it  acts  as  a cathartic  and 
has  been  incriminated  in  one  case  of  fetal 
malformation  with  multiple  deformities.^® 
Many  obstetrical  patients  have  been  known 
to  purchase  laxatives  over  the  counter.  Some 
of  these  remedies  may  contain  podophyllin 
among  many  other  ingredients.  Carters 
Little  Liver  Pills,  Ray-Mer-Lax  tablets  (Ray- 
mer)  and  Orolax  (Blue  Line)  all  contain 
podophyllin.  This  calls  for  inquiry  into  the 
laxative  habits  of  obstetrical  patients. 


Appetite-Depressing  Agents 
( Anti-Nauseants) 

Teratogenic  effects  have  not  been  asso- 
ciated with  the  use  of  amphetamine  drugs 
during  pregnancy.  We  have  found  them  to 
be  of  limited  value  and  have  abandoned 
their  use  in  favor  of  nutritious,  low  caloric 
diets  and  will  power  on  the  part  of  the  pa- 
tient. 

Oral  facial  defects  occurred  in  the  off- 
spring of  pregnant  rats  when  large  doses  of 
meclizine  hydrochloride  were  administered. 
The  manufacturers  of  Bonine  (brand  of 
meclizine  hydrochloride,  Pfizer)  point  out 
that  doses  used  in  inducing  abnormalities  in 
100  per  cent  of  rat  fetuses  were  in  excess  of 
the  equivalent  of  200  times  the  maximum 
dose  recommended  for  humans.  In  addition 
the  occurrence  of  abnormalities  decreased 
as  the  dose  was  lowered.  A dose  at  or  less 
than  25  times  the  equivalent  of  the  maximum 
dose  recommended  for  humans  produced  no 
abnormalities  in  the  same  strain  of  rats.®^ 

Bunde,  C.  A.  and  Bowles^®  in  a controlled 
survey  compared  the  relationship  of  treat- 
ment with  Bendectin  during  the  first  tri- 
mester of  pregnancy  and  congenital  abnorm- 
alities. Each  treated  patient  was  matched 
with  a control  whose  time  of  pregnancy  was 
approximately  the  same  and  who  was  deliv- 
ered by  the  same  physician  in  the  same  hos- 
pital. They  concluded  that  the  difference  be- 
tween 21  abnormalities  in  the  control  group 
and  11  in  the  treated  group  was  not  signifi- 
cant. 

Discussion 

The  occurrence  of  congenital  anomalies 
has  been  plaguing  the  medical  profession 
since  the  time  of  medical  history.  Since  the 
thalidomide  episode,  there  has  been  a con- 
centrated effort  to  trace  any  congenital  fetal 
mishap  to  the  use  of  a certain  drug  or  drugs 
during  pregnancy.  Many  drug  incrimina- 
tions have  been  based  on  animal  experimen- 
tation, on  a single  case  or  at  least  on  too  few 
cases  to  be  significant.  It  has  been  pointed 
out  that  a drug  not  teratogenic  in  animals 
may  be  so  in  man  and  a drug  teratogenic 
in  animals  may  not  be  so  in  man.^®  Never- 
theless, it  becomes  the  duty  of  every  physi- 
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cian  who  administers  to  pregnant  women  to 
consider  every  drug  given  as  an  experiment 
in  human  teratology^*  and  choose  his  medi- 
cation with  extreme  caution.  He  should  have 
unbiased  information,  gained  through  the 
medical  profession  concerning  the  action  of 
each  drug  he  uses.  That  this  may  not  always 
be  the  case  is  clearly  pointed  out  by  Dowl- 
ing.i“  In  a group  of  physicians,  when  ques- 
tioned regarding  a drug  they  had  recently 
prescribed  for  the  first  time,  48  per  cent 
stated  that  they  had  learned  about  it  from 
detail  men,  20  per  cent  from  direct-mail  ad- 
vertising and  8 per  cent  from  other  doctors. 

iMany  of  us  at  times  are  guilty  of  unsound 
reasons  in  selecting  a new  drug  for  use  in 
our  patients.  We  are  influenced  by  the 
availability  of  suggestive  advertisements,  the 
abundant  supply  of  samples  received  in  the 
mail  or  from  detail  men,  and  the  chance  re- 
mark of  a colleague  in  the  doctors  lounge. 
The  old  belief  that  the  patient  must  be  given 
“something”  for  every  complaint  out  of  fear 
that  she  may  think  that  “nothing  is  being 
done”  is  outdated.  Patients  today  accept 
reasonable  explanations  and  reassurance  as 
proper  therapy  for  many  of  their  complaints. 
The  tendency  to  prescribe  a new  drug  im- 
mediately upon  its  release  on  the  market  is 
not  necessarily  looked  upon  as  a sign  of 
“keeping  up  with  the  times,”  nor  is  failure 
to  use  this  same  drug  a sign  of  “being  be- 
hind the  times.” 

From  the  analysis  of  the  pertinent  litera- 
ture regarding  the  effects  of  certain  drugs 
on  the  fetus,  certain  rules  can  be  formulated 
which  may  be  of  value  or  used  as  a guide  to 
the  use  of  medication  in  the  pregnant  woman. 

1.  Obtain  in  the  initial  history  all  medica- 
tions taken  previous  to  and  those  be- 
ing continued  thus  far  in  the  present 
pregnancy. 

2.  Eliminate  all  drugs  that  may  be  po- 
tentially hazardous  to  the  fetus. 

3.  Avoid  the  use  of  drugs  of  limited  or 
questionable  value  for  complaints  of 
insignificance  or  for  those  that  may 
be  relieved  by  reassurance. 

4.  Withhold  all  drugs  during  the  first  tri- 
mester, near  the  end  of  pregnancy  or 


during  labor  (especially  premature 
labor),  except  for  urgent  indications. 

5.  Use  drugs  whose  action  is  fully  under- 
stood, based  on  unbiased  information 
gained  through  the  medical  profession. 

6.  Keep  an  accurate  account  of  drugs 
used  during  pregnancy  and  report 
possible  relationship  to  fetal  damage 
before  medical  gatherings  or  the 
manufacturer  or  both. 

7.  Search  for  teratogenic  side  effects  of 
drugs  by  subjecting  all  material  from 
human  abortions  to  detailed  disection 
and  microscopic  study  — correlating 
the  findings  with  the  maternal  history. 

8.  Avoid  the  use  of  samples  of  untried 
medication  as  part  of  a research  proj- 
ect — leave  research  where  it  belongs, 
in  the  research  laboratory. 
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Discussion  of  Fetal  Response  to 
Maternal  Medication 

GERALD  O'NEIL,  MD 
Omaha,  Nebraska 

We  in  the  practice  of  medicine  often  have  to 
take  a calculated  risk  in  the  treatment  of  various 
disease  entities.  The  good  to  be  expected  must 
far  outweigh  the  potential  bad  results.  You  who 
are  engaged  in  the  practice  of  obstetrics  must  be 
doubly  cautious  in  your  use  of  drugs,  since  you  are 
dealing  not  with  one,  but  with  two  individuals. 

With  our  knowledge  that  vitamin  K preparations 
(other  than  Vitamin  K'),  administered  in  doses  of 
over  15  mg  to  the  mother  before  delivei-y’  (12-24 
hours),  or  to  the  newborn,  in  doses  over  5 mg  may 
cause  increased  red  blood  cell  hemolysis  with  its 
associated  hyperbilii’ubinemia  and  the  possibility  of 
kernictei-us,  especially  in  the  premature,  it  seems 
obvious  that  we  should  be  cautious  in  the  use  of 
the  K vitamin.  No  ill  effects  have  been  attributed 
to  small  doses  of  vitamin  K (less  than  5 mg)  nor 
has  vitamin  Ki  in  any  dose  been  implicated. 


October,  1964 


545 


Narcosis  of  the  newborn  occurring  after  the 
mother  has  received  both  Demerol  (meperidine) 
and  a barbiturate  shortly  before  deliveiy  has  been 
a problem  to  all  of  us.  Here  Nalline  (n-allyl  mor- 
morphine)  or  Lorfan  (levallorphan)  may  neutralize 
the  Demerol,  but  may  aggravate  the  barbiturate  de- 
pression and  could  easily  worsen  the  baby’s  already 
depressed  condition.  In  such  cases  Nalline  can  be 
given  in  a dosage  of  0.1  mg  per  kg  (2.2  lb)  and 
Ritalin  (methylphenidate)  in  a dosage  of  0.5  mg 
per  kg. 

Ritalin  is  a mild  central  ner\’Ous  system  stimulant 
and  seems  free  of  any  dangerous  side  effects.  The 
drug  also  has  a neutralizing  effect  on  the  depression 
of  other  sedatives  and  tranquilizers  such  as  re- 
serpine  and  the  phenothiazines  as  well  as  the  bar- 
biturates. 

A few  words  should  be  said  regarding  the  new- 
boni  of  the  mother  who  is  addicted  to  heroin  or 
morphine.  Cobrink’s  article  in  1959  on  this  entity 
renewed  204  cases  and  added  22  cases  from  his 
own  experience.  Since  then  56  additional  cases 
have  been  added  to  the  literature. 

The  neonate  with  the  narcotic  withdrawal  syn- 
drome usually  seems  normal  for  6 to  24  hours, 
after  which  occur  restlessness,  irritability,  exces- 
sive crjnng  (rapidly  becoming  high  pitched  and 
shrill),  and  alternating  flushing  and  pallor  of  the 
skin.  Diffuse  hyperactivity  with  tremors  occur. 
General  muscle  tone  is  increased  and  all  of  the 
reflexes  are  hyperactive.  The  infant  usually  acts 
hungry  and  sucks  his  fist,  but  eats  poorly  and  often 
vomits.  Fever  develops  in  the  very  hj-peractive 
infant.  Twitchings  and  convulsions  may  occur. 

This  syndrome  must  be  differentiated  from  tetany 
of  the  newborn,  intracranial  hemorrhage,  h>q)o- 
glycemia,  meningitis,  and  so  forth.  The  mortality 
rate  in  the  untreated  infant  is  high,  being  reported 
as  high  as  90  per  cent  in  the  more  severely  in- 
volved. With  adequate  treatment  the  mortality  is 
about  9 to  10  per  cent. 

Treatment  can  be  carried  out  with  paragoric, 
barbiturates,  and  chloipromazine  (Thorazine)  com- 


bined. Paregoric  is  given  in  doses  of  five  to  eight 
drops  eveiy  three  or  four  hours,  and  Thorazine  one 
mg  ev'ery  six  to  eight  houi-s.  Dosage  is  reduced  with 
improvement.  Treatment  may  be  required  from  one 
to  two  months.  Parenteral  fluids  are  often  required 
because  of  the  feeding  problems  and  the  extreme 
hyperactivity. 

The  risks  of  fetal  anomalies  in  hormonal  treat- 
ment of  the  expectant  mother  are  minimal  but  un- 
deniable. They  usually  can  be  avoided  by  the  use  of 
a hormone  which  fulfills  the  therapeutic  need,  but  is 
devoid  of  harmful  secondary  effects  on  the  fetus. 
Thus,  pure  progesterone  or  hydroxyprogesterone 
caproate  (Delalutin)  may  be  prescribed  since  they 
probably  are  without  virilizing  effect  on  the  fetus, 
while  it  would  be  a serious  mistake  to  use  a drag 
such  as  norethindrone,  (Norlutin).  The  virilizing 
action  of  the  estrogens  is  questionable,  but  it  seems 
pradent  not  to  prescribe  diethylstilbestrol.  So  long 
as  precautions  are  taken  it  would  be  contrarj'  to 
good  judgment  in  view  of  the  relative  rarity  of  mal- 
formations to  withhold  these  honnones  in  pathologic 
pregnancies  if  one  believes  them  to  be  beneficial. 
Their  judicious  use  has  probably  permitted  some 
pregnancies  to  come  to  term  with  a relatively  minor 
abnormality  that  will  many  times  correct  itself, 
whereas  without  their  use  the  pregnancy  may  have 
ended  in  failure  or  in  a premature  who  would  be 
subject  to  far  greater  dangers  than  that  from  the 
hormones  had  they  been  given  to  the  mother.  I 
would  rather  contend  with  some  mild  masculiniza- 
tion  that  I would  care  for  a small  premature  with 
the  potential  hazards  of  hyperbilirabinemia,  pul- 
monary hyaline  membrane  disease  mental  retarda- 
tion, and  the  like. 

In  a recent  I'eview  Bongiovanni  reviewed  the  use 
of  adrenal  corticoids  and  their  analogues  in  preg- 
nancy. In  260  pregnancies  there  were  two  instances 
of  cleft  palate.  It  appears  that  in  spite  of  the  awe- 
some results  in  rats,  the  human  fetus  is  rarely  in- 
jured and  if  the  mother  must  have  corticoids  she 
may,  without  too  much  hazard,  if  they  are  given 
cautiously. 


“Principally  as  the  result  of  our  government’s  excessive  for- 
eign spending,  foreigners  now  hold  $27  billion  in  short-term  dollar 
credits  redeemable  in  gold.  In  adition,  foreigners  have  bought 
$9  billion  from  our  gold  reserve,  causing  it  to  drop  from  $24.7 
billion  to  $15.5  billion.  With  US  fiscal  budgets  hovering  near  the 
$100  billion  level,  foreign  holders  of  dollar  credits  are  increasingly 
apprehensive  of  the  fate  of  their  paper  dollars.’’  (From  Spotlite 
No.  N-564). 
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Transfusion  ?* 


Emphasis  has  been  placed  on 
the  question  mark  in  the  title 
of  this  presentation  — because 
the  values  and  the  risks  should  be  consid- 
ered before  the  act  is  performed. 

Transfusion  of  blood  long  has  been  held 
desirable  by  physicians.  I now  quote  from 
Andreas  Libavius  in  1615  (one  year  before 
Harvey’s  Theory  of  the  circulation  of  blood 
was  published)  — “Let  there  be  a young 
man,  robust,  full  of  spirituous  blood  and  an 
old  man,  thin,  emaciated,  his  strength  ex- 
hausted, hardly  able  to  retain  his  own  soul 
. . . Let  the  performer  of  the  operation 
. . . join  the  two  — the  hot  and  spirituous 
blood  of  the  young  man  will  pour  into  the 
old  one,  as  if  from  a fountain  of  life,  and 
all  his  weakness  will  be  dispelled.”^  Such  a 
miracle  is  prayed  for  today,  and  attempts 
to  produce  it  are  so  enthusiastic  at  times 
that  reason  seems  to  have  departed  from 
“the  performer  of  the  operation.” 

What  can  a physician  hope  to  do?  Tech- 
nical and  scientific  progress  has  made  clean 
blood  available  for  widespread  use,  and 
knowledge  of  the  immunological  differences 
of  human  blood  has  increased  the  safety  of 
transfusion.  The  effects  of  transfusion  on 
clinical  conditions  have  afforded  rational 
therapy.  A short  review  of  the  functions 
of  blood  as  shown  in  Table  1 may  be  useful. 

Table  1 

FUNCTIONS  OF  BLOOD 
Blood  has  these  functions: 

1.  Transport 

a.  O-  — to  living  tissues 

b.  CO2  — to  lungs  from  tissues 

c.  Nutrients  — intestines  to  liver  and 
all  tissues 

d.  Waste  — to  kidneys,  colon  and  skin 

e.  Hormones,  antibodies,  coagulation  fac- 
tors and  formed  elements 

2.  Heat  dissipation 

3.  Water  and  electrolyte  balance 


Since  transfusion  serves  to  replace  losses 
or  to  make  up  deficits,  the  physician  can  get 
maximum  effects  only  after  deciding  what 
defects  in  the  patient  are  to  be  corrected. 


JAMES  I.  GRIFFITTS,  MD 
Associate  Director,  John  Elliot  Blood  Bank  and 
Medical  Research  Foundation  of  Dade  County 
Miami,  Florida 


He  should  communicate  his  needs  to  the 
blood  bank  as  clearly  as  possible,  since  all 
units  of  blood  in  storage  may  not  have  the 
quality  necessary  for  maximum  effect  on  this 
patient.  Blood  in  the  bank  may  have  been 
collected  in  more  than  one  way,  and  may 
have  been  stored  for  different,  periods  of 
time,  giving  rise  to  changes  that  may  affect 
the  properties  of  a given  unit. 

In  general,  a blood  bank  may  provide 
blood  and  blood  components  as  shown  in 
table  2. 

The  attending  physician  will  realize  that 
under  all  circumstances  the  blood  he  trans- 
fuses is  a compromise  between  the  possible 
and  perfection.  In  few  places,  if  any,  is 
blood  sufficiently  available  for  indiscrimin- 
ate use,  even  if  this  were  safe.  Indiscrim- 
inate requests  for  a special  kind  of  blood 
or  its  components,  when  not  actually  needed, 
will  certainlj'"  compromise  the  condition  of  a 
patient  who  could  be  helped  if  the  necessary 
blood  were  available.  The  clinician  and  the 
blood  bank  director  can  often,  between  them, 
decide  on  the  best  available  treatment  and 
make  “molehills”  remain  “molehills.” 

When  requesting  blood  by  written  order, 
the  patient’s  needs  should  be  expressed  as 
clearly  as  possible.  Other  than  in  genuine 
emergencies,  requests  for  blood  and  samples 
for  crossmatch  should  come  to  the  labora- 
tory when  a full  staff  is  available.  Over- 
loading the  night  staff  can  only  lead  to  hu- 
man errors  that  expand  under  pressure. 

When  the  urgency  of  the  patient’s  condi- 
tion does  not  allow  time  for  full  compati- 
bility testing  before  transfusion,  the  blood 
bank  needs  the  written  consent  of  the  at- 
tending physician  to  issue  such  blood. 

♦Read  before  Annual  Convention  Nebraska  State  Medical 
Association,  Api*il  29,  1964. 


0ctob2r,  1964 


547 


Table  2 

CHARACTERISTICS  OF  BLOOD  PREPARATION 


Preparation 

Whole  blood  (fresh — 4 days) 
Whole  blood  (stored  21  days) 
Plasma  (fresh  or  frozen) 

Plasma  (pooled,  liquid- — stored) 

Red  cell  suspension 
Platelet  suspension 


Indication  Comment 

Hemorrhage  All  components 

Exchange  transfusion  Antishock  in  coagulation  defect 

Replace  blood  loss  Red  cell  and  plasma  volume 

replacement 

Coagulation  defect  Fibrinogen(I),  Labile  factor  (V) 

Stable  factor  (VII), 
anti-hemophilic  (VIII) 

Prothrombin  (II) 

Blood  volume  deficit  Volume  and  stable  coagulation 
without  anemia  factor  (VII) 

Anemia  without  shock  Replacement  therapy — young  and  old 
Thrombocytopenia  Very  limited  storage  life 


Now,  if  blood  is  capable  of  so  many  de- 
sirable effects  in  patients,  why  be  concerned 
about  its  liberal  use?  A brief  consideration 
of  the  dangers  as  shown  in  table  3 will  sup- 
ply the  answer. 

Table  3 

COMPLICATIONS  OF  TRANSFUSIONS 
AND  THEIR  CAUSES 

1.  Bacterial  contamination  of  blood  — lack  of 
absolute  control 

2.  Transmission  of  disease  — lack  of  adequate 
diagnostic  means 

3.  Overload  reactions  — limitations  of  expan- 
sion of  circulation 

4.  Incompatibility  between  humans  — natural 
and  acquired  antibodies 

Blood  is  an  ideal  culture  medium  for  some 
organisms.  Since  proving  the  presence  or 
absence  of  bacteria  in  a blood  unit  involves 
time  and  an  additional  chance  for  contamin- 
ation with  each  entry  into  the  unit,  sterility 
can  not  be  guaranteed.  We  must  rely  on 
good  technics  of  collection  and  storage.  This 
is  the  reason  blood  banks  ask  that  blood 
not  be  warmed  routinely.  If  warmed  and 
not  used,  the  cells  suffer ; and  if  the  unit  has 
bacteria  which  have  been  under  control  at 
low  temperatures,  they  may  multiply.  Thus, 
heated  blood  which  is  returned  to  the  bank 
can  not  be  reissued.  If  refrigerated  prop- 
erly it  can  be  reissued.  Bacterially  contam- 
inated blood  can  give  rise  to  chills,  fever, 
shock,  and  sometimes  death. 

Blood  can  transmit  disease  to  the  patient. 
The  best  known  and  greatest  risk  is  from 


viral  hepatitis.  The  risk  is  an  inherent  one, 
and  not  preventable  at  the  present  time.  It 
varies  from  one  in  several  thousand  trans- 
fusions to  as  much  as  2 per  cent  in  differ- 
ent localities.  The  transmitted  disease  is 
capable  of  distressing  patients  and  sometimes 
even  leads  to  death.  Obviously,  the  life  sav- 
ing features  of  a needed  transfusion  cannot 
be  sacrificed  to  the  small  chance  of  harm, 
but  the  decision  for  need  to  transfuse  should 
always  take  into  consideration  the  small  un- 
toward risk.  Malaria,  syphilis,  and  other 
acute  infectious  diseases  are  rarely  trans- 
mitted, yet  they  are  impossible  to  exclude 
as  risks. 

Overload  reactions  occur  most  often  in 
transfusions  of  the  very  young  child  and  the 
aged.  These  patients  appear  to  have  limited 
capacities  to  handle  sudden  and  significant 
increases  in  circulating  blood  volume.  These 
problems  are  mostly  of  a clinical  nature, 
and  often  can  be  reduced  by  removing  plas- 
ma and  giving  red  cell  suspensions  or  other 
components  which  have  little  effect  on  in- 
creasing blood  volume. 

Another  area  of  concern  is  the  transfusion 
of  incompatible  blood.  Most  hemolytic  re- 
actions arise  from  sending  mislabeled  patient- 
samples  to  the  blood  bank  for  cross-matching. 
This  is  our  greatest  shortcoming.  I have 
seen  many  variations  in  the  way  these  hu- 
man errors  can  be  made,  and  yet  new  ways 
are  being  discovered  every  day.  The  onus 
for  these  errors  falls  upon  the  physician  and 
his  agents:  nurses,  attendants,  and  labora- 
tory personnel. 
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The  second  cause  of  hemolytic  reactions 
Avill  arise  in  the  person  of  the  one  introduc- 
ing the  blood  into  the  patient.  They  fail 
to  read  labels  and  to  determine  properly 
which  unit  goes  to  which  patient.  Again, 
the  onus  of  error  is  on  the  physician  and 
his  agents. 

Errors  do  occur,  but  with  less  frequency, 
in  the  blood  bank,  and  arise  from  the  same 
basic  defect  of  failing  to  identify  donor  or 
patient  accurately. 

And  finally,  errors  are  made  in  compati- 
bility tests.  But  fortunately  for  the  labora- 
tory, they  are  relatively  few. 

Some  few  reactions  of  a hemolytic  type 
may  result  from  limitations  in  our  technical 
ability  to  disclose  what  may  be  an  incom- 
patibility, but  I hardly  think  we  should  be 
blamed  for  things  yet  to  be  discovered. 

Blood  transfusion  is,  at  once,  a great  boon 
to  sick  mankind,  and  one  in  which  consid- 
erable danger  to  the  patient  is  inherent.  It 
seems  that  the  physician  is  completely 
bound  in  so  far  as  responsibility  is  con- 
cerned. If  he  tranfuses  blood  and  an  acci- 
dent occurs,  he  must  justify  his  position. 
If  he  fails  to  use  blood  when  someone  thinks 
it  might  have  helped,  he  must  be  prepared 
to  support  his  position. 


As  we  began  with  comments  on  the  long- 
standing desire  to  use  blood,  perhaps  we 
should  close  with  the  history  of  public  re- 
action to  the  abuses  of  blood.  In  1492,  Pope 
Innocent  was  said  not  to  have  benefited  from 
the  passing  of  his  blood  through  three 
young  men.  The  donors  died,  the  Pope 
failed  and  the  physician  disappeared.  To- 
day attorneys  for  patients  can  go  back  to  the 
17th  century  for  precedent  if  they  like,  for 
in  1667  Jean  Baptiste  Denis  of  Montpellier 
France  became  known  as  a “transfusor.” 
He  gave  a lunatic,  at  the  request  of  the  pa- 
tient’s wife,  a third  transfusion  of  sheep 
blood,  thereby  causing  a fatal  reaction.  He 
had  to  stand  trial  for  murder.^ 

And  to  remind  you  that  nothing  is  new 
under  the  sun,  when  even  our  Government  is 
so  hard  put  to  find  new  things  to  do,  the 
Government  of  Denis’  day  got  into  the  act 
and  forbade  the  practice  of  transfusion  for 
almost  two  hundred  years. 


Reference 
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The  Case  Against  the  King-Anderson  Bill  (H.R.  3920),  page  16). 
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Pregnancy 

Complicating 

Otosclerosis* 

Otosclerosis  is  a common 

cause  of  impaiiment  of  hear- 
ing. It  is  primarily  a focal 
disease  of  the  labyrinthine  capsule  that  may, 
in  some  cases,  invade  the  oval  window,  caus- 
ing fixation  of  the  stapes  and  in  other  cases 
may  cause  cochlear  degeneration,  or  a com- 
bination of  both. 

The  histological  lesion  of  otosclerosis  con- 
sists of  a localized  focus  of  irregularly  ar- 
ranged new  bone  interspersed  with  numer- 
ous vascular  spaces,  occurring  in  and  replac- 
ing the  dense  bone  of  the  labyrinthine  cap- 
sule. 

The  exact  etiologj'  of  the  otosclerotic  focus 
is  not  clearly  understood.  It  is  generally 
agreed  that  otosclerosis  is  a primary  disease 
of  the  labyrinthine  capsule  occurring  in 
othenvise  healthy  individuals  and  not  asso- 
ciated with  any  other  disease  except  for  the 
rare  case  of  Van  der  Hoeve’s  syndrome  de- 
scribed in  the  literature ; as  far  as  we  know 
otosclerosis  occurs  only  in  the  labryinthine 
capsule  of  man.  According  to  Guild^  a focus 
of  otosclerotic  bone  can  be  found  in  one 
out  of  eight  middle-aged  adult  white  females, 
and  one  out  of  fifteen  adult  white  males.  It 
is  much  less  frequent  in  Negroes,  occurring 
in  about  one  per  cent  of  adult  Negro  ears. 
This  racial  incidence  is  consistent  with  clini- 
cal experience  that  primaiy  stapes  fixation 
is  rare  in  Negi-oes  and  common  in  white  pa- 
tients. Also,  it  is  said  to  be  common  in 
India  and  rare  among  the  Chinese  and  Jap- 
anese. 

A definite  sex  incidence  of  clinical  otoscle- 
rosis has  been  noted  by  many  observers,  it 
being  approximately  twice  as  frequent  in 
females  as  in  males.  Thus,  in  two  thousand 
consecutive  fenestration  operations  per- 
formed by  Walsh2  68  per  cent  were  in  wom- 
en and  32  per  cent  were  in  men. 


FRANK  I.  KLABENES,  MD 
Omaha,  Nebraska 


It  is  the  purpose  in  this  dissertation  to 
examine  the  evidence  relative  to  the  effect 
of  pregnancy  on  the  deafness  caused  by 
otosclerosis.  It  is  a common  belief  in  the 
medical  profession  as  a whole  that  (a)  the 
deafness  due  to  otosclerosis  is  made  worse 
by  pregnancy,  (b)  a woman  with  otosclero- 
sis should  be  advised  not  to  have  children, 
and  (c)  a woman  with  deafness  caused  by 
otosclerosis  can  reasonably  be  advised  to 
have  a therapeutic  abortion.  The  evidence  at 
hand  shows  that  these  beliefs  are  erroneous. 
It  would  be  well  to  review  certain  pertinent 
facts  about  otosclerosis. 

As  we  stated,  it  is  a lesion  of  the  otic 
capsule,  pathologically  resembling  other  os- 
teodystrophies. The  cause  of  the  disease  is 
unknown.  It  is  a disease  that  occurs  more 
frequently  in  women  than  in  men.  Nagert 
gives  a ratio  of  8:1  in  1164  patients  and  says 
that  Bezold  found  the  same  ratio.  In  the 
series  quoted  by  Theodore  E.  Walsh,^  his 
ratio  was  not  quite  as  high  as  that  quoted 
by  Nager^  but  was  about  4:1.  The  deaf- 
ness that  is  caused  by  otosclerosis  is  first 
noted  early,  commonly  between  the  ages  of 
16  and  30  but  in  some  instances  earlier.  The 
deafness  that  is  caused  by  otosclerosis  is 
tjTjically  a conductive  deafness  and  it  is,  as 
a rule,  slowly  progressive.  Fenestration  and 
stapes  operations  have  proved  beneficial  in 
a high  percentage  of  cases  of  deafness  caused 
by  otosclerosis. 

There  are  two  sources  of  evidence  in  re- 
gard to  relationship  of  pregnancy  and  deaf- 
ness caused  by  otosclerosis:  (1)  the  history 
given  by  the  patient  in  regard  to  the  onset 
of  her  deafness  or  its  increase  during  preg- 
nancy or  immediately  after  parturition ; and 
(2)  the  actual  measurement  of  hearing  in 
the  ear  that  has  been  operated  on  and  in 
the  ear  that  has  not  been  operated  on  of 

♦Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
coloyric  Society,  December  6-7,  1963,  at  Las  Vegas. 
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patients  who  have  undergone  fenestration 
operation  and  subsequently  have  given 
birth. 

In  regard  to  the  history,  Nager^  found  by 
special  inquiry  of  164  women  that  85  (52 
per  cent)  were  not  aware  of  any  increase 
in  deafness  with  childbearing.  On  the 
other  hand,  79  (48  per  cent)  attributed 
progression  of  this  disease  to  pregnancy. 
This  was  not  caused  always  by  the  first 
pregnancy,  however,  more  often  by  the  suc- 
ceeding one.  Dr.  Howard  House^  of  Los 
Angeles  has  compiled  the  results  of  replies 
to  questionnaires  that  he  had  sent  to  women 
with  otosclerosis,  regarding  the  effect  of 
pregnancy.  In  this  series  there  were  251 
replies  to  the  questionnaire.  Of  these  wom- 
en, 57  had  no  children,  107  stated  that  preg- 
nancy had  no  effect  on  their  deafness,  and 
87  had  noticed  an  increased  hearing  loss 
during  pregnancy.  Of  the  group  that  no- 
ticed hearing  loss,  41  noticed  this  loss  dur- 
ing the  first  pregnancy,  23  during  the  sec- 
ond, and  13  during  the  third.  There  were 
10  who  noticed  some  loss  during  one  of  the 
several  pregnancies.  Of  the  194  women  who 
had  had  children,  107  (55  per  cent)  had  no- 
ticed no  effect  of  the  pregnancy  on  their 
deafness  and  87  (45  per  cent)  noticed  that 
their  deafness  was  made  worse  by  preg- 
nancy. Walsh^  also  reviewed  243  consecu- 
tive records  of  women  who  had  otosclerosis 
and  who  also  gave  a history  of  pregnancy. 
Of  these,  he  states  that  139  (57  per  cent) 
stated  that  their  pregnancy  had  no  effect, 
while  104  (43  per  cent)  stated  that  the  preg- 
nancy had  made  their  hearing  worse. 

On  examining  histories  of  patients  who 
had  otosclerosis,  with  particular  regard  to 
when  the  deafness  first  was  noticed,  it  was 
extremely  interesting,  although  there  are  no 
actual  figures  on  the  subject,  to  find  that 
many  patients  attributed  the  onset  of  the 
deafness  to  “flu,”  a cold,  or  some  intercur- 
rent disease.  More  reliable  information  re- 
garding the  effect  of  pregnancy  on  the  deaf- 
ness which  is  caused  by  otosclerosis  can  be 
obtained  by  the  audiometric  examination  of 
the  patients  who  have  undergone  fenestra- 
tion and  subsequently  have  become  pregnant. 
Dr.  Kenneth  Day®  and  Dr.  Joseph  Sullivan® 
also  have  printed  the  following  data. 


Dr.  Day  had  47  patients  who  had  a total 
of  75  pregnancies  — 27  with  one  pregnancy, 
13  with  two,  and  6 with  three  and  only  1 
with  four.  Of  these,  there  were  only  three 
patients  whose  hearing  definitely  became 
worse  with  pregnancy.  Dr.  Day  states  that 
the  first  patient  can  be  eliminated  because 
her  hearing  loss  probably  was  psychogenic. 
The  second  patient  became  pregnant  one 
year  after  the  fenestration  operation,  up  to 
which  time  she  had  had  good  hearing.  After 
the  birth  of  her  baby,  hearing  records  show 
that  in  both  ears  an  island  of  deafness  de- 
veloped, with  increased  loss  between  1000 
and  2000  cycles,  which  amounted  to  about 
15  decibels  for  these  frequencies  in  each 
ear.  This  loss  has  remained  unchanged  for 
the  past  four  years.  The  patient  had  an 
active  fistula  reaction,  and  Dr.  Day  felt 
that  in  this  case  pregnancy  aggravated  the 
hearing  loss.  The  other  patient  had  excel- 
lent hearing  for  two  years  after  the  fenestra- 
tion operation,  then  she  became  pregnant  and 
her  hearing  dropped  throughout  the  scale  in 
the  ear  operated  on  from  an  average 
of  20  decibels  to  about  35  decibels,  except 
at  1000  frequency,  where  her  hearing 
dropped  to  50  decibels.  There  was  a corre- 
sponding loss  in  the  ear  not  operated  on. 
This  was  four  years  ago.  The  fenestration 
operation  was  performed  on  the  second  ear 
and  the  hearing  improved  satisfactorily  ex- 
cept at  the  1000  cycle  tone  which  is  about  35 
decibels  threshold  loss.  The  peculiar  feature 
of  this  particular  case  is  that  the  patient 
had  a tendency  to  bleed  from  both  fenestrat- 
ed cavities  at  her  menstrual  period.  This 
was  the  only  case  in  which  such  a thing 
happened  in  Dr.  Day’s  series. 

Dr.  Sullivan  sent  the  findings  on  25  pa- 
tients who  had  undergone  fenstration  and 
since  had  become  pregnant.  None  had  a 
change  in  the  ear  that  had  been  operated  on. 
There  were  three  cases  which  had  been  oper- 
ated on  that  had  become  definitely  worse 
since  the  pregnancy,  but  it  should  be  noted 
that  in  all  of  these  cases  the  loss  was  noted 
between  three  and  five  years  after  the  preg- 
nancy. Normally,  one  would  expect  a loss 
of  hearing  in  the  ear  that  had  not  been  oper- 
ated on  from  the  natural  progress  of  otoscle- 
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rosis  -whether  the  patient  had  been  pregnant 
or  not. 

Dr.  W'alsh^  reports  a series  of  40  patients 
■svho  had  had  one  or  more  children  since 
fenestration.  Of  these,  only  two  patients 
showed  a loss  of  hearing  in  the  ear  that 
had  been  operated  on.  In  one  of  these  there 
was  a 10  decibel  threshold  difference  be- 
tween the  prepregnancy  and  postpregnancy 
levels  and  a 10  per  cent  discrimination  dif- 
ference in  the  ear  that  had  been  operated  on. 
The  fenestra  was  open.  One  w o n d e r s 
in  this  case  whether  there  is  some  evidence 
of  nerve  damage.  The  other  patient  who 
had  had  a fenestration  in  each  ear,  passed 
through  two  pregnancies  without  any  change 
in  the  hearing.  At  the  time  of  writing,  she 
was  pregnant  for  the  third  time  and  had  an 
increased  loss  of  hearing  in  the  one  ear  of 
13  decibels  and  in  the  other  ear  of  23  deci- 
bels. She  had  the  same  degree  of  loss  dur- 
ing the  previous  pregnancies,  but  the  hear- 
ing was  restored  to  the  prepregnancy  level 
after  parturition.  Of  the  40  patients,  there 
had  been  seven  who,  after  pregnancy,  had 
further  evidence  of  loss  of  hearing  in  the 
ear  that  had  not  been  operated  on.  Analysis 
of  these  seven  cases  shows,  however,  that 
their  loss  is  evident  at  the  intervals  between 
three  and  five  years  after  pregnancy.  He 
had  made  yearly  tests  on  all  patients  in  these 
series  and  he  noticed  that  there  had  been  no 
immediate  postpregnancy  loss  in  any  of  the 
patients. 

Dr.  \Valsh2  further  reports  that  he  feels 
that  it  is  apparent  that  the  effect  of  preg- 
nancy on  the  deafness  caused  by  otosclerosis 
is  not  significant.  It  seems  likely  that  too 
much  emphasis  has  been  placed  on  the  his- 
toiy  of  increasing  deafness.  That  this  his- 
tory is  not  altogether  reliable  in  this  re- 
gard is  evidenced  by  the  findings  in  specific 
cases.  He  quotes  the  case  of  a young  woman 
on  whom  he  had  done  a fenestration  opera- 
tion in  March,  1953,  who  had  been  seen 
originally  in  March,  1949,  and  again  in  1951, 
when  she  was  pregnant  and  again  in  1952 
and  1953,  after  the  birth  of  her  child.  She 
stated  that  she  was  sure  that  her  hearing 
had  become  worse  during  her  pregnancy 
but,  on  testing,  it  was  interesting  to  find 
that  the  threshold  for  speech  in  both  ears 


was  the  same  before  and  after  pregnancy. 
In  another  instance  a 30-year-old  woman  was 
seen  originally  in  1947,  she  returned  in  1951 
when  she  was  pregnant  and  again  on  October 
1,  1953.  She  stated  that  her  hearing  was 
worse  than  when  first  seen  in  1947  and  much 
worse  after  the  birth  of  her  child.  Pure 
tone  audiograms  showed  no  difference  in 
either  ear  between  the  first  and  the  last 
test,  except  that  in  one  ear  there  was  a 
threshold  difference  of  10  decibels  at  1000 
and  2000  cycles.  It  is  probable  that  too 
great  reliance  on  such  histories  has  given 
rise  to  the  concept  that  pregnancy  makes 
worse  the  deafness  that  is  caused  by  otoscle- 
rosis. 

Furthermore,  he  felt  that  in  actual  meas- 
urements of  hearing  after  pregnancy,  the 
110  women  reported  on  here  showed  that  in 
only  six  ears  (5  per  cent)  was  there  progress 
in  the  ear  that  had  been  operated  on  and 
in  only  13  (12  per  cent)  of  the  ears  that  had 
not  been  operated  on.  Further  studies  also 
showed  that  the  loss  of  hearing  in  the  ear 
that  had  not  been  operated  on  occurred  from 
three  to  five  years  after  pregnancy,  and 
probably  should  be  attributed  to  the  natural 
progress  of  the  disease  rather  than  to  preg- 
nancy. It  is  of  the  utmost  importance  that 
physicians  realize  that  pregnancy  is  not  re- 
sponsible for  deafness  that  is  associated  with 
otosclerosis,  and  that  much  harm  is  done  by 
improper  advice  in  this  regard.  The  psycho- 
logical trauma  that  is  inflicted  by  telling  a 
patient  that  she  will  be  completely  deaf  from 
otosclerosis,  that  she  will  become  increasing- 
ly deaf  as  she  has  children,  or  that  this  dis- 
ease is  likely  to  be  passed  on  to  her  offspring 
is  considerable. 

In  a recent  study  the  hereditary  tendency 
toward  clinical  otosclerosis  was  first  point- 
ed out  by  Toynbee^^  in  1860  and  has  been 
confirmed  repeatedly  by  subsequent  observ- 
ers. It  has  been  borne  out  by  Shambaugh’s'^ 
experience  that  a positive  family  history  was 
obtained  in  54.4  per  cent  of  2,000  fenestrat- 
ed patients.  The  hereditary  tendency  fur- 
ther is  strengthened  by  the  occurrence  of 
otosclerosis  in  identical  twins  as  reported 
by  Albrecht  in  1932,  Shambaugh^^  in  1935 
with  three  cases,  and  Fowler*  in  1947  with 
five  cases.  However,  otosclerosis  is  not  in- 
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variably  present  in  both  twins,  with  a case 
reported  by  Fowler®  and  another  by  Juers^^ 
where  only  one  twin  was  affected  by  the  dis- 
ease. 

Geneologic  studies  have  been  made  in  an 
effort  to  find  a Mandelian  pattern  in  in- 
heritance for  otosclerosis,  but,  as  these  have 
been  based  entirely  on  clinical  otosclerosis, 
and  since  the  histological  disease  occurs 
eight  or  ten  times  more  often,  such  studies 
are  incomplete  and  inconclusive.  The  true 
hereditary  tendency  for  otosclerosis  will  be 
established  only  when  all  members  of  fam- 
ilies, some  of  whom  have  the  clinical  disease, 
are  studied  histologically. 

The  influence  of  pregnancy  on  the  hear- 
ing loss  of  otosclerosis  is  one  of  the  most 
frequently  mentioned  features,  first  de- 
scribed by  Erhard^®  in  1858.  That  the  haz- 
ard of  further  loss  of  hearing  from  a preg- 
nancy in  a woman  with  clinical  otosclerosis 
has  been  exaggerated  is  brought  out  by 
Shambaugh  et  al'^  in  their  studies.  In  475 
fenestrated  women  who  had  had  one  or  more 
pregnancies  since  or  immediately  preceding 
the  onset  of  their  hearing  loss,  in  238,  or 
almost  exactly  50  per  cent,  there  had  been 
no  noticeable  effect  on  the  hearing  from  one 
or  more  pregnancies.  The  onset  of  the  hear- 
ing difficulty  coincided  with  or  followed  soon 
after  a pregnancy  in  8 per  cent,  while 
in  42  per  cent  there  was  a noticeable  in- 
crease in  the  loss  during  or  immediately  fol- 
lowing a pregnancy.  Rarely  did  repeated 
pregnancies  in  the  same  woman  have  the 
same  effect  on  the  hearing.  From  this  study 
the  conclusion  seems  justified  that  from  any 
single  pregnancy  the  risk  of  a noticeably  in- 
creased hearing  loss  in  a woman  with  clini- 
cal otosclerosis  is  approximately  one  chance 
in  four. 

The  exact  effect  of  pregnancy  on  the  otos- 
clerotic  lesion  is  not  known,  but  presumably 
it  is  endocrine.  The  sex  incidence  of  the 
disease,  the  frequent  onset  of  the  hearing 
impairment  soon  after  puberty  and  an  in- 
creased loss  during  the  menopause,  reported 
by  several  observers,  further  suggest  some 
sort  of  endocrine  relationship. 

The  age  of  onset  of  hearing  impairment 
of  clinical  otosclerosis  varied  from  mid- 


childhood to  middle  adult  life  but  these  ex- 
tremes are  unusual.  Shambaugh  reports 
one  case  verified  at  operation  that  began  as 
early  as  seven  years  of  age.  In  several  chil- 
dren who  were  presumed  to  have  otosclero- 
sis, a congenital  anomaly  of  the  stapes  was 
discovered  at  operation.  The  great  major- 
ity of  cases  of  clinical  otosclerosis  begin  to 
lose  their  hearing  between  the  ages  of  15 
and  25,  the  average  onset  of  Shambaugh’s 
cases  being  20  years  of  age.  The  otosclerotic 
focus  which  eventually  caused  stapes  fixa- 
tion must  have  been  present  for  several  years 
prior  to  the  onset  of  the  loss  of  hearing,  so 
that  the  average  age  of  onset  of  primary 
spongifying  disease  of  the  labyrinthine  cap- 
sule must  precede  or  be  very  near  the  age  of 
puberty. 

There  is,  as  you  can  see,  a great  deal  of  in- 
formation that  has  been  obtained  from  the 
observation  of  fenestrated  patients,  but  fen- 
estration no  longer  is  popular  and  eveiy- 
thing  at  the  moment  is  stapedoplasty  or 
stapedectomy.  This  operation  is  relatively 
new  and  follow-up  on  pregnancies  in  patients 
who  have  had  the  operation  has  not  been  com- 
pleted. Paul  L.  Goethals  et  aV-^  of  the  Mayo 
Clinic  further  state  that  it  is  common  belief 
that  the  deafness  due  to  clinical  otosclerosis 
is  made  worse  by  pregnancy.  This  condition 
has  been  reported  more  frequently  in  our 
present  day  literature.  Many  clinical  studies 
of  this  relationship  have  been  made,  with 
the  use  of  the  history  given  by  the  patient  in 
regard  to  the  onset  of  deafness  and  its  pos- 
sible increase  during  pregnancy  or  shortly 
after  parturition.  A survey  was  made  of  pa- 
tients who  were  seen  at  the  Mayo  Clinic 
from  1950  through  1960.  During  this 
eleven-year  span,  2386  consecutive  cases  of 
otosclerosis  were  encountered.  Of  the  total 
number  of  patients,  1509  were  female  (63.2 
per  cent),  a sex  ratio  of  1.7 :1.  Other  studies 
showed  that,  clinically,  in  the  white  race 
twice  as  many  women  as  men  have  otosclero- 
sis. The  study  was  restricted  to  women  pa- 
tients who  met  all  of  the  following  criteria: 
(1)  a definite  diagnosis  of  bilateral  or  uni- 
lateral clinical  otosclerosis  after  a complete 
otologic  examination,  including  audiogram 
and  tests  of  speech  reception;  (2)  pregnancy 
immediately  prior  to  or  during  the  period 
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of  loss  of  hearing;  and  (3)  age  of  less  than 
51  years  at  the  time  of  the  first  examina- 
tion of  the  ears,  nose,  and  throat.  Three 
hundred  seventy-five  patients  meeting  these 
criteria  had  978  pregnancies,  an  average  of 
2.6  gestations  per  patient. 

At  the  ]\Iayo  Clinic  the  loss  of  hearing  was 
judged  to  be  initiated  or  increased  by  preg- 
nancy in  211  (56.2  per  cent)  of  the  375  pa- 
tients. A comparison  with  the  findings  of 
other  authors  (Table  1)  shows  that  this 
percentage  is  lower  than  that  of  Cawthorne® 
but  higher  than  the  percentages  of  the 
others.  It  compares  more  closely  with  those 
of  Schmidt,^®  Barton^  and  Shambaugh." 

Table  1 

REPOETS  ON  LOSS  OF  HEARING  IN 
RELATION  TO  PREGNANCY 

Loss  With  Pregnancy 


Author 

Cases 

•7c 

Smith 

73 

37.0 

Walsh 

243 

43.0 

House 

194 

45.0 

Larsson 

104 

46.0 

Allen 

72 

48.6 

Shambaugh 

475 

50.0 

Schmidt 

49 

51.0 

Bai-ton 

133 

55.0 

Cawthorne 

419 

63.0 

An  analysis  of  this  group  of  211  cases 
revealed  two  main  categories:  one  gi’oup  in 
which  otosclerotic  deafness  actually  was 
initiated  during  or  soon  after  pregnancy, 
and  one  gi’oup  in  which  a history  of  loss  of 
hearing  existed  prior  to  gestation  but  was 
increased  further  by  it. 

Comment 

If  difficulty  in  hearing  exists  prior  to 
pregnancy,  it  is  possible  that  gestation  will 
increase  it.  From  the  IMayo  Clinic  series  it 
was  uncommon  that  repeated  pregnancies 
in  the  same  woman  had  the  same  effect  on 
the  hearing. 

Otosclerotic  deafness  was  precipitated  by 
the  first  childbearing  in  50  per  cent  of  all  of 
the  cases  relating  hearing  loss  with  preg- 
nancy. Of  those  in  this  group  who  had  a 
second  gestation,  only  31  per  cent  incurred 
further  loss  of  hearing  relative  to  their  preg- 
nancy. Of  patients  in  whom  the  onset  of 
deafness  occuiTed  with  the  second  child,  12 
had  a subsequent  pregnancy ; only  t w o 


(16.7  per  cent)  of  them  experienced  a fur- 
ther drop  in  hearing.  In  some  patients  the 
deafness  was  initiated  by  the  third  gestation. 
Five  of  the  17  in  this  gi’oup  had  a subse- 
quent pregnancy,  and  three  of  these  noted 
further  loss. 

In  this  study  they  were  unable  to  find  a 
correlation  between  the  degree  of  hearing 
loss  and  the  number  of  pregnancies  affect- 
ing the  hearing.  Some  patients,  who  report- 
ed deafness  in  association  with  three  or  more 
pregnancies,  demonstrated  a relatively  mild 
degree  of  loss. 

A significant  degree  of  secondary  nerve 
degeneration,  that  is,  a sensory-neural  ele- 
ment of  loss,  eventually  developed  in  15  of 
the  patients  who  related  the  deafness  to 
pregnancy.  Three  of  the  15  demonstrated 
further  loss  in  a subsequent  pregnancy  state, 
that  is,  a further  drop  in  bone-conduction 
threshold.  Only  one  of  them  was  believed  to 
have  the  rapidly  progressing  (“malignant”) 
type  of  otosclerosis  with  secondary  neiwe 
degeneration. 

Table  2 

AGE  AT  ONSET  OF  DEAFNESS 


Age  (years) 

Patients 

% 

0-  9 

10 

2.7 

10-14 

18 

4.8 

15-19 

45 

12.0 

20-24 

106 

28.3 

25-29 

117 

31.2 

30-34 

57 

15.2 

35-39 

18 

4.8 

40-50 

4 

1.0 

Total 

375 

100.0 

Mean  age  — 25  years 

Summary 

The  weight  of  evidence  found  in  the  litera- 
ture and  the  results  of  the  Mayo  Clinic  study 
lead  us  to  believe  that  the  effect  of  pregnancy 
upon  the  hearing  loss  due  to  clinical  otoscle- 
rosis is  significant  and  real,  although  vari- 
able and  largely  unpredictable.  However, 
this  effect  often  has  been  exaggerated. 

Hearing  difficulties  during  pregnancy 
have  been  overlooked  too  frequently  and 
often  have  been  studied  inadequately. 
Prompt  detection  and  otologic  evaluation  will 
allow  a complete  audiometric  follow-up  of 
the  earlier  pregnancies  in  otosclerotic  wom- 
en. 
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Patients  afflicted  with  the  more  advanced 
stages  of  otosclerosis  must  be  aided  by  the 
otologist  in  the  choice  between  an  operation 
and  a hearing  aid.  The  results  in  hearing 
restoration  after  the  one-stage  fenestration 
operation  and  the  variety  of  procedures  per- 
formed on  the  stapes  (particularly  stapedo- 
plasty techniques)  have  afforded  extra- 
ordinarily good  results  up  to  now.  If  the 
patient  is  not  amenable  to  surgical  treat- 
ment, she  may  benefit  greatly  from  the  use 
of  a suitable  hearing  aid  and  from  lip  read- 
ing. Thus,  with  a properly  selected  device  and 
instruction  in  the  early  adjustment  period, 
many  persons  with  a severe  loss  of  hearing 
are  able  to  lead  useful,  happy,  and  efficient 
lives. 

In  the  light  of  past  studies,  the  facts  sum- 
marized on  the  foregoing  pages,  and  the 
possibilities  in  otosurgery  and  aural  re- 
habilitation, we  find  that  much  reassurance 
can  be  offered  to  otosclerotic  women  who 
are  anticipating  future  gestations.  Certain- 
ly one  would  find  it  most  difficult  to  justi- 
fy a therapeutic  abortion  or  sterilization 
in  cases  of  otosclerosis  complicated  by  preg- 
nancy. 

Dr.  J.  William  Wahl’s  (Hollywood,  Calif.) 
Discussion  of  Dr.  Frank  Klabenes’  Paper  on  the 
Effects  of  “Pregnancy  Complicating  Otosclerosis” — 

Many  otosclerotic  foci  occur  in  the  ear  without 
interfeiing  with  hearing  and  thus  an  increase  in 
deposition  of  sclerotic  bone  that  goes  unnoticed  may 
occur  during  pregnancy.  As  our  progress  in  micro- 
surgery develops,  exploration  of  the  middle  ear 
may  answer  this  question  of  just  how  much  scle- 
I'otic  bone  is  deposited  anywhere  in  the  labyrinthine 
capsule  dui’ing  any  given  period. 

Many  women  may  have  hearing  impairment  that 
has  not  reached  the  level  of  conversational  hearing 
loss  but  is  very  close  to  this  level.  Nasal  conges- 
tion occurring  during  the  second  or  third  trimester 
of  pregnancy,  may  persist  until  after  delivery.  The 
resultant  tubo-tympanitis  may  lower  the  hearing 


only  a few  decibels,  but  enough  to  place  them  in 
the  nonconversational  hearing  group.  Thus  many 
women  may  have  had  otosclerosis  which  was  asymp- 
tomatic prior  to  the  beginning  of  pregnancy,  but  it 
was  the  added  congestive  component  that  caused 
the  noticeable  hearing  loss.  The  patient  eri’oneous- 
ly  reports  that  her  hearing  was  excellent  until  the 
beginning  of  pi-egnancy  and  the  conclusion  is 
drawn  that  onset  of  otosclerosis  was  associated 
with  pregnancy. 

The  data  on  stapes  mobilization  procedures  is 
barely  ten  years  old  and  it  has  now  been  found 
that  less  than  one-third  of  patients  obtained  satis- 
factory results  of  appi’eciable  duration.  Stapedec- 
tomy with  prothesis  has  been  carried  out  a shorter 
time  but  the  results  appear  much  more  permanent. 
There  has  been  very  little  information  that  would 
lead  one  not  to  believe  good  results  are  as  common 
from  otosclerosis  occurring  during  pregnancy  as 
they  are  from  idiopathic  etiology.  The  generally 
good  results  of  this  surgery  minimize  the  fear 
that  permanent  hearing  loss  need  be  a complica- 
tion of  pregnancy. 


References 


1.  Guild,  S.  R.:  Ann  Otol  53:246,  1944. 

2.  Walsh,  T.  E.:  JAMA  154:1407,  1954. 

3.  Nager,  F.  R. : In  Fowler,  E.  P.,  Jr.,  editor: 

Medicine  of  the  Ear,  ed.  2,  New  York,  1947,  Thomas 
Nelson  & Sons,  pp.  237-269. 

4.  House,  H.  P. : Quoted  by  Walsh. 2 

5.  Day,  K.  M. : Quoted  by  Walsh. 2 

6.  Sullivan,  J.:  Quoted  by  Walsh. 2 

7.  Shambaugh,  G.  E.:  Surgery  of  the  Ear. 

Philadelphia,  1959,  W.  B.  Saunders  Company,  pp. 
446-447. 

8.  Fowler,  E.  P.:  Ann  Otol  56:368,  1947. 

9.  Cawthorne,  Terence:  J Laryng  69:437,  1955. 

10.  Schmidt,  Eriks:  Ai’ch  Ohr  Nas  Kehlkopfheilk 
136:188,  1933. 


11. 

Barton,  R.  T. 

: New 

Engl  J Med 

233:433, 

1945. 

12. 

Toynbee,  J.: 

Diseases 

of  the  Ear. 

London, 

1860. 

13. 

Shambaugh, 

G.  E., 

Jr.:  Otosclerosis  in 

identical  twins.  JAMA  104:1216,  1935. 

14.  Juers,  A.  L. : Otosclerosis  in  identical  twins. 

Ann  Otol  59:205,  1950. 

15.  Erhard:  Ueber  Ankylose  des  Steigbugels  als 
Ursache  der  Schwerhorigkeit.  Vierteljahrschrift 
fur  die  praktische  Heilkunde  57 :148,  1958. 

16.  Goethals,  P.  L.;  Banner,  E.  A.,  and  Hedge- 

cock,  L.  D.:  Effect  of  pregnancy  on  otosclerosis. 

Amer  J Obstet  Gynec  86:522-529  (June  15)  1963. 


Nearly  100  million  patient  visits  were  recorded  in  1962  in  out- 
patient facilities,  where  patients  are  treated  who  do  not  require  hos- 
pitalization. 


October,  1964 


555 


IMPROVED 


Medical  Interviewing* 


Ihave  an  uncomfortable  sense 
of  trespass  on  this  progi’am, 
not  because  I am  speaking  to- 
day as  an  internist  or  a psychiatrist,  but 
rather  because  of  the  subject  I am  present- 
ing here.  I am  uneasy  that  consideration 
of  the  medical  interview  or  of  medical  his- 
toiy  taking  might  seem  so  commonplace  as 
not  to  be  worthy  of  attention,  on  the  one 
hand;  or  on  the  other,  so  insubstantial  as 
not  to  merit  analysis. 

However,  the  history  of  science  or  of  the 
progress  of  knowledge  is  replete  with  evi- 
dence that  it  is  just  those  things  which  we 
most  take  for  granted  in  our  work  and  lives, 
which  can  be  most  fruitfully  examined. 
Since  this  is  not  one  of  those  problems  of 
medical  care  and  biological  science  which 
arrests  our  attention  or  speaks  for  itself,  I 
wish  to  speak  for  it.  It  ordinarily  does  not 
hold  a place  on  our  programs  at  medical 
meetings  and  unless  someone  makes  a special 
point  of  it,  it  is  not  likely  to  be  thought 
of  as  a particularly  professional  skill  at  all. 
It  is  likely  to  be  regarded  in  the  same  light 
as  conversations  of  the  housewife  with  the 
grocer,  and  so  forth. 

We  live  in  a world  of  words  and  human 
interaction,  where  communication  with  oth- 
ers is  so  much  a part  of  our  minute-by- 
minute  experience  that  we  need  to  empha- 
size that  for  a doctor  to  be  fully  effective 
professionally,  he  needs  to  be  able  to  com- 
municate with  his  patients  at  a professional 
level  with  professional  flair,  style,  and  effec- 
tiveness. 

Since  this  topic  is  somewhat  unusual,  I 
would  like  to  begin  by  telling  you  the  rea- 
sons why  I thought  this  would  be  useful 
to  discuss. 

First,  it  is  obvious  that  perfection  of  cer- 
tain fundamental  skills  is  necessary  for  the 
successful  perfoimiance  of  any  skillful  activ- 
ity. This  is  obvious  in  any  area  of  life  and 
certainly  particularly  obvious  in  the  field  of 
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sports  where  great  emphasis  is  placed  on 
learning  footwork,  stance,  stroke,  and  so 
forth.  I learned  this  from  Bernie  Bierman 
when  he  was  football  coach  at  ^Minnesota. 
He  insisted  that  players  drill  on  the  funda- 
mentals. Blocking,  tackling,  ball  handling 
were  the  basis  of  successful  football,  he  felt. 
He  often  said,  “Every  play  is  a touchdown 
play,”  meaning  that  if  eveiyone  carried 
through  on  the  fundamentals  he  had  been 
taught,  the  play  would  succeed. 

I would  assert  that  this  matter  of  com- 
munication with  patients  is  one  of  our  funda- 
mental techniques  in  medicine.  IMy  view  is 
that  it  is  our  most  fundamental  skill.  Per- 
haps you  don’t  agree  ^rith  me  and  I realize 
that  at  base  this  is  a matter  of  our  indi- 
vidual professional  philosophies.  Perhaps 
I can  offer  a glimpse  of  my  own  viewTJoint  by 
commenting  on  a professional  usage  that 
many  of  us  have  contact  with  eveiy  week, 
namely,  that  of  the  mailed  announcement 
cards  regarding  a physician  setting  up  a 
practice  or  removal  of  offices,  and  so  forth. 
Often  these  cards  bear  an  announcement  as 
follows : 

Dr... 

Practice  Limited  to  Diseases  of  the 
Colon  and  Rectum 

I always  react  a little  when  I read  such 
an  announcement,  because  strictly  speaking 
“rectums”  don’t  have  disease.  Disease  is  a 
human  property.  The  announcement  would 
be  more  accurate  if  it  read  “Practice  limited 
to  the  patients  with  diseases  of  the  rectum 
and  colon.”  We  should  all  think  more  clearly 
about  the  situation  if  that  were  the  usage. 
Moreover,  skill  and  communication  with  pa- 

•Presented  before  the  Ninety-sixth  Annual  Session,  Nebraska 
State  Medical  Association,  April  28,  1964. 
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tients  (in  contrast  to  rectums)  would  also 
emerge  as  a fundamental  professional  skill. 

A second  reason  for  my  presenting  this 
is  that  it  is  the  key  skill  which  the  psychia- 
trist can  offer  his  medical  colleagues.  It 
is,  I believe,  no  mean  offering  since  im- 
proved skill  in  interviewing  will  surely  bring 
significant  rewards  to  any  physician  car- 
ing for  patients.  It  will  add  to  his  ease  in 
practice  and  to  his  enjoyment  of  practice. 
It  can  increase  his  efficiency  and  will  surely 
add  to  the  accuracy  of  diagnosis.  For  ex- 
ample, an  eminent  authority  in  cancer  diag- 
nosis stated  that  “If  there  were  developed 
a technique  which  overnight  would  cut  the 
cancer  death  rate  fifty  per  cent,  it  would 
make  world  headlines.”  The  authority  then 
went  on  to  say  that  such  a technique  already 
exists  in  the  fonn  of  better  communication 
with  patients  which  need  only  to  be  applied. 

A third  reason  for  discussing  this  wdth 
you  is  a need  for  our  profession  to  keep  up 
with  the  times.  Other  professions  working 
with  people,  such  as  teachers,  ministers,  so- 
cial workers,  are  putting  increasing  stress 
on  learning  in  this  area,  and  we  are  being 
outdistanced.  As  king  of  the  helping  pro- 
fessions, medicine  (and  all  its  individual 
practitioners)  must  look  to  its  laurels  in 
this. 

Finally,  I am  presenting  this  to  you  feel- 
ing I can  speak  with  some  authority.  I can 
make  some  observations  and  practical  sug- 
gestions about  medical  interviewing  based 
on  studies  of  well  over  1000  tape  recorded 
medical  histories.  For  the  most  part  these 
have  been  recordings  of  the  initial  medical 
interview  and  medical  history.  The  patients 
have  been  unselected  and  the  gi’eat  bulk  of 
them  are  office  patients.  The  interviews 
have  been  done  by  senior  medical  students 
about  to  graduate,  interns,  residents,  medi- 
cal school  staff,  and  practicing  physicians. 
Both  patients  and  physicians  know  that  they 
are  being  recorded  and  patients  give  permis- 
sion for  this.  We  have  enough  experience 
with  the  recording  process  to  know  that  it 
introduces  very  little  artifact  and  discom- 
fort to  the  patient,  directly.  The  doctor  may 
be  anxious,  but  usually  forgets  about  the 
recording  as  he  gets  on  with  his  job. 


We  have  learned  and  documented  many 
things  from  these  recordings  and  1 will  dis- 
cuss some  of  these  later.  Perhaps  the  most 
important  generalization  I can  make  about 
this  at  this  point  is  to  state  that  there  has 
been  surprisingly  little  increase  of  inter- 
viewing skill  apparent  as  one  moves  up  the 
ladder  of  training  and  experience  and  respon- 
sibility for  patient  care.  It  is  amazing,  for 
example,  how  frequently  in  histories  by  ex- 
perienced physicians  there  is  no  real  clari- 
fication of  the  patient’s  symptoms  or  pre- 
senting complaint.  Don’t  misunderstand  me ! 
I am  not  saying  that  there  is  no  increase 
in  skill  and  efficiency  in  this  regard.  There 
was  clearly  some.  As  doctors  become  more 
experienced  and  more  self-confident  in  their 
professional  role  they  are  less  anxious  and 
this  lessened  anxiety  improved  their  com- 
munication with  patients.  To  some  extent, 
however,  this  gain  was  offset  by  the  fact 
that,  as  time  goes  on  in  practice,  apparently 
what  occurs  in  regard  to  skill  in  interviewing 
is  simply  the  confirmation  of  bad  habits. 

Most  of  us  regard  ourselves  as  virtuosos 
(as  indeed  we  need  to  be)  when  it  comes 
to  getting  information  from  patients  regard- 
ing symptoms.  The  extensive  studies  we 
have  done  indicate  that,  as  a group,  we  re- 
main quite  amateurish.  To  get  from  ama- 
teur to  professional  status  requires  that  we 
identify  and  perfect  the  fundamentals.  Cor- 
respondingly, I will  devote  the  rest  of  this 
paper  without  further  apologj^  to  Funda- 
mentals of  Intervieiving . 

FUNDAMENTALS  OF  INTERVIEWING 
Preparation  and  Setting  the  Stage 

With  your  indulgence  I would  like  to  be- 
gin at  an  extremely  elementary  level  and 
talk  first  of  the  actual  physical  arrange- 
ments of  the  office  and  management  of 
office  practice,  since  these  physical  arrange- 
ments may  make  the  difference  between 
catalyzing  and  blocking  communication. 

1.  To  talk,  the  patient  needs  privacy  and 
your  undivided  interest  and  attention.  Do 
you  really  do  your  best  to  provide  these 
things  for  the  patient?  Do  you  always  shut 
the  door  when  you  talk  to  the  patient?  Are 
your  professional  conversations  inaudible  to 
others?  Does  the  patient  know  this?  Have 
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you  limited  to  a minimum  the  telephone  inter- 
ruptions while  you  are  talking  with  pa- 
tients? Are  you  fully  aware  of  the  distrac- 
tiveness  of  telephone  interruptions,  or  have 
you  become  dulled  to  this?  This  is  important 
to  protect  the  patient’s  time  and  to  give 
him  your  full  attention,  but  also  to  protect 
the  privacy  of  the  phone  conversation  com- 
ing in  and  to  keep  distracting  extraneous 
issues  with  the  patient  in  your  office  to  a 
minimum.  It  somehow  is  oftentimes  tempt- 
ing to  make  some  kind  of  explanation  and  to 
enlarge  on  these  phone  conversations  when 
we  turn  back  to  the  patient. 

2.  The  physical  layout  of  your  consulting 
room  should  be  such  that  professional  com- 
munication is  enhanced.  How  are  the  chairs 
placed?  Try  sitting  once  where  your  pa- 
tient sits.  Can  the  patient  see  you  only 
against  the  glare  of  the  window  or  a mirror 
so  that  your  face  is  in  shadow  and  he  is 
unable  to  make  eye  contact  with  you  or  to 
gauge  your  reactions?  The  real  importance 
of  mentioning  these  things  here  is  not  spe- 
cific details  I am  taking  up,  but  rather  to 
remind  you  that  details  of  this  kind  are 
worth  your  consideration. 

3.  Since  patients  are  at  times  going  to 
react  emotionally,  are  you  prepared  for  this? 
You  should  have  a box  of  kleenex  on  your 
desk  and  not  have  to  go  across  the  room  to 
get  them.  The  patient  will  need  to  cry  and 
this  is  an  unobtrusive  way  of  giving  him 
permission  to  do  so.  When  he  or  she  does 
cry,  hand  him  a kleenex  matter-of-factly ; 
if  you  have  to  make  a big  thing  of  this,  the 
chance  will  be  gone. 

4.  Do  you  have  a clock  so  placed  that 
you  can  be  aware  of  time  without  having 
this  intrude  into  the  patient’s  awareness? 
If  you  look  at  your  watch  several  times  while 
you  are  with  the  patient,  he  will  certainly 
get  the  hint  and  no  dissembling  comments 
will  conceal  your  restlessness  or  lack  of  com- 
posure. 

5.  Do  you  manage  not  to  keep  patients 
waiting  unduly  in  your  practice?  Most  doc- 
tors worry  more  about  shutting  patients 
off  than  about  getting  them  started.  There 
is  no  more  effective  way  of  accomplishing 
this  than  to  give  the  patient  another  (not 


too  distant)  appointment  that  he  knows  you 
will  keep.  If  you  are  going  to  have  10-15 
minutes  with  the  patient,  it  is  extremely 
inefficient  and  is  likely  to  result  in  many 
unnecessary  returns  if  the  time  he  spends 
with  you  is  overshadowed  by  resentment  be- 
cause of  a long  and  unnecessary  wait.  Sure- 
ly it  is  an  open  secret  that  the  reason  many 
of  us  have  thronging  waiting  rooms  is  that 
we  like  it  that  way.  It  makes  us  feel  im- 
portant if  there  are  many  people  waiting 
for  us  and  yet  it  adds  immeasurably  to  the 
complexity  of  our  lives  and  practice. 

6.  A word  about  arranging  your  hospital 
work  so  that  it  facilitates  communication. 
Do  you  protect  yourself  from  patients  talk- 
ing to  you  by  some  ways  such  as  rounding  in 
pairs  or  going  in  with  a nurse,  or  never 
sitting  down  in  the  patient’s  room?  One 
factor,  incidentally,  which  should  enter  in 
is  the  request  for  a private  room  for  your 
patient  if  your  assessment  indicates  the  like- 
lihood that  he  will  need  to  talk  privately 
to  you  while  in  the  hospital. 

To  go  on  with  the  elementary  aspects  of 
improving  communication  between  doctor 
and  patient,  now  that  the  stage  is  set  we 
need  to  look  at  the  doctor’s  personal  prepara- 
tion for  talking  with  the  patient. 

It  goes  without  saying  that  as  he  goes 
in  to  see  the  patient  the  doctor  will  be 
ready  for  work  and  have  his  own  emotions  in 
hand.  He  will  be  calm,  able  to  focus  on  the 
patient’s  problem  and  to  give  the  patient  his 
undivided  attention.  I take  it  also  as  axio- 
matic that  except  for  teenagers  and  chil- 
dren, the  doctor  will  not  call  the  patient  by 
his  first  name.  This  matter  of  how  patients 
are  addressed  has  important  bearing  on  the 
doctor-patient  relationship  which  will  de- 
velop. Szasz  and  Hollender^  described  three 
models  of  the  doctor-patient  relationship 
which  they  labeled  the  activity-passivity 
model,  the  guidance-cooperation  model,  and 
the  mutual-participation  model. 

Doctors  need  to  be  able  to  move  back  and 
forth  in  these  forms  of  relationship,  depend- 
ing on  what  is  appropriate  for  a given  pa- 
tient at  a given  time.  Once  you  start  call- 
ing a patient  by  his  first  name,  the  die  is 
cast  and  one  of  the  hierarchial  models  of 
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THREE  BASIC  MODELS  OP  THE  PHYSICIAN-PATIENT 

Physician’s  Role 
Does  something 
to  patient 


Model 

1.  Activity- 
Passivity 

2.  Guidance- 
Cooperation 

3.  Mutual 
Participation 


Tells  patient 
what  to  do 
Helps  patient 
to  help  himself 


Patient’s  Role 
Recipient  (unable 
to  respond  or 
inert) 
Cooperator 
(obeys) 
Participant  in 
“partnership” 
(uses  expert 
help) 


RELATIONSHIP 

Prototype  of  Model 

Parent-Infant 

Parent-Child 

(adolescent) 

Adult-Adult 


relationship  become  inevitable  and  a fixed 
relationship. 

Moreover,  formal  forms  of  address  of  pa- 
tients have  another  special  usefulness  in  the 
medical  interview  in  that  they  permit  us 
to  intrude  in  the  patient’s  life,  that  is,  to 
take  certain  professional  liberties  with  per- 
sonal, intimate  material  in  the  consulting 
room  and  then  facilitate  our  backing  out 
of  this  intimacy  again  in  a way  that  pro- 
motes the  patient’s  dignity.  If  you  can  ad- 
dress the  patient  as  Mr.  or  Miss  or  Mrs.,  at 
the  end  of  your  time  with  him  or  her,  the 
patient  again  puts  on  his  social  identity  in 
somewhat  the  same  way  he  puts  on  his 
clothes. 

Another  kind  of  personal  preparation  re- 
quired involves  the  doctor’s  concept  of  what 
his  job  is,  and  what  he  is  being  paid  for. 
I think  that  doctors  are  not  clear  about 
this,  and  particularly  the  surgeons  are  apt 
to  be  unclear  about  this.  Of  course  we  get 
paid  for  different  things  at  different  times 
in  medicine.  But,  contrary  to  the  Blue 
Shield  schedules,  insurance  coverage  and  the 
like,  in  general,  our  real  function  is  think- 
ing and  acting  (or  not  acting)  on  our  judg- 
ment and  not  simply  performing  in  some 
technical  way. 

Sir  James  Spence®  commented  on  this  mis- 
conception as  follows:  “The  real  work  of  a 
doctor  is  only  faintly  realized  by  many  lay 
people.  It  is  not  an  affair  of  health  centres, 
or  public  clinics,  or  operating  theatres,  or 
laboratories,  or  hospital  beds.  Those  tech- 
niques have  their  place  in  medicine,  but  they 
are  not  medicine.  The  essential  unit  of 
medical  practice  is  the  occasion  when,  in  the 
intimacy  of  the  consulting  room  or  sick  room, 
a person  who  is  ill,  or  believes  himself  to  be 
ill,  seeks  the  advice  of  a doctor  whom  he 


trusts.  This  is  a consultation  and  all  else 
in  the  practice  of  medicine  derives  from  it.’’ 

If  the  doctor  understands  the  medical 
interview  as  an  integral  part  of  his  job 
and  not  a side  issue,  he  will  become  more 
involved  in  the  task  and  be  willing  to  spend 
the  necessary  time  in  perfecting  himself  in 
this  skill. 

The  Doctor  and  Patient  Meet 

Now  having  discussed  some  of  the  ele- 
mentary aspects  of  the  fundamentals,  I 
would  like  to  get  into  actual  work  with  pa- 
tients and  try  to  answer  the  question,  “What 
are  the  reasons  that  the  quality  of  medical 
interviews  or  histories  are  no  better  than 
they  are?’’ 

When  the  matter  of  improved  communica- 
tion with  patients  comes  up  practicing  physi- 
cians almost  invariably  think  that  the  prob- 
lems that  result  come  from  pressures  of 
time.  In  actual  studies  we  do  not  find  this. 
Instead  we  find  that  better  interviewing  is 
much  more  efficient  with  a very  decided 
saving  of  time,  both  in  medical  history  and 
overall  time  spent  with  patients.  This  is 
not  to  say  that  the  pressure  of  time  is  not 
consequential  in  medical  practice,  or  that 
it  is  not  perfectly  possible  to  get  so  busy 
that  one  cannot  talk  to  people,  but  can  only 
look.  This  is  another  problem,  however, 
having  to  do  with  managing  our  practices 
and  our  lives  in  such  a way  that  we  do  not 
commit  ourselves  to  more  than  we  can  de- 
liver. The  point  I would  make  is  that  ordi- 
narily in  our  practices  much  of  our  load 
of  “busyness”  results  from  patients  returning 
to  see  us  because  they  have  not  received  the 
help  they  sought.  Much  of  the  time  this  is 
because  we  did  not  communicate  with  them 
well  to  begin  with. 
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In  our  experience  there  were  far  more 
important  factors  limiting  the  effectiveness 
of  communication  than  limitations  of  the 
doctor’s  time.  These  included  the  physi- 
cian’s attitude  about  the  importance  of  com- 
munication with  the  patient  and  willingness 
to  exert  himself  in  this  regard,  patient’s  in- 
dividual motivations  and  personal  charac- 
teristics, and  the  doctor's  skill  in  interview- 
ing techniques.  In  the  balance  of  this  paper 
I would  like  to  discuss  each  of  these  three 
aspects  of  communication  of  doctor  and  pa- 
tient. 

The  Doctor’s  Attitude  About 
Talking  With  Patients 

1.  We  are  naive  about  the  complexity  of 
the  process  of  communication,  tending  to  be- 
lieve that  we  can  use  a social  level  of  skill  in 
conversation  with  others  in  filling  our  pro- 
fessional functions.  We  act  as  if  all  people 
see  the  world  as  we  see  it  and  fail  to  recog- 
nize that  clinical  language  is  not  the  lan- 
guage of  experience.  This  naivete  shows  up 
most  obviously  in  our  acceptance  of  the  pa- 
tient’s presenting  complaint.  We  tend  not 
to  be  willing  to  really  explore  the  patient’s 
meaning,  or  if  we  do  we  insist  that  the  pa- 
tient redefine  his  symptoms  in  more  or  less 
pathognomonic  terms  for  us. 

2.  We  are  often  reluctant  to  force  the 
issue  of  honesty  with  patients  and  ourselves. 
I am  not  talking  about  something  so  obvi- 
ous as  trying  to  define  accurately  the  amount 
of  alcohol  consumed  or  blood  vomited.  Rath- 
er, I am  alluding  to  the  fact  that  we  let  pa- 
tients get  by  without  clarifying  their  trouble 
or  taking  the  initiative  themselves  in  defin- 
ing the  difficulty.  There  is  a kind  of  gentle- 
men’s agreement  in  the  world,  which  if  it 
were  written  out  would  go  something  like 
this,  “I’ll  not  make  you  uncomfortable  in 
questioning  what  you  are  saying  or  seeking 
to  understand  what  you  are  trying  not  to 
say,  if  you  won’t  ask  me  these  same  things.” 

3.  We  sometimes  have  a concept  that  the 
patient  and  his  ideas  are  a side  issue  in 
medical  practice.  The  patient  then  is  the 
vehicle  for  sjTnptoms  and  the  real  action 
occurs  between  the  doctor  and  the  disease 
with  that  patient  an  innocent  bystander. 


We  regard  the  patient’s  sjTnptoms  as  sub- 
jective and  inexact  and  not  really  what  is 
wrong.  It  is  as  though  we  feel  that  health 
is  too  important  a business  to  be  left  to  the 
patient  without  our  guidance.  This  leads  to 
an  attitude  of  preoccupation  with  the  pa- 
tient’s disease  rather  than  the  patient.  It 
sometimes  seems  as  if  we  would  like  it  better 
if  we  could  communicate  directly  with  the 
disease  instead  of  through  an  inteiwening 
patient.  Some  of  us  approach  talking  with 
the  patient  as  though  every  situation  were 
so  simple  as  that  of  removal  of  a splinter. 
It  is  as  though  we  say  “Just  hold  still  and 
I’ll  take  it  out.”  The  less  the  patient  inter- 
feres or  intrudes  personally  in  this,  the  bet- 
ter we  like  it  and  it  seems  as  though  some- 
times we  like  to  elbow  him  aside  to  get  at 
the  real  trouble,  his  gallbladder,  for  example. 
An  example  of  the  thing  I mean  is  implicit  in 
our  phrase  of  “taking”  a histoiy  which  sug- 
gests that  we  will  extract  the  information 
from  a vegetable,  like  squeezing  a lemon. 

4.  Similarly,  we  have  the  attitude  that  we 
want  to  limit  our  involvement  with  the  pa- 
tient, to  hear  just  what  we  want  to  hear  or 
hear  about.  Such  reluctance  to  become  in- 
volved in  any  general  way  or  insistence  that 
we  will  not  care  for  any  part  of  the  patient’s 
suffering  not  tailored  to  our  self-defined 
function  imposes  almost  impassable  barriers 
to  real  communication. 

5.  Perhaps  the  most  important  attitude 
affecting  the  doctor’s  ability  to  effectively 
communicate  with  patients  is  the  fact  that 
he  does  not  recognize  that  he  is  failing  in 
this,  nor  recognize  the  eroding  effects  of 
his  failure  on  himself.  After  habitual  failure 
in  communication  with  patients  the  doctor 
simply  learns  to  do  without  the  diagnostic 
information  the  patient  can  give  him,  al- 
though he  may  not  actually  realize  that  he 
is  doing  without  it.  He  develops  substitute 
techniques  for  getting  along  or  muddling 
through  in  order  to  establish  an  official 
diagnosis  of  the  situation  which  is  often- 
times totally  inaccurate  or  at  least  largely 
irrelevant. 

Examples  of  such  substitute  techniques 
are;  (a)  the  IBM  matching  approach,  (b)  the 
quest  for  pathognomonic  symptoms  or  signs. 
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(c)  the  unthinking  application  of  a labora- 
tory dragnet.* 

Patients’  Attitudes 

These  then  are  some  of  the  doctor’s  atti- 
tudes which  may  limit  effectiveness  in  com- 
munication. It  might  have  been  more  logical 
to  start  this  discussion  with  the  patient’s  at- 
titudes since  the  initiative  for  spontaneous 
and  cooperative  communication  lies  with 
him.  However,  our  concern  here  lies  with 
enhancing  the  skill  of  the  physician.  Cor- 
respondingly, I will  not  dwell  on  the  pa- 
tient’s part  in  this  but  will  mention  only  a 
few  of  the  ways  in  which  the  patient’s  at- 
titudes and  characteristics  compromise  the 
chances  for  getting  help. 

Patients  are  frequently  not  completely 
frank  about  the  trouble.  Every  doctor  has 
exasperating  confirmation  of  the  truth  of 
Oliver  Goldsmith’s  comment  that  words  are 
used  as  much  to  conceal  as  to  express  feel- 
ings. This  factor  of  concealment  or  of 
denial  in  the  patient’s  presentation  is  almost 
universally  present  in  clinical  medicine.  The 
situation  is  much  akin  to  the  thing  which 
cartoons  tell  us  happens  when  patients  go 
to  see  a dentist,  where  there  is  a tendency 
for  patients  to  deny  or  conceal  the  obvious 
aching  tooth. 

Another  way  in  which  communication  is 
compromised  by  the  patient  is  by  his  habitual 
ambiguities  of  thought  and  speech.  The  pa- 
tient may,  for  example,  have  the  “you  know” 
mannerism.  “Well,  it’s  sort  of  an  ache,  you 
know.”  The  doctor  may  find  himself  nodding 
in  a reflex  way  in  agreement  when  he  doesn’t 
really  know  anything. 

And  then,  too,  word  must  be  said  about  the 
perverse  motivations^  often  present  when  pa- 

♦The  IBM  matching:  approach  is  a kind  of  matching  opera- 
tion in  which  the  patient’s  complaints  are  converted  into  a 
technical  jargon  and  then  matched  against  a list  of  likely 
disease  possibilities.  *T  can’t  breathe  deeply”  becomes 
’’dyspnea.”  ‘T  have  a burning  taste”  becomes  ’’glossitis.”  *T 
don’t  feel  able  to  do  anything,”  becomes  “easy  fatiguability.” 
These  symptoms  are  then  matched  against  appropriate  disease 
entities  to  determine  the  diagnosis. 

In  the  quest  for  pathognomonic  symptoms  or  signs  historj’ 
taking  becomes  a kind  of  quiz  session.  “Does  this  burning  in 
your  stomach  get  worse  when  you  lie  down  after  eating  ? 
Are  your  stools  tarry?,”  etc.  If  the  patient  says  no  despite  the 
physician’s  hope  for  a positive  answer,  the  doctor’s  face  falls 
until  he  thinks  of  a new  possibility.  “Do  you  have  alternate 
constipation  and  diarrhea?”  he  asks,  etc. 

The  patient’s  complaints  are  used  to  get  a superficial  idea  of 
the  locus  of  the  trouble,  and  then  the  doctor  puts  out  a kind 
of  dragnet  of  diagnostic  procedures:  laboratory,  X ray.  psy- 

chological tests,  etc.  in  the  hope  of  finding  among  the  data 
dredged  up  a pathological  condition  to  use  for  a diagnosis. 
For  example,  if  the  patient  has  distress  in  the  upper  abdo- 
men. X rays  of  his  gallbladder  and  upper  and  lower  gastro- 
intestinal tract  are  ordered  without  more  ado.  (1) 


tients  come  to  the  doctor.  While  the  patient 
ostensibly  comes  for  help,  he  may,  in  fact, 
have  other  fish  to  fry.”  He  may  be  more 
interested  in  expressing  his  aggrievedness 
about  his  life  than  in  getting  help.  His  plea 
for  help  oftentimes  has  an  alloyed  quality  and 
is  not  a pure  bell-like  tone. 

Interviewing  Skills 

We  come  to  the  matter  of  the  doctor’s 
skill  in  professional  convei’sation  or  in  inter- 
viewing of  patients.  Of  course  any  skill  must 
be  practiced  to  be  perfected.  No  matter  what 
our  natural  aptitudes,  we  cannot  stand  on 
the  shore  and  didactically  learn  to  swim. 
What  we  can  do  here  is  to  identify  some  of 
the  skills  which  every  physician  needs  to 
drill  at  until  he  has  perfected  them.  These 
are  skills  which  periodically  need  rehoning 
to  keep  them  sharp.  The  skills  we  need  are 
easily  highlighted  by  studying  frequent  er- 
rors in  medical  interviewing.  These  are: 

1.  We  are  not  listening.  We  often  show 
we  are  not  listening.  For  instance,  we  ask 
a question  and  do  not  wait  for  a reply  or  do 
not  seem  to  note  if  a reply  has  not  been 
made.  L.  J.  Henderson  said  that  first  we 
must  listen  to  what  the  patient  is  saying 
and  then  listen  to  what  he  is  not  saying  and 
finally  listen  to  what  he  cannot  say.  There 
is  an  old  joke  about  a psychiatrist  which 
bears  on  this  frame  of  mind  needed  in  pro- 
fessional listening.  You  remember  there 
were  two  psychiatrists  riding  on  the  elevator 
up  to  their  offices.  One  says  to  the  other, 
“Good  morning,”  and  after  the  speaker  got 
off,  the  second  psychiatrist  is  heard  musing, 
“Now  what  did  he  mean  by  that?” 

2.  We  are  doing  the  talking.  We  “over- 
participate” in  the  patient’s  story-telling. 
We  do  not  follow  the  principle  of  minimal 
participation.  It  is  as  though  we  have 
come  to  the  scene  of  the  crime  where  there 
are  foot  prints  in  the  snow  and  instead  of 
standing  back  and  observing,  we  gumshoe 
around  and  obscure  the  field.  We  seek  to 
wrest  information  from  the  patient  rather 
than  letting  it  come  out  spontaneously.  A 
far  better  use  of  the  doctor’s  self  is  to  con- 
duct the  interview  in  such  a way  that  the 
patient  is  encouraged  to  tell  his  story  spon- 
taneously. 
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3.  \Miile  the  doctor  needs  to  profession- 
ally direct  the  intel’^dew,  that  is  different 
from  directing  the  patient’s  answers.  This 
latter  is  a kind  of  thought  control.  One 
simple  example  of  this  is  that  we  use  closed 
instead  of  open  ended  questions  or  ask  lead- 
ing questions.  Characteristically  we  say, 
“Is  this  a stabbing  pain  or  a buiming  pain?” 
instead  of  “Tell  me  what  this  is  like.” 

4.  We  rephrase  or  translate  what  the  pa- 
tient says  to  something  more  acceptable  or 
meaningful  to  us.  Sometimes  I have  the 
impression  that  at  any  given  moment  in  the 
office  practice  of  the  woi’ld’s  doctors  25  per 
cent  of  them  are  saying  to  their  patients, 
“What  you  really  mean  is  . . .”  and  then 
proceeding  to  tell  them.  Let  me  give  you  a 
few  examples  of  the  kind  of  translating 
which  goes  on  in  practice. 

a.  The  patient  says,  “I  have  a burning  in 
my  mouth.”  The  doctor  responds, 
“How  long  have  you  had  this  burning 
on  your  tongue?” 

Another  doctor,  “How  long  have  you 
had  this  acid  taste?” 

b.  Patient  says,  “I  have  a hot  irritation 
in  my  stomach.  ” 

Doctor,  “How  long  have  you  had  this 
heart  burn?” 

c.  Patient  says, “I  get  tired  awfully  easy.” 
Doctor,  “How  long  have  you  been 
weak  ?” 

Patient,  “Well,  I used  to  be  just  tired, 
but  now  I’m  weak.” 

The  above  are  actual  recorded  examples 
of  interchange  between  doctors  and  patients. 

It  is  very  hard  not  to  move  in  and  put 
this  to  rights.  Sometimes  this  impulse 
is  stimulated  by  mispronunciation  or  mis- 
conception about  a word,  such  as  “pros- 
trate” gland,  or  sometimes  by  a set  of  symp- 
toms that  stay  out  of  focus  for  us  and  we, 
in  effect,  take  over  the  knobs  and  get  a nice 
clear  picture  on  the  screen.  Unfortunately, 
the  picture  we  get  is  not  one  derived  from 
the  signals  the  patient  is  sending. 

We  can  state  more  positively  some  of  the 
skills  that  the  doctor  needs  to  practice  if 
he  wishes  to  improve  his  communication  with 
patients. 


1.  The  doctor  should  practice  going  to 
see  the  patient  with  the  specific  idea  of 
working  at  understanding  what  the  patient 
means.  As  a corollary  to  this,  he  needs  to 
recognize  that  there  is,  oftentimes,  a kind 
of  diagnosing  a patient’s  state  of  mind 
which  must  precede  other  steps  to  the  medical 
diagnosis. 

2.  He  should  practice  prolonging  intro- 
ductoiy  amenities  with  the  patient  to  give 
the  patient  a chance  to  settle  down  and  size 
the  doctor  up  before  pressing  for  disclosure 
of  what  the  patient’s  trouble  is. 

3.  The  doctor  needs  to  practice  tolerat- 
ing silence.  It  is  surprising  how  long  even 
a five  second  pause  is  in  a conversation. 

4.  The  doctor  should  scrutinize  his  own 
participation  in  the  interview.  Almost  all 
of  us  talk  too  much  and  are  too  directing. 
We  interrupt  or  simply  don’t  listen.  I would 
strongly  advise  the  use  of  the  tape  recorder 
here.  Listening  to  yourself  can  be  very  en- 
lightening. 

5.  The  doctor  needs  to  practice  letting 
the  patient’s  story  unfold.  He  needs  to  rec- 
ognize that  his  function  is  a catalytic  one 
and  should  force  himself  to  define  in  words 
in  his  records  what  it  is  that  is  going  on  if 
the  patient  is  not  communicating  readily. 

6.  The  doctor  needs  to  practice  develop- 
ing confidence  in  his  own  intei*pretation  of 
the  patient’s  nonverbal  behavior  and  so 
called  “irrelevant  thoughts.”  There  is  a par- 
ticular problem  here  in  physical  diagnosis. 
Hard  as  it  may  be  to  hear  a diastolic  murmur, 
nobody  has  tried  to  tell  us  that  a diastolic 
muiTnur  is  not  a diastolic  murmur.  However, 
it  is  not  so  with  the  murmur  of  discontent. 
We  have  repeatedly  learned  not  to  hear  the 
discontent  in  the  murmur. 

Finally,  remember  that  nothing  helps  the 
patient  communicate  as  much  as  talking 
himself. 
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^ ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
October  10  — McCook,  St.  Catherine’s 
Hospital 

October  24  — Hastings,  Mary  Lanning 
Hospital 

November  7 — Norfolk,  Norfolk  State 
Hospital 

November  21  — Alliance,  Central  School 
Building 

18th  ANNUAL  CONFERENCE  OF  THE 
NORTH  CENTRAL  REGION,  AMERI- 
CAN ASSOCIATION  ON  MENTAL  DE- 
FICIENCY — Will  be  held  October  5 and 
6,  1964,  at  the  Hotel  Paxton,  Omaha,  Ne- 
braska. 

PUBLIC  HEALTH  AND  MEDICAL, 
CHEMICAL  AND  BIOLOGICAL  DE- 
FENSE COURSE  — To  be  given  at  the 
U.  S.  Army  Chemical  School  at  Fort  Mc- 
Clellan, Alabama,  on  October  5-9,  1964, 
and  April  26-30,  1965. 

THE  AMERICAN  COLLEGE  OF  PHYSI- 
CIANS — Fall  Meeting,  October  8-10, 
1964,  Hotel  Biltmore,  Los  Angeles,  Calif. 
For  information:  Edward  C.  Rosenow,  Jr., 
MD,  Executive  Director,  4200  Pine  St., 
Philadelphia,  Pa. 

VIII  INTERNATIONAL  CONGRESS  ON 
DISEASES  OF  THE  CHEST  — Will  be 
held  in  Mexico  City,  October  11-15,  1964. 

AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS  — Sheraton-Oklahoma  Ho- 
tel, Oklahoma  City,  October  13-18,  1964. 

AUXILIARY  TO  THE  NEBRASKA  STATE 
MEDICAL  ASSOCIATION— Annual  Fall 
Board  Meeting  and  Workshop,  Monday, 
October  26,  1964,  Sheraton-Fontenelle  Ho- 
tel, Omaha. 

OMAHA  MID-WEST  CLINICAL  SOCIETY, 
32nd  ANNUAL  SCIENTIFIC  ASSEM- 
BLY — Omaha  Civic  Auditorium,  October 
26,  27,  28  and  29,  1964. 

GERONTOLOGICAL  SOCIETY,  17th  AN- 
NUAL MEETING  — October  29  to  31, 
Minneapolis,  Leamington  Hotel. 


FIRST  NATIONAL  CONGRESS  ON 
STROKES  — October  29-31,  Palmer 
House,  Chicago.  Sponsored  by  AMA, 
American  Heart  Association,  Heart  Dis- 
ease Control  Program  of  U.S.  Public 
Health  Service,  and  Vocational  Rehabilita- 
tion Administration  of  the  Department  of 
Health,  Education  and  Welfare. 

SOUTHERN  MEDICAL  ASSOCIATION, 
SECTION  ON  OPHTHALMOLOGY  — 
Annual  meeting,  Memphis,  Tennessee,  No- 
vember 16-19,  1964.  Contact  Secretary  of 
the  Section  on  Ophthalmology,  Dr.  George 

S.  Ellis,  812  Maison  Blanche  Building, 
New  Orleans  16. 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  POSTGRADUATE 
COURSES  COMING  UP— 

4.  Clinical  Cardiopulmonary  Physiology: 
Continental  Hotel,  Chicago,  October 
26-30,  1964. 

5.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart 
and  Lungs:  International  Inn,  Wash- 
ington, D.C.,  November  9-13,  1964. 

6.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  the  Heart  and  Lungs; 
Barbizon  Plaza  Hotel,  New  York  City; 
November  16-20, 1964. 

7.  Same  title : Hotel  Fontaineblau,  Miami 
Beach,  February  1-5,  1965. 

Registration  is  limited  and  tuition  fee 
charged. 

Future  Meetings  of  the  American 
College  of  .Surgeons — 

_ 1964  — 

ANNUAL  CLINICAL  CONGRESS  — Octo- 
ber 5-9,  Chicago,  111. 

— 1965  — 

ATLANTA,  GEORGIA,  January  25-27  — 
Sectional  Meeting.  Dr.  Duncan  Shepard, 
Local  Chairman.  Atlanta  Biltmore  Hotel. 

PHILADELPHIA,  PENNSYLVANIA,  Feb- 
ruary 15  - 17.  Sectional  Meeting.  Dr. 
George  P.  Rosemond,  Local  Chairman. 
Bellevue-Stratford  Hotel. 


October,  1964 


563 


SEATTLE,  WASHINGTON,  March  8-11. 
Annual  4-Day  Sectional  Meeting  for  Doc- 
tors and  Graduate  Nurses.  Olympic  Ho- 
tel and  nearby  hotels.  Dr.  Edward  B. 
Speir,  Local  Chaimian  for  surgeons’  pro- 
gram. Elizabeth  Giblin,  RN,  Local  Chair- 
man for  nurses’  program. 

ANNUAL  CLINICAL  CONGRESS,  October 
18-22,  1965,  Atlantic  City,  New  Jersey. 

— 1966  — 

BAL  HARBOUR,  FLORIDA,  January  13- 
15.  Sectional  Meeting.  Americana  Hotel. 

HOUSTON,  TEXAS,  January  31  - February 
2.  Sectional  Meeting.  Sheraton-Lincoln 
Hotel. 

CLEVELAND,  OHIO,  March  14-17.  Annual 
4-Day  Sectional  ^Meeting  for  Doctors  and 
Graduate  Nurses.  Sheraton-Cleveland  and 
nearby  hotels. 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 

Secretary,  American  College  of  Surgeons,  55 

East  Erie  Street,  Chicago,  Illinois  60611. 


Medicare  in  Operation 

During  the  past  few  years,  many  articles 
have  been  written,  regarding  IMedicare  in 
operation. 

For  example: 

What  is  authorized  or  unauthorized. 

The  filling  out  of  Medicare  Claims. 

How  to  submit  physicians  claims. 

IMaternity  care. 

N^ewborn  care. 

Care  for  injuries. 

Claims  for  consultations,  etc. 

Special  or  complicated  procedures  which 
cannot  be  paid  directly  by  the  fiscal 
agent,  but  must  be  submitted  to  the 
Policy  Committee  (which  is  the  Ne- 
braska State  Medical  Association)  for 
adjudication. 


We  believe  these  articles,  have  helped  some 
of  the  participating  physicians  to  understand 
^Medicare  and  the  purpose  of  the  Program. 
It  has  not,  however,  brought  the  coopera- 
tion and  the  response  from  the  doctor’s  of- 
fice that  we  had  hoped  for.  In  order  to 
run  ^Medicare  100  per  cent  efficient  man- 
ner, we  must  have  the  cooperation  of  the 
physicians  as  well  as  the  uniformed  services 
and  their  dependents. 

The  first  and  foremost  way  to  under- 
stand the  program  is  that  every  physician 
accepting  Medicare  dependents  should  fol- 
low the  ^Medicare  Manual  and  Schedule  of 
Procedures.  This,  we  find,  is  not  the  case. 
IMany  of  the  physicians  do  not  know  that  a 
Medicare  Manual  exists.  They  are  under 
the  impression  that  because  Blue  Cross-Blue 
Shield  is  the  fiscal  agent,  and  that  Medicare 
is  comparable  to  the  Series  60  in  the  Blue 
Shield  Manual,  this  is  sufficient.  This  is 
not  so.  Thej'  should  have  a IMedicare  IMan- 
ual  so  that  they  can  understand  what  is  and 
is  not  authorized,  how  to  submit  their 
claims,  and  how  to  determine  that  the  de- 
pendent is  eligible  for  civilian  care. 

It  is  stated  in  the  Manual  that  it  is  the 
responsibility  of  the  doctor’s  office  accept- 
ing ^Medicare  dependents  to  make  sure  these 
patients  produce  the  necessary  papers  and 
information  to  prove  that  they  are  eligible 
under  the  Medicare  Program.  Fifty  per 
cent  of  the  claims  submitted  to  our  office 
have  to  be  retuimed  each  day  because  they 
have  not  been  properly  completed.  This  de- 
lays payment  being  made  to  the  physician  for 
his  services.  We  realize  there  is  sometimes 
a lack  of  cooperation  on  the  part  of  the  spon- 
sors and  their  wives  to  furnish  the  doctor’s 
office  with  the  necessary  information.  If 
this  situation  should  arise,  the  doctor  is  per- 
fectly justified  in  billing  the  sponsor  for  his 
fee. 

We  would  appreciate  having  the  physi- 
cian’s point  of  view  on  the  ^Medicare  Pro- 
gram. If  they  have  any  suggestions  that 
would  help  to  make  this  Program  more  suc- 
cessful from  their  viewpoint  as  well  as  the 
patient’s,  we  assure  them  of  our  fullest  co- 
operation. 
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BLUE  SHIELD  STATEMENT 
Before  the  Senate  Finance  Committee 
By  Russell  B.  Carson,  MD 
Chairman  of  the  Board  of  Directors, 
National  Association  of  Blue  Shield  Plans 
August  12,  1964 

Editor’s  Note:  The  following  article  is  an 
excellent  exposition  of  the  origin  and  growth 
of  Blue  Shield  and  of  its  impact  on  medical 
care  of  the  65-and-over  group  of  our  citi- 
zens. It  clearly  shows  the  fallacies  in  the 
arguments  for  the  various  bills  in  Congress 
aimed  at  getting  medical  care  of  some  degi’ee 
— any  degree  — connected  with  the  Social 
Security  system.  If  such  a connection,  no 
matter  how  tenuous,  can  be  effected,  the  so- 
cializers  know  how  to  go  from  there  to  their 
ultimate  goal  of  completely  socialized  medi- 
cine. 

Those  of  socialistic  bent  found  that  con- 
frontation of  the  people  with  a bill  creating 
complete  state  medicine  failed.  The  people 
did  not  want  it.  But,  piece  by  piece  social- 
ism in  small  doses  can  be  installed  without 
arousing  the  voters  from  their  lethargy.  It 
just  takes  longer  to  arrive  at  the  same  end, 
and  the  people  have  what  they  do  not  want 
before  they  realize  what  has  happened. 

It  is  well,  therefore,  to  review  our  great- 
est protection  from  time  to  time  so  we  may 
use  the  ammunition  it  gives  us  against  state 
medicine. 

— Editor. 

Mr.  Chainnan: 

I am  Dr.  Russell  B.  Carson  of  Fort  Lau- 
derdale, Florida,  and  I am  engaged  in  the 
private  practice  of  medicine  in  that  city. 
I am  appearing  before  this  Committee  as 
Chairman  of  the  Board  of  Directors  of  the 
National  Association  of  Blue  Shield  Plans. 
Accompanying  me  is  Mr.  John  Castellucci, 
Executive  Vice  President  of  the  Association, 
and  Mr.  James  Bryan,  Director  of  our  Wash- 
ington office. 

The  National  Association  of  Blue  Shield 
Plans  is  the  coordinating  organization  of  74 
Blue  Shield  Plans  in  the  United  States. 
There  are  now  over  50  million  people  in  this 


country  enjoying  prepaid  medical  and  surg- 
ical security  under  these  Plans. 

The  Blue  Shield  name  and  symbol  is  a na- 
tionally recognized  service  mark.  It  is  a 
highly  respected  symbol.  It  identifies  the 
medical  service  Plans  which  offer  benefits 
specifically  related  to  the  medical  needs  of 
their  local  communities. 

Blue  Shield  and  Blue  Cross  share  a com- 
mon objective  — to  make  available  a compre- 
hensive medical  and  hospital  prepayment 
service  to  the  entire  population.  Blue  Shield 
is  engaged  in  covering  physicians’  services, 
while  Blue  Cross  is  devoted  to  the  payment 
of  hospital  services.  Although  the  local  Blue 
Cross  and  Blue  Shield  Plans  work  in  close 
cooperation  in  most  parts  of  the  country, 
they  are  distinctly  separate  organizations, 
both  locally  and  nationally. 

Leaders  of  Blue  Shield  and  of  the  medical 
community  have  always  recognized  that  ag- 
ing people  present  some  special  health  prob- 
lems, just  as  do  many  other  segments  of 
the  population,  such  as  the  chronically  ill, 
the  handicapped,  and  the  indigent.  Our 
Plans  have  always  sought  to  bring  the  re- 
sources of  the  entire  community  to  bear 
upon  the  problems  of  each  of  its  component 
groups. 

The  gro^\d;h  of  Blue  Shield  is  an  impres- 
sive reflection  of  the  growing  national  con- 
cern to  make  adequate  prepayment  mech- 
anisms for  medical  care  available  to  all  who 
need  such  help  — regardless  of  age. 

Blue  Shield  membership  now  includes 
more  than  4 million  citizens  past  65  years  of 
age,  and  all  Blue  Shield  subscribers  may  con- 
tinue their  coverage  when  they  pass  the  age 
of  65.  This  means  that  a constantly  grow- 
ing proportion  of  America’s  working  popu- 
lation have  the  opportunity  of  carrying  their 
medical  care  prepayment  into  retirement. 

In  1951,  5%  of  all  Blue  Shield  members, 
or  nearly  1 million  persons,  were  65  years 
of  age  or  older.  By  1959,  this  number  had 
grown  to  more  than  2V2  million  persons  rep- 
resenting 6.4%  of  all  Blue  Shield  mem- 
bers, and  our  present  Blue  Shield  member- 
ship of  more  than  4 million  persons  over  65 
represents  8.2%  of  our  entire  membership. 
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It  is  particularly  significant  that  while  total 
Blue  Shield  membership  during  the  18 
months  ending  December  31,  1963,  increased 
about  51/2  the  number  of  persons  over 
age  65  covered  by  Blue  Shield  increased 
21%.  Thus,  the  growth  rate  of  coverage  of 
older  persons  has  become  nearly  four  times 
the  growth  rate  of  all  age  groups  com- 
bined. 

In  1959,  only  10  Plans  offered  individual 
non-group  membership  without  age  limit. 
Today,  73  of  the  74  Blue  Shield  Plans,  rep- 
resenting over  99%  of  the  total  membership 
in  this  country,  have  available  individual 
non-group  coverage  for  persons  over  65. 

Most  Blue  Shield  Plans  have  always  of- 
fered benefits  on  a fully  paid  “service  bene- 
fit” basis  to  subscribers  in  the  medium  and 
lower  income  brackets.  I wish  to  emphasize 
as  significant  this  service  benefit  feature  of 
Blue  Shield.  This  means  that  local  partici- 
pating physicians  have  agreed  with  their 
local  Plans  to  accept  Plan  payment  as  full  pay- 
ment for  all  covered  services,  provided  the 
income  of  the  subscriber  falls  within  cer- 
tain income  levels. 

The  service  benefit  feature  applies  to 
Blue  Shield  senior  citizens  even  more  com- 
pletely than  to  members  in  other  age  groups. 
Of  the  73  Blue  Shield  Plans  that  now  offer 
a special  senior  citizen  contract,  65  of  them 
provide  benefits  on  a fully  prepaid  service 
basis  to  low  income  subscribers. 

Apart  from  the  remarkable  progress  we 
have  made  in  providing  health  insurance 
coverage  on  an  individual  basis  to  those  65 
and  over,  a more  significant  development 
has  been  the  increasing  practice  of  both 
local  and  national  labor  and  management 
groups  to  negotiate  a provision  in  their 
health  and  welfare  programs  for  the  con- 
tinued coverage  of  retired  employees  under 
the  same  arrangements  and  conditions  as 
apply  to  their  active  employees.  The  best 
example  is  the  pattern  adopted  by  the  federal 
government  for  its  own  retiring  employees. 
Blue  Shield  and  Blue  Cross  cover  over 
1,150,000  federal  employees,  and  in  addition 
the  members  of  their  families,  for  a total 
of  approximately  3i/4  million  people.  Each 
year  more  than  25,000  retiring  federal  em- 


ployees take  their  Blue  Shield  protection  in- 
to retirement.  As  retirees,  these  federal  em- 
ployees, like  many  retiring  from  private  in- 
dustry, are  assisted  by  their  former  employ- 
er in  continuing  their  health  coverage. 

In  the  brief  span  of  23  years,  marked  by 
war,  recession,  and  inflation.  Blue  Shield 
membership  has  grown  from  370,000  to  over 
50  million  and  the  total  number  of  people 
covered  by  voluntary  health  insurance  has 
grown  from  12  million  to  more  than  145  mil- 
lion, which  represents  77%  of  the  entire 
U.  S.  population. 

The  proportion  of  the  over-65  population 
covered  by  voluntary  health  insurance  will 
soon  match  the  percentage  of  the  total  popu- 
lation so  covered  and  the  quantity  and  qual- 
ity of  coverage  for  those  on  both  sides  of 
the  65  year  line  will  continue  to  improve  at 
a rapid  pace. 

We  are  dealing  with  a problem  which  from 
day  to  day  is  progi-essively  finding  an  ade- 
quate solution  through  voluntary  methods. 
The  number  of  our  aged  people  who  require 
governmental  assistance  grows  proportion- 
ately smaller  from  day  to  day.  The  problem 
of  financing  health  care  for  the  aged  is  a 
diminishing  one. 

We  who  have  pioneered  the  voluntary 
health  care  movement  are  the  first  to  ac- 
knowledge that  there  will  always  be  some 
people  in  all  age  groups  who  cannot  pur- 
chase the  medical  care  they  need  through 
their  own  resources.  This  relatively  small 
group  of  people  must  be,  to  some  degree,  a 
responsibility  of  the  community. 

However,  it  seems  wholly  illogical  to  pro- 
vide for  the  many  who  do  not  need  help 
in  order  that  the  few  who  need  assistance 
may  receive  it,  as  is  proposed  in  the  King- 
Anderson  Bill  and  in  the  other  amendments 
calling  for  social  security  financing  of  hos- 
pital care.  We  do  not  believe  that  Congress 
wishes  to  enact  a program  which  would  sup- 
plant or  jeopardize  a voluntary  system  which 
is  accomplishing  so  much. 

People  of  any  age  who  need  help  in  avail- 
ing themselves  of  medical  care  should  and 
must  have  help.  If  today.  Blue  Shield  and 
Blue  Cross  were  eliminated  from  the  Ameri- 
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can  scene,  millions  of  people  would  suddenly 
find  themselves  medically  indigent  in  the  face 
of  any  important  medical  emergency. 

Why  should  Congress  be  asked  to  attack  a 
problem  of  specific,  identifiable  need  for 
citizens  over  65  by  a program  that  would 
cover  everyone  of  this  age  — irrespective  of 
need  — and  yet  fall  tragically  short  of  match- 
ing or  equalling  the  benefit  programs  which 
it  would  displace? 

The  provisions  of  the  King-Anderson  pro- 
posal are  costly  even  in  terms  of  the  limited 
benefits  the  bill  proposes  to  offer,  and,  if  we 
interpret  the  current  alternative  proposals 
correctly,  the  benefits  will  be  even  less  ade- 
quate than  in  the  original  proposal. 

The  ultimate  costs  of  even  the  more  lim- 
ited program  that  has  been  proposed  in  the 
optional  plan  are  totally  unpredictable.  And 
when  such  benefits  are  offered  as  an  elec- 
tive option,  one  can  be  certain  that  the  hos- 
pital benefit  option  will  be  selected  by  those 
most  likely  to  need  hospital  care  — thus 
assuring  an  “adverse  selection”  and  a far- 
greater  cost  than  would  normally  be  antici- 
pated for  such  benefits.  It  is  somewhat  sur- 
prising to  find  some  of  the  avowed  support- 
ers of  the  social  security  system  proposing 
that  a major  social  security  benefit  be  of- 
fered on  a voluntary  basis. 

If  a hospital  benefit  proposal  is  enacted, 
it  will  enevitably  be  only  the  first  step  to- 
ward a comprehensive  program  of  federal 
health  insurance. 

Before  long.  Congress  will  be  asked  to  ex- 
tend this  limited  program  by  adding  surgical 
and  medical  benefits  for  the  aged.  The  his- 
tory of  the  Social  Security  Act  clearly  shows 
that  every  Congressional  session  will  ex- 
pand the  program.  The  inevitable  expansion 
of  any  benefit  system  supported  by  social 
security  means  rising  taxes  on  wages  and 
salaries,  and  increasing  federal  control  of 
personal  services.  And  the  force  of  the  argu- 
ment to  expand  federally  operated  medical 
care  programs  will  be  enhanced  to  the  ex- 
tent that  the  vitality  of  the  voluntary  sys- 
tem has  been  sapped  by  ill-conceived  govern- 
mental intervention  in  the  provision  of 
health  care. 


The  federal  government  injures  the  public 
interest  if  it  sets  up  a program  which  in- 
hibits the  further  development  and  growth 
of  the  voluntary  plans.  It  could  ultimately 
nullify  their  contribution  to  the  health  and 
welfare  of  the  entire  population. 

In  our  opinion.  Congress  has  provided  an 
instrument,  in  the  Kerr-Mills  program,  which 
if  improved  and  fully  implemented,  is  the 
best  answer  yet  evolved  for  the  specific 
problems  of  our  aged  and  needy  citizens. 

We  can  demonstrate  the  practicality  of 
utilizing  Blue  Shield  Plans  as  underwriters 
of  the  services  provided  needy  elder  citizens 
through  the  Kerr  - Mills  program.  Blue 
Shield  would  welcome  a much  broader  op- 
portunity to  make  our  contribution  to  this 
program. 

The  Kerr-Mills  Act  is  essentially  right.  It 
can  provide  medical  care  where  and  when  it 
is  needed.  It  can  provide  the  kind  of  care 
that  a patient  needs  and  to  the  full  extent 
that  he  needs  it.  Its  cost  is  supported  by  the 
entire  community,  instead  of  being  loaded 
upon  the  wage  earner,  as  the  social  secur- 
ity financed  program  would  be. 

The  Kerr-Mills  program  should  be  im- 
proved. Congress  should  require  the  Depart- 
ment of  Health  Education  and  Welfare, 
after  obtaining  appropriate  medical  advice, 
to  establish  the  basic  principles  of  a med- 
ically acceptable  benefit  program  for  the 
elderly.  Each  state  should  then  be  required 
to  meet  these  minimum  standards  in  order 
to  qualify  for  Federal  assistance. 

The  Kerr-Mills  program  should  be  fur- 
ther amended  to  encourage  the  use  of  the 
voluntary  prepayment  plans  for  underwrit- 
ing the  benefits.  This  would  permit  needy 
elderly  people  to  avail  themselves  of  the 
services  of  their  own  physicians  and  hos- 
pitals without  a “means  test”  at  the  time 
when  these  services  are  needed. 

By  adapting  Kerr-Mills  to  the  voluntary 
prepayment  structure.  Congress  would 
strengthen  the  Kerr-Mills  program,  and  it 
would  also  contribute  to  the  security  and 
strength  of  America’s  entire  voluntary 
health  insurance  movement.  By  utilizing 
the  prepayment  plans.  Congress  would  also 


October,  lOM 


567 


achieve  a stability  and  a predictability  of 
cost  for  the  Kerr-Mills  program  that  is  ob- 
tainable in  no  other  way. 

We  believe  that  Congress  can  best  serve 
the  interests  of  all  the  people  of  the  United 
States  by  making  the  fullest  possible  use  of 
the  existing  prepayment  system  to  under- 
write the  medical  care  needs  for  all  those 
segments  of  the  population  for  whose  aid  or 
support  our  government  has  a legitimate 
role. 

Blue  Shield  would  welcome  an  opportun- 
ity to  advise  and  aid  Congress  in  any  plans 
to  accomplish  this  objective. 

We  recommend  that  Congress  consider 
amending  the  Social  Security  Laws  to : 

(1)  Provide  for  establishment  of  mini- 
mum principles  and  standards  for 
any  state  which  wishes  to  qualify  its 
I\IAA  program  for  federal  support. 

(2)  Recognize  and  encourage  the  further 
development  of  voluntaiy  prepay- 
ment facilities  which  are  alreadj^ 
available  and  functioning. 

(3)  Declare  it  unmistakably  to  be  the 
intent  of  Congress  that  the  Depart- 
ment of  Health  Education  and  Wel- 
fare should  make  maximal  use  of  es- 
tablished prepayment  plans  to  under- 
write the  MAA  program  in  the  va- 
rious states  in  order,  first,  to  sta- 
bilize the  costs  of  this  program,  sec- 
ond, to  minimize  its  welfare  aspects, 
and  third,  to  eliminate  the  means 
test  at  the  time  when  medical  care  is 
required. 

(4)  Provide  for  a clear  separation  of  the 
]\1AA  program  from  the  OAA  pro- 
gram, and  for  professional  medical 
control  and  guidance  of  the  MAA 
program. 

i\Ir.  Chairman,  I would  offer  the  follow- 
ing summary  observations: 

Blue  Shield  Plans  have  long  been  aware 
of  the  special  needs  of  older  citizens  for 
medical  care  and  for  the  economic  means 
of  obtaining  such  care. 

More  than  4 million  citizens  in  the  over 


65  age  group  are  now  enrolled  in  Blue  Shield 
Plans,  and  Blue  Shield  members  under  65 
have  the  privilege  of  continuing  their  cov- 
erage after  reaching  the  65  year  mark. 

Blue  Shield  members  over  65  now  repre- 
sent more  than  8%  of  our  entire  enroll- 
m.ent,  and  new  enrollment  of  over  65  sub- 
scribers has  been  growing  four  times  as 
fast  as  our  total  enrollment.  Most  of  these 
elderly  Blue  Shield  members  are  entitled  to 
covered  medical  services  on  a paid  in  full 
basis. 

Our  experience  convinces  us  that  the  prob- 
lem of  providing  medical  care  for  the  elderly 
is  in  process  of  solution,  largely  through 
voluntary  methods,  supplemented  by  such 
programs  as  the  Kerr-Mills  Act,  and  that 
its  solution  would  be  hastened  by  using  the 
voluntary  prepayment  plans  to  underwrite 
these  programs  for  the  needy  aged. 

We  urge  that  Congress  build  upon  the  solid 
foundations  of  legislative  enactment  repre- 
sented by  the  Kerr-Mills  program,  and  of  vol- 
untary initiative  represented  by  Blue  Shield 
and  its  companion  hospital  plan.  Blue  Cross. 
We  urge  that  Congress  take  advantage  of 
the  knowledge  and  experience  of  the  volun- 
tary prepayment  plans  to  strengthen  the 
Medical  Aid  to  the  Aged  program.  By  do- 
ing so,  we  submit  that  Congress  would  dis- 
charge its  public  responsibility  to  the  aged 
and  it  would  also  help  to  assure  the  utlimate 
success  of  America’s  voluntary  prepayment 
plans  in  meeting  the  medical  needs  of  the 
entire  community. 

We  wish  to  thank  you,  Mr.  Chairman,  and 
the  members  of  the  Senate  Finance  Commit- 
tee, for  your  courtesy  in  permitting  us  to 
bring  this  statement  and  these  recommenda- 
tions to  you. 

The  following  “Statement”  by  the  Phar- 
maceutical Manufacturer’s  Association 
(PMA)  brings  together  much  that  has  been 
written  piecemeal  on  this  subject  — sup- 
port of  medical  research.  Editorials  on  va- 
rious angles  of  the  subject  have  appeared 
in  our  Joutmal  since  the  Kefauver  era  began. 
Because  we  need  to  realize  just  what  is  hap- 
pening in  this  area,  we  take  this  opportunity 
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to  publish  the  statement  by  PMA  as  fol- 
lows ; 

STATEMENT  ON  PUBLIC  AND  PRIVATE 

SUPPORT  OF  MEDICAL  RESEARCH 
Pharmaceutical  Manufacturers  Association 
June  15,  1964 

The  Board  of  Directors  of  the  Pharma- 
ceutical Manufacturers  Association  ap- 
proved a statement  of  principle  on  govern- 
ment support  of  medical  research  on  Janu- 
ary 8,  1959.  The  statement  which  follows, 
on  public  and  private  support  of  medical 
research,  supercedes  the  1959  statement. 

A substantial  proportion  of  the  scientific 
research  conducted  in  the  United  States  is 
directed  toward  the  discovery,  development 
and  evaluation  of  new  medicines  and  new 
methods  for  the  prevention,  alleviation  and 
cure  of  disease,  and  toward  better  under- 
standing of  the  functioning  of  the  body  and 
its  cells  in  health  and  disease.  During  the 
past  five  years,  industrial  support  of  medi- 
cal research  has  increased  by  50%  to  more 
than  $300  million  annually,  federal  govern- 
ment expenditures  have  trebled  to  $1  bil- 
lion, and  the  application  of  their  own  funds 
by  teaching  and  philanthropic  institutions 
has  also  increased  by  50%  to  about  $150  mil- 
lion. The  Board  of  Directors,  acting  on  be- 
half of  the  members  of  the  Pharmaceutical 
Manufacturers  Association,  has  prepared 
this  statement  to  emphasize  how  important 
it  is  for  the  responsibilities  of  these  three 
groups  to  be  understood,  if  the  progress  of 
medical  research  is  to  continue,  or  acceler- 
ate. 

Money  alone,  of  course,  cannot  create  the 
research  results  which  society  seeks.  Pro- 
ductive research  depends  on  the  competence 
and  number  of  the  scientists  engaged  in  cre- 
ative work,  on  the  incentive  offered  to  scien- 
tists, and  on  the  planning,  development  and 
administration  of  sound  research  programs. 
The  Pharmaceutical  Manufacturers  Associa- 
tion perceives  four  major  problems,  which 
are  also  widely  recognized  by  educators, 
scientists,  and  others  with  special  knowledge 
of  this  field: 

— Medical  research  programs  supported 


by  the  federal  government  have  increased 
to  the  point  where  they  are  difficult  for  the 
government  to  administer  efficiently. 

— A substantial  share  of  research  re- 
sources of  the  nation  is  being  diverted  from 
investigations  which  increase  the  store  of 
fundamental  knowledge  into  projects  intend- 
ed to  provide  more  immediate  results. 

— Many  scientist-teachers  are  being  lured 
from  teaching  activities  into  full-time  re- 
search, making  it  more  difficult  to  augment 
the  supply  of  competent  scientists. 

— Federal  government  patent  policies  pro- 
vide inadequate  incentive  for  maximum  co- 
operation between  industry  and  non-industry 
scientists  working  on  medical  research  prob- 
lems of  mutual  interest. 

The  following  comments  pertain  to  these 
four  problems. 

The  Board  of  Directors  of  the  Pharma- 
ceutical Manufacturers  Association  suggests 
that  the  primary  role  of  government  in  medi- 
cal research  is  to  encourage  the  expansion 
and  enrichment  of  the  flow  of  fundamental 
knowledge,  sometimes  referred  to  as  basic 
research.  Such  fundamental  research  on  the 
functioning  of  the  human  body  and  the 
causes  of  human  ills  furnishes  information 
essential  to  the  development  of  new  thera- 
peutic agents  and  techniques. 

The  PMA  believes  that  the  search  for 
fundamental  knowledge  is  often  best  adapted 
to  development  in  institutions  supported  by 
public  and  private  philanthropic  funds, 
where  tradition  encourages  a diversity  of 
approach  by  gifted  and  independent  minds. 
Programs  in  such  institutions  should  be  free 
of  restrictive  planning  and  control  which 
hamper  imaginative  scientific  thinking. 

An  important  role  of  the  pharmaceutical 
industry  is  the  application  of  basic  knowledge 
from  all  sources  to  the  discovery  and  design 
of  new  medicines,  to  the  definition  of  their 
utility,  a determination  of  their  limitations, 
and  to  the  invention  of  feasible  processes  of 
manufacture.  This  results  in  the  availability 
to  the  medical  and  allied  professions  of  qual- 
ity medicines  in  adequate  quantity  and  with 
proper  instructions  for  their  use.  The  in- 
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dustry  recognizes  it  too  has  an  obligation 
to  contribute  to  the  store  of  fundamental 
knowledge,  but  the  depth  of  this  responsi- 
bility differs  from  that  of  institutions  pri- 
marily dedicated  to  the  exploration  of  the 
unknown. 

It  is  thus  the  role  of  the  pharmaceutical 
industry  to  develop  basic  knowledge  to  the 
extent  possible,  and  to  conduct  research  in 
diseases  by  more  empiric  methods.  General- 
ly, this  latter  course  involves  devising  tech- 
niques for  simulation  of  human  diseases  in 
animals,  producing  these  disease  indications, 
and  then  testing  large  numbers  of  substances 
for  clues  as  to  their  effects.  If  an  avenue 
suggestive  of  further  exploration  is  found, 
this  is  studied  to  define  molecular  structure 
and  modifications  that  might  lead  to  a com- 
pound with  maximal  effectiveness  and  mini- 
mal harmful  side  effects. 

It  should  be  noted  here  that  the  pharma- 
ceutical industry,  in  contrast  to  many  other 
major  U.S.  industries,  devoted  a substantial 
portion  of  its  own  funds  to  the  support  of 
research,  and  does  not  rely  upon  federal  gov- 
ernment support. 

Considering  the  respective  roles  of  gov- 
ernment, private  foundations  and  univer- 
sities, and  industry  in  supporting  medical  re- 
search as  described  above,  the  PMA  be- 
lieves that  the  emphasis  of  government  sup- 
port should  be  placed  in  those  areas  where 
it  has  been  concluded  after  study  that  sup- 
port from  the  private  sector  is  inadequate  in 
terms  of  national  needs.  Government  sup- 
port, which  can  be  so  overwhelming  in  its 
extent,  should  not  compete  with  private  re- 
search activity  where  needs  are  being  met 
by  private  funds.  It  is  of  vital  importance 
to  the  creativity  and  the  incentives  of  the 
private  sector  that  government  not  usurp  pri- 
vate prerogatives  and  thus  contribute  fur- 
ther to  the  concentration  of  power  and  au- 
thority in  federal  hands  and  to  the  decrease 
of  interest  on  the  part  of  researchers  who 
work  cooperatively  with  others.  Some  of  the 
NIH  programs  authorized,  even  instituted, 
by  the  Congress  have  caused  an  alarming 
trend  to  develop  toward  government  en- 
croachment in  areas  of  research  that  have 
been  supported  by  private  funds,  primarily 
from  the  pharmaceutical  industiy. 


Many  advances  in  medicine  today  are  de- 
rived from  research  which  has  received  sup- 
port in  varying  degrees  from  public  and 
private  sources.  The  interests,  investments, 
and  incentives  of  all  participants  should  re- 
ceive, therefore,  satisfactory  recognition  as 
the  research  project  moves  from  its  early 
beginnings  through  the  developmental  phases 
and  finally  to  the  product  used  by  the  physi- 
cian, pharmacist,  and  public.  If  the  trend 
toward  support  of  applied  research  by  the 
federal  government  continues,  and  if  there 
is  failure  to  accord  appropriate  recognition 
and  freedom  to  contributors  of  private  funds, 
the  massive  size  of  the  government  grant 
program  alone  could  weaken  research  incen- 
tive for  universities,  foundations,  and  indus- 
try. This  would  affect,  in  particular,  indus- 
try management  decisions  to  risk  large  sums 
for  research  conducted  in  non-industiy  fa- 
cilities, such  as  academic  institutions,  hos- 
pitals, and  foundations. 

The  situation  is  aggravated  by  increas- 
ingly restrictive  federal  governmental  poli- 
cies relative  to  patent  rights  in  discoveries 
resulting  from  research  partially  or  indirect- 
ly subsidized  by  government  funds.  Cer- 
tain provisions  of  the  Presidential  Memor- 
andum of  October  10,  1963,  on  this  subject 
seem  to  establish  a particularly  oppressive 
and  restrictive  policy  in  connection  with  in- 
ventions and  discoveries  concerning  the  pub- 
lic health.  The  term  “public  health”  as  used 
in  the  President’s  Statement  has  been  read 
by  some  to  include  the  usual  and  regular  ac- 
tivities of  the  pharmaceutical  industry  in  the 
development  and  production  of  prescription 
drugs. 

Thus  the  memorandum  is  susceptible  to 
an  intei^pretation  which  would  provide  for 
government  acquisition  of  the  principal  or 
exclusive  right  to  drug  discoveries  or  the 
right  to  compel  unlimited  patent  licensing 
without  regard  to  the  extent  of  the  govern- 
ment’s contribution  or  participation. 

In  the  opinion  of  the  PMA  such  a result 
would  defeat  the  expression  in  the  October  10 
statement,  which  this  Association  heartily 
endorses,  that  “The  public  interest  in  a dy- 
namic and  efficient  economy  requires  that 
efforts  be  made  to  encourage  the  expedi- 
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tious  development  and  civilian  use”  of  in- 
ventions resulting  from  government  research 
and  development  contracts.  The  Association 
is  likewise  pleased  to  observe  reference  in 
the  statement  to  the  need  for  “incentive  to 
call  forth  private  risk  capital  and  expense 
to  bring  the  invention  to  the  point  of  prac- 
tical application.”  Experience  in  the  drug 
industry  amply  demonstrates  the  importance 
of  including  this  philosophy  in  a sound  gov- 
ernment patent  policy. 

The  Pharmaceutical  Manufacturers  Asso- 
ciation believes  also  that  the  emphasis  on 
support  of  research  must  not  be  allowed  to 
detract  from  the  obligation  of  public  and 
philanthropic  funds  to  provide  for  educa- 
tion and  training  of  an  adequate  number  of 
young  scientists.  Thus  it  is  the  further 
duty  of  administrators  of  such  funds  to  be 
familiar  with  these  educational  requirements 
and  to  assure  that  proper  emphasis  is  main- 
tained with  respect  to  them.  To  do  other- 
wise is  to  borrow  too  much  from  the  fu- 
ture in  an  effort  to  achieve  immediate  re- 
sults. In  considering  these  points  together, 
it  becomes  apparent  that  a slackening  of 
basic  research  efforts  or  a decrease  in  the 
number  of  properly  educated  young  scientists 
will  inevitably  slow  the  progress  of  medical 
research,  irrespective  of  the  amount  of 
money  spent. 

The  PMA  believes  that  the  government 
can  help  the  nation’s  total  research  effort 
by  improving  the  dissemination  of  scientific 
information.  In  fields  not  involving  national 
security,  every  recipient  of  a grant  or  con- 
tract from  the  federal  government  should  be 
required  to  submit  a complete  report  at  peri- 
odic intervals  on  how  he  used  the  govern- 
ment funds.  The  report  should  be  in  the 
form  of  a detailed  paper  which  would  provide 
enough  information  so  that  other  scientists 
would  know  what  had  been  done  and  what 
the  results  were.  These  reports  should  then 
be  properly  indexed  by  the  government  and 
made  available  to  all  interested  parties. 
Thus  the  scientific  community  could  be  kept 
currently  informed  of  the  progress  of  the 
total  research  effort.  Though  most  scien- 
tists prepare  scientific  papers  during  or  at 
the  conclusion  of  their  research,  publication 


may  not  occur  for  months,  even  one  or  two 
years  after  the  research  has  been  completed. 

Another  advantage  of  collecting  these 
scientific  reports,  properly  indexed,  is  that 
so-called  negative  results  would  then  be 
available  to  the  scientific  community.  This 
is  not  the  case  at  present  since  the  editors 
of  many  scientific  journals  hesitate  to  pub- 
lish results  of  seemingly  unproductive  ex- 
periments. As  a result  other  scientists  may 
undertake  the  same  research  not  realizing 
that  predecessors  have  already  explored 
these  areas. 

Finally,  the  PMA  is  concerned  with  the 
methods  and  procedures  by  which  the  fed- 
eral government  receives  advice  and  makes 
decisions  on  its  research  programs  — both 
specific  advice  on  the  support  of  extramural 
projects  and  the  conduct  of  intramural  proj- 
ects, and  general  advice  on  the  research 
policies  and  activities  of  the  government 
as  a whole.  In  the  health  sciences,  what  may 
have  been  an  adequate  system  at  the  out- 
set — the  advisory  council  and  study  sec- 
tion structure  of  the  National  Institutes  of 
Health,  for  example  — may  now  be  inade- 
quate in  light  of  the  volume  and  range  of 
projects  and  problems  involved.  PMA  be- 
lieves, therefore,  that  there  is  need  for  long- 
range  and  continuous  examination  of  prac- 
tices and  policies  of  the  federal  government 
in  its  support  and  conduct  of  research. 

In  1958  the  Pharmaceutical  Manufactur- 
ers Association  advocated  the  establishment 
of  a national  council  by  the  Congress  which 
would  have  as  its  purpose  the  continuous 
evaluation  and  planning  of  policies  and  prac- 
tices involved  in  government  - supported 
medical  research.  This  council  would  be 
composed  of  representatives  of  interested 
groups,  public  and  private.  The  need  still 
exists  for  a broadly  based  group  of  citi- 
zens to  help  guide  government  actions  and 
policies  in  this  field. 

Conchisions: 

1.  There  should  be  adequate  exchange  of 
information  and  proper  administration  of  the 
research  activities  supported  by  the  federal 
government  to  keep  to  a minimum  undesir- 
able duplication  of  research,  eliminate  un- 
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necessary  research  projects,  and  prevent 
waste  of  scientifically  trained  manpower. 

2.  There  should  be  improved  scientific 
communication  of  the  results  of  medical  re- 
search supported  by  the  government.  All 
grantees  and  contractors  should  be  required 
to  submit  regular,  detailed,  and  meaningful 
reports  which  should  be  made  available  to 
the  scientific  community  unless  national  se- 
curity is  involved,  or  confidentiality  must  be 
maintained. 

3.  There  should  be  a realistic  government 
patent  policy,  which  would  apply  equally  to 
patents  in  the  medical  and  other  fields.  Such 
a policy  should  be  planned  and  developed  to 
encourage  cooperation  between  industiy, 
other  privately  supported  researchers,  and 
government-supported  scientists. 

4.  Government  funds  should  be  principal- 
ly allocated  to  encourage  basic  research  that 
could  expand  fundamental  knowledge  in  all 
medical  fields.  They  should  not  normally 
be  used  to  underwrite  applied  research  and 
development,  which  is  primarily  the  respon- 
sibility of  the  private  sector  of  the  nation’s 
economy. 

5.  Since  further  progress  in  medicine  de- 
pends upon  the  supply  of  properly  trained 
scientists,  additional  teachers  and  research 
personnel  are  needed  and  they  should  have 
adequate  financial  support  and  encourage- 
ment. 

6.  There  is  need  for  a broadly  based  na- 
tional council  at  the  highest  levels  of  the 
federal  government  to  help  formulate  and 
guide  policy  in  government-supported  medi- 
cal research.  The  council  should  consist 
of  citizens  representing  interested  and  quali- 
fied groups  in  this  field. 


Doctors  and  Medicine  in  the  News 

We  See  by  the  Newspapers  That — 

— The  Nebraska  State  Medical  Association 
has  declared  its  stand  against  inclusion  of 
physicians  under  Social  Security.  (Kearney 
Huh,  Aug.  24) 

— The  Nebraska  State  Medical  Associa- 
tion is  not  only  against  compulsory  inclu- 


sion of  physicians  in  Social  Security,  but 
against  a possible  amendment  to  the  Social 
Security  act  that  would  place  medical  and 
hospital  services  to  the  elderly  under  Social 
Security.  (Scottsbluff  Star -Herald,  and 
Lincoln  Evening  Jouimal) 

— The  Nebraska  University  Hospital  will 
adopt  the  Guthrie  Blood  Test  for  PKU.  This 
test,  which  has  been  in  use  in  Lincoln  hos- 
pitals for  a year,  gives  an  earlier  result  than 
waiting  for  the  PKU  to  show  up  in  the  urine. 
This  makes  for  better  prognosis.  (State 
Journal,  Lincoln) 

— A dedication  program  was  held  August 
2,  at  Ord,  for  the  new  $600,000  hospital 
which  was  scheduled  to  open  there  in  Sep- 
tember. (Grand  Island  Independent) 

— The  Hastings  State  Hospital  failed  to 
get  accreditation  because  of  lack  of  medical 
personnel.  Ways  in  which  accreditation  may 
be  regained  are  under  consideration.  (Hast- 
ings Tribune) 


News  and  Views 

Brand  Names,  Generic  Equivalents, 

Formularies,  Etc. — 

The  position  of  Smith  Kline  & French 
Laboratories  regarding  welfare  - drug  - pro- 
gram controls  was  outlined  in  Wichita  re- 
cently for  members  of  the  IMountain  States 
Regional  Conference  of  the  American  Public 
Welfare  Association. 

Walter  R.  Mead,  a Distribution  Services 
Representative  for  the  firm,  said  that  Smith 
Kline  & French  endorses  a joint  declara- 
tion of  the  American  Medical  Association  and 
the  American  Public  Welfare  Association 
concerning  the  welfare  drug  problem.  Their 
statement  reads  in  part: 

“In  regard  to  medicaments,  therefore,  the 
(welfare)  agency  should  encourage  efforts 
to  reduce  expenditures,  but  without  inter- 
fering with  the  physicians’  prescribing  of 
drugs  necessary  to  proper  medical  treatment 
of  the  patients.’’ 

Noting  that  the  medical  requirements  of 
welfare  patients  are  just  as  exacting  as 
those  of  any  other  patients.  Mead  said  it  is 
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important  to  solve  welfare  drug-use  problems 
because  excessive  drug  expenditures  can 
trigger  controls  that  are  too  rigid  and  will 
be  detrimental  to  the  welfare  patient. 

If  formularies  are  used,  he  said,  they 
should  not  be  so  restrictive  they  work 
against  the  best  interests  of  the  welfare 
patient.  Turning  his  attention  to  use  of  gen- 
eric name  drugs  as  a means  of  reducing  wel- 
fare drug  costs.  Mead  cautioned  welfare  of- 
ficials that  “many  of  these  products  may  be 
good  and  reliable  drugs,  but  none,  in  the 
strict  meaning  of  the  word,  will  be  the  equiv- 
alent of  brand  name  preparations.” 

Mead  said  his  firm  favors  the  retail  ven- 
dor system  of  distributing  drugs  to  welfare 
patients.  This  system,  with  its  freedom  of 
choice  of  pharmacy  for  the  patient,  is  more 
efficient  than  other  systems,  such  as  cen- 
tralized, state-controlled  distribution,  he  de- 
clared. 

In  evaluating  the  latter,  he  said,  hidden 
overhead  costs  often  are  overlooked.  Among 
these  are  purchasing  costs,  distribution  con- 
trol costs,  maintenance  of  dispensing  sta- 
tions and  employment  and  supervision  of 
pharmacists. 

Tightly  restrictive  formularies,  use  of 
“generic  equivalents”  and  elimination  of  the 
retail  vendor  system  are  doubtful  good  con- 
trols for  welfare  drug  programs.  Mead  told 
the  welfare  officials.  He  offered  Smith 
Kline  & French’s  help  to  state  welfare 
agencies  to  develop  better  controls. 

The  1200th  Nebraska  Doctor  Signs  Up  to 
Participate  in  Blue  Shield — 

William  H.  Heavey,  Nebraska  Blue  Cross- 
Blue  Shield  Executive  Director,  announced 
recently  that  Dr.  Richard  G.  Hanisch  of  St. 
Paul,  Nebraska,  is  the  1,200th  doctor  in  the 
State  to  become  a Blue  Shield  Participating 
Physician. 

“A  Participating  Physician  agrees  to  ac- 
cept the  Blue  Shield  allowance  as  payment 
in  full  for  covered  services  when  the  member 
is  eligible  for  Service  Benefits,”  said  Mr. 
Heavey.  “Eligibility,”  he  said,  “is  based 
upon  the  member’s  coverage  and  income.” 

Doctor  Hanisch,  36,  is  a graduate  of  the 


University  of  Nebraska  College  of  Medicine, 
and  is  in  practice  with  a cousin.  Dr.  Robert 
Hanisch,  and  an  uncle.  Dr.  E.  C.  Hanisch,  Sr. 

Doctor,  Mrs.  Hanisch,  and  their  four  chil- 
dren live  at  724  Farnam  Street,  St.  Paul, 
Nebraska. 

For  additional  information,  please  contact  Robert 
A.  Watterson,  Director  of  Public  Relations,  Ne- 
braska Blue  Cross  - Blue  Shield,  Phone  346-0074,  Ext. 
31. 

Guides  to  the  Evaluation  of  Permanent 
Impairment — 

The  AMA  has  announced  that  the  sixth 
and  seventh  guides  in  the  series  of  “Guides 
to  the  Evaluation  of  Permanent  Impairment” 
are  now  available.  These  refer  to  “The  Di- 
gestive System”  and  the  “Peripheral  Spinal 
Nerves.”  Previously  prepared  guides  refer 
to  extremities  and  back;  the  visual  system; 
the  cardiovascular  system ; ear,  nose  and 
throat  and  related  structures ; and  the  cen- 
tral neiwous  system. 

These  guides  are  available  on  written  re- 
quest from  the  Committee  on  Rating  of  Men- 
tal and  Physical  Impairment,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

A New  Publication  Appears — 

A Newsletter  of  the  United  States  Com- 
mittee of  the  World  Medical  Association  has 
appeared.  Volume  1,  No.  1 of  International 
News  Items,  under  date  of  July-August  1964, 
is  on  my  desk.  It  represents  an  improved 
method  of  communication  between  the  indi- 
vidual physician  and  the  World  Medical  As- 
sociation than  we  have  had  previously. 
Fifty-eight  independent  national  medical  as- 
sociations represent  the  framework  of  WMA. 
It  is  carrying  on  a fine  piece  of  work  in  the 
field  of  international  relations  and  working 
toward  the  end  of  assuring  freedom  of  medi- 
cal practice  the  world  over. 

Emergency  Medical  Identification  Symbol — 

The  emergency  medical  identification  sym- 
bol adopted  by  the  AMA  for  universal  use 
was  adopted  by  the  World  Medical  Associa- 
tion at  their  meeting  in  Helsinki,  Finland, 
in  June,  1964. 

The  resolution  stated  “that  this  symbol 
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. . . be  adopted  by  the  World  Medical  Asso- 
ciation as  the  universal  emergency  medical 
information  symbol,  and  that  its  use  on  iden- 
tification tags,  bracelets  and  cards  be  en- 
couraged among  the  people  of  the  world.” 

International  travelers  wearing  the  uni- 
versal symbol  as  an  indicator  of  their  special 
needs  in  an  emergency,  will  soon  have  it 
recognized  for  what  it  is  in  the  58  member 
nations  of  the  WMA.  This  is  a significant 
advance  in  international  cooperation  for 
health  protection. 

Nursing  Education  Cost  Study  Released — 

Operating  schools  of  nursing  in  the  Unit- 
ed States  costs  American  hospitals  an  esti- 
mated $250  million  a year,  according  to  a 
study  report  just  issued  by  the  National 
League  for  Nursing,  New  York. 

In  a six  year  study  on  costs  in  nursing 
education,  made  under  a grant  from  the  U.S. 
Public  Health  Service,  the  League  found 
that  hospitals  under  public  control  spend 
more  money  to  educate  nursing  students  than 
do  hospitals  under  private  control,  and  that 
schools  spend  more  on  non-educational  func- 
tions such  as  student  maintenance  than  they 
do  on  educational  functions. 

Latin  American  Physicians  to  Receive 
Advance  Training — 

Seven  young  Latin  American  physicians 
are  making  final  preparations  for  two  years 
of  postgraduate  training  under  the  tutelage 
of  leading  U.S.  internists. 

The  six  men  and  one  woman,  fram  Brazil, 
Mexico  and  Venezuela,  have  been  selected 
by  the  American  College  of  Physicians 
(ACP)  for  two-year  fellowships  in  seven 
medical  centers.  The  physicians  are  com- 
pleting special  courses  preliminary  to  start- 
ing their  advance  training  on  September  1. 

The  ACP’s  Latin-American  Fellowship 
program,  conducted  in  cooperation  with  the 
W.  K.  Kellogg  Foundation,  was  established 
to  prepare  leaders,  develop  medical  educa- 
tion and  improve  health  services  in  Latin 
American  countries. 

The  physicians  are  chosen  for  postgradu- 


ate training  in  the  United  States  on  the 
basis  of  their  superior  academic  standing. 
Eligibility  in  the  progi’am  requires  gi’adu- 
ation  from  a recognized  university  or  pro- 
fessional school,  assurance  of  a post-fellow- 
ship position  in  Latin  America  and  famili- 
arity with  the  general  culture,  history,  cus- 
toms and  resources  of  his  country. 

Candidates  must  be  under  35  years  old 
and  able  to  speak,  read  and  write  English. 

The  Kellogg  Foundation  deals  directly 
with  Latin  American  medical  school  deans 
and  professors  and  with  former  fellows  in 
screening  potential  candidates. 

Final  selection  and  awarding  of  the  Fel- 
lowships is  made  with  the  advice  of  the 
ACP’s  Committee  on  International  Medical 
Activities.  The  ACP  also  makes  arrange- 
ments for  the  preceptors  who  direct  the  post- 
graduate activities  of  each  Fellow. 

In  the  program.  Fellows  receive  monthly 
stipends  for  basic  living  expenses  plus  a 
dependency  allowance,  if  needed,  and  a book 
allowance. 

Since  the  ACP  program  was  set  up,  in 
1949,  130  Latin  American  physicians  have 
received  the  advanced  training. 

House  Ways  and  Means  Committee  Best 
Informed  About  K-A  Bill — 

The  following  statement  was  issued  recent- 
ly by  Norman  A.  Welch,  MD,  President  of  the 
American  Medical  Association,  on  the  action 
of  the  House  Ways  and  Means  Committee. 

The  House  Ways  and  Means  Committee 
has  acted  wisely  and  responsibly.  The  de- 
cision to  reject  the  social  security  approach 
to  the  problem  of  providing  health  care  to 
the  elderly  was  based  on  a tremendous  ac- 
cumniulation  of  knowledge  acquired  by  ex- 
haustive study  by  the  Committee  over  a pe- 
riod of  years. 

Members  of  this  Committee  undoubtedly 
are  better  informed  on  this  subject  than 
anyone  else  in  the  country.  Every  shade 
of  opinion  on  King-Anderson  legislation  has 
been  presented  to  the  Commtitee  during  the 
past  31/2  years,  and  every  individual  and 
every  organization  desiring  to  be  heard  were 
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given  the  opportunity  to  express  their  views 
and  their  arguments  in  oral  and  written 
testimony  before  the  Committee  in  lengthy 
hearings  in  1961  and  again  last  year  and 
early  this  year. 

We  are  confident  that  this  decision  is  in 
keeping  with  the  attitude  of  the  majority 
of  the  American  people  toward  this  legisla- 
tion, as  reflected  in  numerous  surveys  by 
members  of  Congress  and  by  private  opinion 
sampling  oi'ganizations. 

The  American  Medical  Association  has 
consistently  maintained  that  everyone  who 
needs  help  in  meeting  the  cost  of  medical 
care  should  receive  all  the  assistance  re- 
quired. Consequently,  we  have  supported  the 
Kerr-Mills  law  enacted  by  Congress  in  1960, 
a law  designed  to  provide  a wide  range  of 
medical  benefits  to  all  over  the  age  of  65 
who  need  help. 

We  have  opposed  King-Anderson  legis- 
lation because  it  would  force  heavy  payroll 
tax  increases  on  the  nation’s  workers  and 
their  employers  to  provide  hospitalization 
benefits  indiscriminantly  to  all  the  elderly, 
the  wealthy  and  well-to-do  included. 

Universal  adoption  by  the  states  of  the 
Kerr  - Mills  law  will  provide  help  to  the 
elderly  where  needed.  Those  financially  able 
to  take  care  of  themselves  will  continue  to 
have  the  freedom  to  do  so. 


AMA  to  Sponsor  First  National  Conference 
on  Areawide  Health  Facilities  Planning — 

The  First  National  Conference  on  Area- 
wide Health  Facilities  Planning  will  be  held 
in  Bal  Harbour,  Fla.,  Nov.  28-29,  the  Amer- 
ican Medical  Association  has  announced. 

Sponsored  by  AMA’s  Council  on  Medical 
Service,  the  day  and  one-half  meeting  will 
be  at  the  Americana  Hotel  and  will  immedi- 
ately precede  AMA’s  18th  clinical  conven- 
tion. 

According  to  Willard  A.  Wright,  MD, 
Williston,  N.D.,  Chairman  of  the  Confer- 
ence, the  meeting  is  being  held  to  gain  in- 
sight and  understanding  into  the  growing 
need  for  health  facilities  planning. 


Biological  Photographers  May  Be  Certified — 

A certification  program  for  biological 
photographers  — under  development  for  15 
years  — was  launched  recently  by  the  Bio- 
logical Photographic  Association.  The  As- 
sociation is  beginning  its  34th  annual  meet- 
ing at  the  Roosevelt  Hotel  in  New  York. 

Approximately  900  intensive  users  of 
photography  as  a scientific  tool  in  biology, 
medicine  and  agriculture  are  members  of  the 
Biological  Photographic  Association.  The 
certification  program  announced  it  is  de- 
signed to  set  meaningful  criteria  for  judging 
professional  competence  and  for  planning 
educational  development. 

Three  Major  Organizations  Now  Studying 
Arthritis  to  Combine  Efforts — 

A single,  strong  national  voluntary  agency 
to  combat  arthritis  is  being  created  through 
the  cooperation  of  the  major  organizations 
now  engaged  in  support  of  arthritis  research, 
patient  care  and  education. 

In  a joint  statement,  Howard  F.  Polley, 
MD,  of  the  Mayo  Clinic,  Rochester,  Minne- 
sota, President  of  the  American  Rheumatism 
Association;  Floyd  B.  Odium,  Chairman  of 
the  Board  of  the  Arthritis  and  Rheumatism 
Foundation;  and  Basil  O’Connor,  President 
of  The  National  Foundation — M arch  of 
Dimes,  said  that  earlier  discussions  have 
resulted  in  a plan  designed  to  bring  about 
more  effective  treatment  and  hopefully  ulti- 
mate prevention  of  arthritis. 

While  all  details  have  not  been  worked 
out,  initial  steps  have  been  taken  whereby 
the  present  Arthritis  and  Rheumatism  Foun- 
dation will  be  reconstituted  to  make  it  much 
stronger  in  scope  and  mission  both  locally 
and  nationally.  It  plans  to  assume  the  name 
of  Arthritis  Foundation  of  America  and 
become  the  single  voluntary  health  agency 
in  the  field  of  arthritis  and  related  diseases. 

Chairman  of  the  Board  of  the  new  organ- 
ization will  be  Dr.  Odium.  The  78  chapters 
of  the  present  Arthritis  and  Rheumatism 
Foundation,  and  other  chapters  to  be  added 
in  the  future,  will  be  the  moving  groups  in 
the  new  agency  in  local  areas.  President 
of  the  new  voluntary  health  agency  will  be 
William  S.  Clark,  MD,  who  was  formerly 
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Director  of  the  i\Iedical  Department  of  The 
National  Foundation. 

Dr.  Clark  has  long  been  recognized  as 
one  of  the  nation’s  outstanding  rheumatolo- 
gists and  was  the  architect  of  The  National 
Foundation’s  nationwide  network  of  arthritis 
study  and  treatment  centers. 

These  centers  eventually  will  be  part  of 
the  new  agency’s  program,  but  until  that 
transition  is  made,  will  continue  to  receive 
support  from  their  original  sponsors. 

In  keeping  with  its  national  mission.  Dr. 
Clark  stated  that  scientific  research  proj- 
ects of  the  new  Arthritis  Foundation  of 
America  will  be  conducted  under  the  guid- 
ance of  a central  scientific  advisory  commit- 
tee responsible  for  making  grants  on  a na- 
tionwide basis. 


Announcements 

Here  Is  Help  in  Family  Planning — 

A new  Reference  and  Resource  Program, 
established  to  provide  professionals  in  the 
family  life  and  family  planning  field  with 
original  aids  for  use  in  counselling  and  edu- 
cation activities  has  been  announced  by  G. 
D.  Searle  & Co.,  Chicago  medica,!  research 
and  prescription  drug  manufacturing  organ- 
ization. 

Searle,  a pioneer  in  steroid  research  and 
innovator  of  Enovid,  the  world’s  first  birth 
control  pill,  and  Enovid-E  and  Ovulen,  new- 
era  oral  contraceptives,  has  established  the 
program  to  help  meet  the  steadily  growing 
demand  by  professional  counsellors  for  au- 
thentic information  on  the  use  of  oral  means 
of  contraception  in  family  planning  under 
a physician’s  direction. 

Wyeth  Extends  Fellowship  Program  for 
Eighth  Year — 

Applications  are  now  being  received  for 
Wyeth  Pediatric  Residency  Fellowships  that 
will  begin  on  July  1,  1965.  Sponsored  by 
the  Wyeth  Fund  for  Postgraduate  IMedical 
Education,  each  of  these  fellowships  provides 
$4800  over  two  years  toward  the  advanced 
study  required  for  Board  Certification. 


Those  who  receive  these  fellowships  se- 
lect as  their  place  of  residency  anj'  institu- 
tion that  is  accredited  by  the  AMA’s  Resi- 
dency Review  Committee  of  the  Council  on 
Medical  Education  and  Hospitals,  the  Amer- 
ican Board  of  Pediatrics,  and  the  American 
Academy  of  Pediatrics. 

Eligible  to  apply  are  interns,  physicians 
who  have  recently  completed  an  internship, 
research  Fellows,  or  physicians  leaving  the 
armed  services  or  U.S.  Public  Health  Serv- 
ice. 

A voluntary  committee  of  distinguished 
pediatricians  has  the  entire  responsibility 
for  selecting  the  Wyeth  Pediatric  Fellows. 
Requests  for  application  forms  and  inquiries 
about  the  program  should  be  directed  to  the 
committee  chairman.  Dr.  Philip  S.  Barba, 
University  of  Pennsylvania  School  of  Medi- 
cine, Philadelphia,  Pa.  19104.  All  applica- 
tions must  be  received  by  December  1,  1964. 

Wyeth  Laboratories  inaugurated  this  Fel- 
lowship progi’am  in  1958  to  assist  interns 
and  young  physicians  who  want  to  specialize 
in  pediatrics,  who  have  excellent  records  in 
scholastic  achievements,  who  are  citizens  of 
the  United  States  or  Canada  and  are  of 
good  character,  but  who  find  it  difficult  to 
finance  the  required  two  years  of  post- 
graduate training.  Wj^eth’s  monthly  pay- 
ments, made  directly  to  recipients,  are  in 
addition  to  the  normal  stipends  paid  to  resi- 
dents by  the  institutions  in  which  they 
train. 

American  Medical  Association  to  Stage 
Sixth  National  Conference  on  the 
Medical  Aspects  of  Sports — 

The  Sixth  National  Conference  on  the 
Medical  Aspects  of  Sports  sponsored  by  the 
American  Medical  Association,  under  the 
auspices  of  the  AMA  Committee  on  the  Medi- 
cal Aspects  of  Sports,  will  be  held  in  Miami 
Beach,  Florida,  at  the  Deauville  Hotel  on 
November  29,  1964.  The  Conference  will  be 
held  in  conjunction  with  the  Clinical  Conven- 
tion of  the  American  IMedical  Association, 
November  29  - December  2,  1964. 

As  was  true  of  the  previous  Conferences 
on  this  subject  held  in  Portland  (Ore.),  Los 
Angeles,  Denver,  Washington  (D.C.),  and 
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Dallas,  the  Sixth  Conference  will  cover  a 
wide  range  of  subjects.  Included  will  be 
papers,  panels,  and  discussions  relating  to 
training  and  conditioning,  prevention  and 
treatment  of  injuries,  physiology  of  sports 
participation,  and  other  subjects. 

Those  interested  in  receiving  announce- 
ments concerning  the  Conference  should  ad- 
dress the  Secretary,  Committee  on  the  Medi- 
cal Aspects  of  Sports,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chi- 
cago, Illinois  60610. 


Human  Interest  Tales 

Doctor  Leo  Anderson  is  leaving  York  to 
re-enter  medical  school  teaching. 

Doctor  D.  L.  Larson  has  closed  his  office 
in  Chappell  and  moved  to  North  Platte. 

Doctor  Wendell  Fairbanks  has  recently 
associated  with  the  Auburn  Clinic. 

Doctor  Ernest  Schabauer  has  joined  Doc- 
tor R.  E.  Kopp  at  the  Plainview  Clinic. 

Doctor  Roger  Cox,  a native  of  Kansas,  has 
joined  the  West  Point  Medical  Center  staff. 

Doctor  Joseph  David,  formerly  of  Lynch, 
has  joined  the  Campbell  Clinic  in  Norfolk. 

Doctor  Darroll  Loschen  has  joined  the 
medical  staff  of  Doctor  C.  M.  Coe  of  Wake- 
field. 

Doctor  0.  Bryan  Nelson  has  opened  medi- 
cal practice  in  Scribner  at  the  Scribner 
Clinic. 

Doctor  L.  J.  Ekeler,  David  City,  was  re- 
cently honored  by  the  community  for  his  25 
years’  service. 

Doctor  George  N.  Grant  has  been  appoint- 
ed to  the  surgical  staff  of  St.  Joseph’s  Hos- 
pital in  Omaha. 

Doctor  L.  G.  Bunting,  Hebron,  is  spending 
a month  in  Honduras  operating  the  village 
clinic  at  Minas  de  Oro. 

Doctor  A.  Dean  Gilg  has  opened  his  med- 
ical practice  in  Bassett,  having  practiced  the 
past  two  years  in  Overton. 


Doctor  H.  R.  Walker,  Alma,  attended  the 
General  Practice  Review  at  the  University 
of  Colorado  Medical  Center. 

Doctor  Paul  Hallgrimson  and  Doctor  Theo- 
dore C.  Kiekhaefer  opened  their  medical 
practice  in  Superior  during  September. 

Doctor  George  N.  Grant  and  Doctor  Nos- 
rat  A.  Massih  have  joined  the  faculty  of 
the  Creighton  University  School  of  Medicine. 

Doctor  Gordon  E.  Gibbs,  Omaha,  present- 
ed a paper  at  the  Congress  of  the  Interna- 
tional Diabetes  Federation  in  Toronto,  Can- 
ada. 

Doctor  D.  J.  Nagengast,  Bloomfield,  at- 
tended the  Seventh  Annual  Postgraduate 
Course  in  Pediatrics  in  Colorado  during 
August. 

Doctor  Gerald  Fowler,  currently  of  Hunts- 
ville, Arkansas,  will  move  to  DeWitt  in  late 
fall  and  open  his  practice  in  the  new  med- 
ical clinic. 

Doctor  Richard  L.  Lamphere,  Bertrand, 
announced  that  he  plans  to  terminate  his 
practice  in  September  and  move  to  Casper, 
Wyoming. 

Doctor  D.  F.  Mabeus  terminated  his  prac- 
tice in  Orchard,  early  in  August,  and  moved 
to  Stratton  where  he  is  practicing  in  the 
Stratton  Medical  Clinic. 

Doctor  Perry  Gardner  Rigby,  formerly 
of  Texas,  has  been  appointed  Assistant  Pro- 
fessor of  Internal  Medicine  at  the  University 
of  Nebraska  College  of  Medicine. 

Doctor  Bryant  Olsson  and  Doctor  Jerry 
Haskin  have  opened  the  Overton  Health 
Center  at  various  times  during  the  week 
while  continuing  their  practices  in  Lexing- 
ton. 


Deaths 

BARR  — Joseph  Harold  Barr,  MD,  a 
Modesto,  California  physician  since  1947, 
died  August  8,  1964,  at  53  years  of  age.  A 
graduate  of  the  University  of  Nebraska 
College  of  Medicine  he  practiced  in  Omaha 
until  1947.  Until  the  time  of  his  death,  he 
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held  the  rank  of  Commander  in  the  United 
States  Naval  Reserve. 

MILLER  — Clinton  James  Miller,  MD, 
died  at  the  age  of  83  in  Ord,  Nebr.  A 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  he  has  since  sei’ved  the 
community  of  Ord  establishing  a clinic  there 
which  he  operated  until  1949.  A few  years 
ago  he  was  honored  by  the  Nebraska  State 
Medical  Association  for  his  over  50  yeai*s  of 
service. 

i\IOORE  — Harlon  E.  Moore,  MD,  of  Suth- 
erland, died  August  9,  1964,  at  the  age  of 
55.  After  receiving  his  degree  in  1939, 
from  the  University'  of  Nebraska  College  of 
Medicine  he  practiced  in  Sutherland,  help- 
ing to  build  the  Sutherland  Hospital  and 
Clinic.  Dr.  IMoore  was  also  very  active  in 
civic  affairs. 

CALLAGHAN  — Ambrose  J.  Callaghan, 
i\ID,  of  North  Platte,  died  at  the  age  of  72. 
He  graduated  from  the  Creighton  University 
School  of  Medicine  in  1917,  and  had  been  a 
physician  in  North  Platte  for  the  past  20 
years.  He  was  discharged  as  a captain  in  the 
United  States  Navy  Medical  Corps. 

CAMPBELL  — Charles  Harvey  Campbell, 
i\ID,  of  of  Columbus,  died  August  16,  1964, 
at  the  age  of  89.  He  was  a 1898  graduate 
of  the  University  of  Iowa.  Dr.  Campbell 
was  active  in  community  affairs  and  was  a 
leading  member  of  the  Columbus  medical 
profession  for  more  than  50  years.  He 
served  in  World  War  I as  a commanding 
major  in  an  overseas  base  hospital. 


Woman's  Auxiliary 

Annual  Fall  Board  fleeting  and  Workshop — 

Scheduled  on  Monday,  October  26,  1964,  is 
the  Annual  Fall  Board  Meeting  of  the  Wom- 
an’s Auxiliary  to  the  Nebraska  State  Medi- 
cal Association.  For  the  first  time,  this 
meeting  is  planned  to  coincide  with  the  iMid- 
West  Clinic,  hoping  the  “trip  east”  will  be  a 
convenience  to  the  ladies,  with  their  doctor 
husbands. 

The  meeting  also  is  scheduled  later  than 


usual,  planned  to  follow  the  State  Presi- 
dent’s Conference  in  Chicago,  so  the  latest 
information  available  can  be  brought  back 
to  the  auxiliary. 

WHO  IS  ELIGIBLE : The  wives  of  all 

physicians  attending  the  1964  Scientific  As- 
sembly of  Omaha  Mid-West  Clinical  Society. 

ESPECIALLY  NEEDED : All  State  Aux- 
iliary Board  members,  including  Officers, 
Directors,  District  Councilors,  and  County 
Auxiliary  Presidents. 

ALSO  STRONGLY  URGED  TO  AT- 
TEND: The  County  President-Elect,  and 

all  County  Board  members. 

Monday,  October  26,  1964 
Sheraton-Fontenelle  Hotel 


9 :30  a.m. 

Registration 

10:00  a.m. 

Annual  Fall  Board  Meeting  and 
Workshop 

12:30  p.m. 

Ladies’  Luncheon,  Style  Show, 
Door  Prizes 

2 :15  p.m. 

Continuation  of  Workshop 

4:00  p.m. 

Adjournment 

Gladys  Brown,  President, 
Nebr.  State  Medical  Auxiliary 

Thirty-Ninth 

Annual  Business  Meeting — 

The  meeting  was  called  to  order  by  our 
President,  Mrs.  R.  B.  Rundquist,  following 
a combined  luncheon  of  the  Nebraska  State 
Medical  Association  and  the  Medical  Auxili- 
ary to  the  Nebraska  State  Medical  Associa- 
tion. The  invocation  was  given  by  Mrs.  Otis 
iMiller,  followed  by  group  recitation  of  the 
Auxiliary  pledge. 

Our  president  welcomed  all  members  and 
guests  present.  She  introduced  Mrs.  Rodney 
Stoltz  of  Watertown,  South  Dakota,  national 
president  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  announcing 
that  iMrs.  Stoltz  would  be  our  honored  speak- 
er at  the  Wednesday  luncheon. 

The  past  presidents  were  self-introduced, 
giving  their  name  and  the  year  they  served  as 
president.  Present  were  Mesdames  C.  H. 
Farrell,  J.  P.  Donelan,  W.  W.  Waddell,  Frank 
'SI.  Tanner,  J.  M.  Christlieb,  P.  0.  Marvel, 
and  George  E.  Robertson. 
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Three  councilors  were  present.  They  were 
Mesdames  J.  P.  Donelan,  George  Salter  and 
Faye  Smith. 

Mrs.  Paul  Peterson  as  convention  chair- 
man reported  140  members  registered  for 
the  convention. 

Mrs.  Rundquist  introduced  Mrs.  Charles 
D.  McGrath  of  Hall  County,  president  of  the 
newly  organized  Hall  County  auxiliary.  She 
reported  a total  of  37  members. 

The  minutes  of  the  38th  annual  business 
meeting  were  printed  in  the  September  issue 
of  the  Nebraska  State  Medical  Journal  and 
the  reading  of  the  same  was  dispensed  with. 
There  were  no  corrections  or  additions  and 
they  stood  approved  as  printed. 

Mrs.  J.  Whitney  Kelley  took  the  chair  dur- 
ing the  president’s  report. 

Mrs.  Rundquist’s  message  was  a parody  on 
“How  Not  to  Fight  Socialized  Medicine  or 
How  Best  to  Promote  Collective  Statism.” 
Every  doctor’s  wife  is  needed  in  the  struggle 
against  socialized  medicine,  and  our  united 
effort  is  vital,  but  the  statistics  today  are: 

200.000  in  the  American  Medical  Associa- 
tion with  a woman’s  auxiliary  membership 
of  84,400,  approximately  two  fifths  of  po- 
tential membership; 

Nebraska  has  membership  of  839  out  of  a 
possible  1400; 

12.000  out  of  our  84,400  or  14  per  cent 
of  our  members  are  subscribers  to  the  aux- 
iliary’s only  official  publication,  the  National 
Bulletin; 

National  organization  operates  on  a budget 
of  $88,400.  The  National  Auxiliary’s  only 
source  of  revenue,  outside  of  nominal  inter- 
est earnings,  is  the  money  from  dues  of 
$1.00  per  member; 

Our  members  are  known  for  generous  con- 
tributions to  civic  and  welfare  organizations, 
yet  contributions  to  our  National  Foundation 
averages  $3.00  per  member  in  Nebraska; 

Our  president  urged  us  to  band  together 
and  wage  an  all-out  war  for  our  individual 
rights  and  freedoms,  without  further  delay. 


Reports  of  Officer's 

Mrs.  J.  M.  Christlieb,  advisor,  commend- 
ed Mrs.  Rundquist  on  her  most  successful 
year  as  our  President. 

Mrs.  Clinton  Millet  gave  the  treasurer’s 
report.  There  were  no  corrections  so  re- 
port was  accepted  and  placed  on  file  and 
the  balance  entered  in  the  secretary’s  min- 
utes. The  balance  was  $971.24  as  of  April 
29,  1964. 

Mrs.  A.  J.  Offerman  reported  as  chairman 
of  the  auditing  committee.  Motion  was 
made  to  accept  the  report,  it  was  seconded 
and  carried. 

At  this  time  Mrs.  Offerman  gave  the  fi- 
nancial report.  It  was  placed  on  file.  Mo- 
tion was  made  to  accept  the  report,  it  was 
seconded  and  carried. 

Mrs.  L.  R.  Wagner,  as  program  chair- 
man, reported  the  mailing  of  programs  on 
“So  you  are  growing  up’’  to  Mrs.  Waddell 
for  distribution. 

Mrs.  H.  W.  McFadden,  Jr.,  reported  for 
AMA-ERF  as  chairman.  She  sent  letters 
to  all  physicians.  Memorials  received  to 
date  totaled  $2,718.36.  She  briefly  ex- 
plained the  workings  of  the  fund  to  the 
group. 

General  Committee  Reports — 

Community  Services — 

Mrs.  Vernon  Ward  reported  on  the  highly 
successful  senior  students’  wives  dinner  held 
in  the  fall.  Interest  of  the  wives  was  ex- 
pressed in  the  “question  and  answer’’  pro- 
gram. The  students’  wives  displayed  a great 
deal  of  enthusiasm  over  the  possibility  of  a 
workshop.  It  was  the  general  feeling  of 
auxiliary  that  this  is  a most  worthwhile 
project. 

Health  Careers — 

Mrs.  Robert  Getty  urged  the  use  of  all 
the  available  materials  on  health  careers. 
She  directed  attention  to  the  Hospitality 
Room  display  on  materials,  in  the  hotel. 

The  motion  was  made,  seconded  and  car- 
ried that  all  reports  be  accepted  as  given  and 
placed  on  file. 
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County  Presidents  Reporting — 

*Mrs.  L.  R.  Wagner,  Adams  Co. 

*Mrs.  ^’ernon  Graves  Ward,  Buffalo  Co. 
*l\Irs.  Dean  McGee,  Dawson  Co. 

*Mrs.  L.  L.  MacQuiddy,  Douglas  Co. 

^Irs.  Otis  Miller,  Four  County 
i\Irs.  Charles  McGrath,  Hall  Co. 

*i\Irs.  Paul  Peterson,  Lancaster  Co. 

*:\Irs.  W.  W.  Waddell,  Gage  Co. 

*^Irs.  Paul  Getty,  Lincoln  Co. 

*i\Irs.  George  Salter,  Madison  Co. 

*!Mrs.  J.  M.  Christlieb,  Northwest 
*Mrs.  John  A.  Brown,  Otoe  Co. 

Mrs.  Warren  Miller,  Platte  Co. 

*i\Irs.  Walter  Harvey,  Jr.,  Scotts  Bluff  Co. 
*Mrs.  P.  0.  Marvel,  Six  Councilor  District 
IMrs.  Alexander  Harvey,  Tri-County 
(*  Indicates  substitute  for  County 
President) 

At  this  point  a poem  sent  in  by  the  Chad- 
ron  Auxiliary  in  memory  of  IMrs.  Eric  G. 
DeFlon  was  read. 

A motion  was  made  that  all  reports  be  ac- 
cepted as  given.  Seconded  and  carried. 

The  following  recommendations  from  the 
Executive  Board  were  read  by  Mrs.  Otis 
^Miller : 

No.  1 — It  was  recommended  that  the 
traditional  procedure  of  alternating  out- 
state  members,  Omaha  members  and  Lin- 
coln members  in  the  office  of  State  Presi- 
dent, be  changed  to  Omaha,  Outstate,  Lin- 
coln, Outstate.  Membership  in  outstate  aux- 
iliaries has  increased  at  such  a rate  that 
this  arrangement  will  afford  greater  utiliza- 
tion of  the  fine  leadership  from  our  out- 
state auxiliaries. 

No.  2 — It  was  recommended  that  a fall 
workshop  be  coordinated  with  the  fall  board 
meeting  of  the  Executive  Committee  and  held 
at  the  same  time  as  the  Midwest  Clinical  So- 
ciety meeting  in  Omaha.  This  will  be  set 
up  on  an  experimental  basis  in  an  effort 
to  improve  communications  with  county 
presidents  and  chairmen. 

The  motion  was  made  that  the  recommen- 
dations be  adopted.  It  was  seconded  and 
carried. 


Mrs.  Otis  Miller  conducted  a memorial 
service  at  this  time  for  members  deceased  the 
past  year.  Those  remembered  were: 

IMrs.  Eric  G.  DeFlon 
IHrs.  Arnold  IMcDermitt 
IMrs.  IMaurice  J.  Ayers 

AiMA-ERF  awards  were  presented  bj’ 
Mrs.  H.  W.  McFadden,  Jr.,  as  follows: 

Tri  County  per  capita  award  — $10.06 
for  each  member 

Platte  County  per  capita  award  — $8.21 
for  each  member 

Adams  County  per  capita  award  — $7.40 
for  each  member 

Madison  Six  Co.  per  capita  award  — 
$7.03  for  each  member 

Douglas  county  reported  a contribution  of 
$795.00  which  represented  an  increase  over 
the  previous  year  of  $540.00. 

Mrs.  Rundquist  announced  the  AMA  Con- 
vention to  be  held  in  San  Francisco,  June  21- 
25.  She  requested  that  anj’one  anticipating 
attendance,  kindly  contact  Mrs.  John  Brown 
or  herself  for  the  necessary  credentials. 

IMrs.  J.  M.  Christlieb  gave  the  report  of 
the  nominating  committee.  Nominations 
were : 

i\Irs.  John  Brown,  President 
Mrs.  J.  Whitney  Kelley,  President-Elect 
Mrs.  Fay  Smith,  First  Vice  President 
IMrs.  A.  L.  Smith,  Sr.,  Second  Vice 
President : 

Directors:  One  Year — 

Mrs.  Richard  Egan 
IMrs.  Walter  Harvey,  Jr. 

Directors:  Two  Years — 

Mrs.  H.  A.  Jakeman 
Mrs.  Mctor  Norall 

There  were  no  further  nominations  from 
the  floor.  The  motion  was  made  and  sec- 
onded that  the  slate  of  proposed  officers  be 
accepted.  Carried. 

i\Irs.  John  Brown  appointed  i\Irs.  Don  F. 
Purvis  Corresponding  Secretary,  and  Mrs. 
H.  L.  Papenfuss  as  Recording  Secretary. 

IMrs.  Rundquist  requested  Mrs.  George 
Robertson  to  install  the  incoming  officers  at 
this  time.  Installation  followed. 


580 


Nebraska  S.  M.  J. 


Following  installation,  Mrs.  R.  B.  Rund- 
quist  presented  Mrs.  John  Brown,  incoming 
President,  with  the  President’s  gavel.  Mrs. 
Brown  expressed  a great  deal  of  enthusiasm 
for  the  coming  year  as  our  leader. 

Mrs.  Clinton  Millet  gratefully  acknowl- 
edged the  memorial  given  in  memory  of  Dr. 
Clinton  Millet. 

With  no  further  business  at  hand,  Mrs. 
Brown  adjourned  the  meeting. 

Respectfully  submitted, 

Mrs.  Julian  E.  Meyer, 
Recording  Secretary. 


Memorial  . . . 

ALBERTA  SHEPARD  DE  FLON 

To  those  of  us  who  knew  Alberta  De  Flon 
best,  we  were  most  aware  of  her  thirst  for 
knowledge  and  her  constant  efforts  to  en- 
courage others  to  continue  their  education 
to  find  a place  for  themselves  in  the  world 
in  which  we  live  today.  She  gave  freely  of 
her  time  in  helping  students  and  her  home 
provided  a temporary  haven  for  several 
youngsters  for  whom  parents  and  relatives 
would  not  assume  responsibility.  Their 
lives  are  richer  for  her  friendship  and  con- 
cern. 

Her  favorite  poem  was  this  one  written  by 
John  G.  Neihardt,  Poet  Laureate  of  Ne- 
braska ; 

Let  me  live  out  my  years  in  the  heat 
of  blood! 

Let  me  lie  drunken  with  the  dreamer’s  wine ! 

Let  me  not  see  this  soul-house  built 
of  mud 

Go  toppling  to  the  dusk  — a vacant  shrine. 

Let  me  go  quickly  like  a candle  light 
Snuffed  out  just  at  the  heyday  of  its  glow. 

Give  me  high  noon  — and  let  it  then 
be  night! 

Thus  would  I go. 

And  grant  when  I face  the  grisly  Thing. 
My  song  may  trumpet  down  the  gray 
Perhaps. 

Let  me  be  as  a tune-swept  fiddlestring 
That  feels  the  Master  Melody  — and  snaps ! 


Know  Your 
Blue  Shield  Plan 


Blue  Shield  Objectives: 

Past  — Present  — Future — 

Nebraska  Blue  Shield  was  a pioneering  ef- 
fort unique  in  our  time.  It  must  be  recog- 
nized that  the  free  enterprising  founders  of 
Blue  Shield  had  certain  objectives  in  mind 
when  the  Plan  was  organized.  These  objec- 
tives may  have  changed  in  interpretation  dur- 
ing the  period  of  rapid  growth,  but  in  prac- 
tice they  remain  the  same.  Blue  Shield  ob- 
jectives are : 

1.  To  make  high  quality  medical  service 
available  to  all  Nebraskans. 

2.  To  service  these  benefits  rapidly  and 
efficiently. 

3.  To  maintain  a strong  financial  condi- 
tion in  order  to  meet  these  objectives 
and  have  a solid  foundation  on  which 
to  build  for  new  objectives. 

Some  of  these  new  objectives  are: 

1.  Financially  sound  and  workable  plans 
of  prepayment  for  preventive  medical 
care,  progressive  medical  care  and  in- 
tensive medical  care. 

2.  Plans  that  can  be  made  available  to 
all  Nebraskans,  within  their  ability  to 
pay. 

Some  progress  has  been  made  in  these 
fields  already,  but  it  is  up  to  Blue  Shield  to 
lead  the  way  further  in  developing  these 
plans  to  their  full  potential. 

As  Blue  Shield  has  been  a pioneer  in  pre- 
payment of  health  care  in  the  past,  it  shall 
also  pioneer  the  future. 

The  by-products  of  these  objectives  are  as 
important  as  the  objectives  themselves,  such 
as,  unparalleled  efficiency  in  the  ratio  of 
benefits  returned  to  premiums  paid  plus  the 
deterent  to  governmental  intervention  in  the 
health-care  prepayment  field. 


October,  1964 


581 


Books 


“Synopsis  of  Pathology  — 6th  edition”  by  W.  A.  D. 
Anderson,  MD.  Published  1 July  1964  by  The 
C.  V.  Mosby  Company  of  St.  Louis,  iMissouri. 
883  pages  (5"  x 8")  with  406  text  illustrations 
and  4 color  plates.  Price  S9.75. 

The  author.  Professor  of  Pathology  at  the  Uni- 
versity of  Miami  School  of  Medicine,  carrying  on 
the  tradition  of  previous  editions,  presents  the  field 
of  pathology  in  a compact,  concise,  yet  comprehen- 
sive form  which  is  designed  to  be  useful  to  the 
medical  student,  the  dental  student,  the  practicing 
physician,  and  to  others  in  medical  and  paramedical 
fields  who  need  knowledge  of  disease  processes. 

Although  every  chapter  has  undergone  some 
changes  and  additions,  continuing  effort  has  been 
made  to  maintain  the  basic  objectives  of  earlier 
editions.  In  the  preface  to  the  fifth  edition,  the 
changes  and  advances  in  the  two  decades  since  this 
book  first  appeared  were  briefly  suiweyed.  Since 
then  dynamic  advances  have  continued  unabated. 
Particularly  striking  is  the  resurgence  of  interest 
in  cellular  function  and  morphology.  Electron  micro- 
scopy, cytochemistry,  virology,  genetics,  and  cyto- 
logic studies  of  cancer  have  revealed  many  facets 
of  the  cellular  basis  of  disease  processes  unknown 
a few  years  ago. 

This  is  a very  valuable  little  book  that  many  of 
our  readers  will  be  delighted  to  have. 

“Dynamic  Pathology  — Structural  and  Functional 
Mechanisms  of  Disease”  by  M.  M.  Black,  MD, 
and  B.  M.  Wagner,  MD.  Published  2 July  1964 
by  The  C.  V.  Mosby  Company  of  St.  Louis,  Mis- 
souri. 296  pages  (6%"  by  9^4")  with  34  tables 
and  34  illustrations.  Price  S8.00. 

Here  is  something  new  in  a book  about  pathology. 
Di'.  Wagner,  Chairman  of  the  Department  of  Path- 
ology at  the  New  York  Medical  College,  and  Dr. 
Black,  Professor  of  Expeiimental  Pathology  at  this 
same  college,  have  given  us  a book  with  a new  ap- 
proach. In  their  own  words: 

“We  believe  that  pathology  should  be  presented 
as  an  extension  of  normal  structure  and  function. 
It  should  seek  to  define  the  nature  and  consequences 
of  those  structural  and  functional  aberrations  which 
we  term  pathological  and  which  commonly  have  their 
clinical  expression  in  overt  disease.  Such  knowledge 
is  basic  to  any  rational  approach  to  the  diagnosis, 
treatment,  and  prevention  of  disease. 

“However,  it  is  important  that  the  presenta- 
tion of  details  should  not  obscure  the  dynamic  con- 
tinuity of  biologic  function  in  health  and  disease. 
It  is  the  dynamic  orientation  which  gives  meaning 
to  the  details.  Such  an  orientation  reveals  medicine 
as  the  ultimate  ‘who-done-it’  — whose  amazing 
plot  and  cast  of  characters  can  provide  a never- 
ending  source  of  interest  and  satisfaction.” 

Part  one  of  this  book  deals  with  homeostatic 
mechanism.s.  Chapter  headings  are  (1)  concepts 
and  terminology,  (2)  cells,  (3)  genetics  and  develop- 


ment, (4)  vascular  homeostasis,  (5)  lymphoreticulo- 
endothelial  system,  (6)  endocrine  homeostasis,  (7) 
hepatic  homeostatic  function,  (8)  renal  homeostatic 
function  and  (9)  connective  tissue.  Part  two  deals 
with  challenges  to  homeostasis.  Chapter  headings  are 
(10)  neoplasia,  (11)  ionizing  radiation,  (12)  defi- 
ciency diseases,  (13)  infectious  diseases,  and  (14) 
aging. 

This  reviewer  would  suggest  that  you  order  this 
book  on  a trial  basis.  Chances  are,  however,  that 
you  won’t  want  to  return  it. 

”X-ray  Technology  — 3rd  edition”  by  Charles  A. 
Jacobi,  RT,  and  Don  Q.  Paris,  RT.  Published  15 
June  1964  by  The  C.  V.  Mosby  Company  of  St. 
Louis,  ^Missouri.  452  pages  with  306  figures. 
Price  $11.50. 

Mr.  Jacobi  is  an  assistant  professor  of  Medical 
X-ray  Technology  and  Mr.  Paris  is  Chairman  of  the 
Medical  X-ray  Technology  Department  of  the  Ore- 
gon Technical  Institute  at  Klamath  Falls,  Oregon. 
Previous  editions  (1957,  1960)  have  proven  the 
worth  and  usefulness  of  this  book,  about  which 
James  H.  Hilton,  MD,  Roentgenologist  and  Course 
Supeiwisor,  has  written  as  follows: 

“This  book  should  prove  helpful  to  those  who  need 
help  the  most.  It  is  a compilation  of  the  instruc- 
tional material  which  has  been  found  by  the  authors 
to  be  the  most  effective  in  teaching  students  X-ray 
technology  at  Oregon  Technical  Institute.  It  pre- 
sents basic  information  and  procedures.  Frills  have 
been  intentionally  omitted.  While  this  is  a prac- 
tical book  to  be  used  in  basic  instimction,  it  may 
also  be  used  by  the  technician  of  limited  experi- 
ence and  the  technician  ‘on  his  own’  in  the  smaller 
hospitals  and  clinics.” 

108  basic  procedures  are  described  with  illustra- 
tive pictures  demonstrating  the  correct  positioning 
and  the  final  (X-ray)  result.  Practicing  physicians 
who  do  their  own  X-ray  work  will  find  this  a use- 
ful book. 

“Anatomico-Roentgenographic  Studies  of  the  Spine” 
by  Lee  A.  Hadley,  MD,  Senior  Attending  Roent- 
genologist at  the  Syracuse  Memorial  Hospital  in 
Syracuse,  New  York.  Published  15  June  1964  by 
Charles  C.  Thomas,  Publisher,  Springfield,  Illi- 
nois. .545  pages  (7"  x 9^4”)  with  446  illus- 
trations (each  illustration  consisting  of  one  to 
four  or  more  pictures,  X ray,  or  diagrams).  Price 
$26.00. 

This  is  the  most  comprehensive  original  study  of 
the  subject  ever  presented  in  one  volume.  Over 
900  roentgenographic  images  are  coordinated  with 
actual  anatomical  conditions  in  an  atlas  that  will 
be  indispensable  to  radiologist,  neurologist,  neuro- 
surgeon, and  orthopedic  surgeon. 

The  broad  scope  of  the  study  is  revealed  in  a list 
of  contents  which  includes  development  of  the 
spine,  disturbances  of  development,  the  cervical  spine, 
vertebral  arteries,  the  posterior  spinal  articulations. 
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changes  in  bone  texture,  the  intervertebral  discs, 
spinal  curvatures,  infective  spondylitis,  observations 
at  the  lumbosacral  level,  spondylolysis  and  spondyl- 
olisthesis, intervertebral  foramen  and  spinal  nerve 
studies,  dysplasias  and  disturbances  of  bone  forma- 
tion, and  tumors  and  related  conditions. 

Of  particular  practical  interest  are  the  longitudinal 
follow-up  studies  of  patients.  These  show  the  ana- 
tomical effect  incidental  to  trauma  and  resultant 
changes.  These  cases  were  followed  for  periods 
varying  from  5 to  26  years. 


“What  Is  Sportsmedicine?”  — 86  pages  (7"  by 
10").  Price  $4.75. 

“Medical  Sociology  and  Cultural  Anthropology  of 
Sport  and  Physical  Education”  — 166  pages  (7" 
by  10")  with  26  illustrations.  Price  $7.50. 

“The  Scope  of  Exercise  in  Rehabilitation”  — 128 
pages  (7"  by  10")  with  36  illustrations.  Price 
$5.75. 

“Nutrition,  Exercise  and  Body  Composition”  — 115 
pages  (7"  by  10")  with  51  illustrations.  Price 
$5.75. 

“Heart  and  Sport”  — 117  pages  (7"  x 10")  with  32 
illustrations.  Price  $6.00. 

“Physiology  of  Exercise”  — 145  pages  (7"  by  10") 
with  67  illustrations.  Price  $6.50. 

The  above  books  have  been  written  as  a series 
of  monographs  by  Ernst  Jokl,  MD,  Professor  of 
Medicine  at  the  University  of  Kentucky.  Dr.  Jokl 
is  also  President  of  the  Research  Committee  of  the 
International  Council  of  Sport  and  Physical  Educa- 
tion of  UNESCO.  In  the  first  book  the  author  de- 
fines the  scope  and  content  of  sportsmedicine  and 
shows  how  the  medical  study  of  athletics  pertains 


to  applied  physiology,  clinical  medicine  and  sur- 
gery. Problems  discussed  are  fatigue  and  exhaus- 
tion syndromes  after  athletic  efforts  and  the  im- 
pact of  exercise  upon  pre-existing  disease.  In  the 
second  book  he  traces  the  development  of  sports  and 
athletic  activities  and  relates  this  development  to 
sociological  and  anthropological  changes.  In  the 
third  book  listed  above,  physicians  and  others  in- 
terested in  rehabilitation  will  find  a highly  read- 
able, well-documented  discussion  of  the  scope  of 
exei'cise  as  a means  of  establishing  functional  effi- 
ciency in  the  presence  of  physical  handicaps.  Book 
number  four  discusses  the  influence  of  exercise  upon 
body  composition  as  well  as  upon  the  natural  history 
of  the  degenerative  cardiovascular  diseases.  The 
author  reviews  the  results  of  his  “Kentucky  Physical 
Fitness  Experiment”  with  adolescent  children  — a 
study  in  which  effects  of  intensive  sustained  daily 
physical  training  on  excess  body  fat  and  lean  tissue 
were  studied. 

Book  number  five  confines  itself  to  an  attempt 
to  define  the  nature  and  the  scope  of  applied  cardio- 
vascular physiology  of  exercise.  In  addition  the 
author  summarizes  recent  advances  in  the  epidemi- 
ology of  heart  disease,  especially  as  it  is  related  to 
exercise.  Book  number  six  relates  the  results  of 
the  author’s  research  plus  reviews  of  the  global  nu- 
trition survey  by  Ancel  Keys  of  Minnesota;  the 
assessment  of  genetic  factors  as  determinants  of 
athletic  performances  by  L.  Gedda  of  Rome;  the 
effect  of  training  on  lean  tissue  and  excess  fat  by 
J.  Parizkova  of  Prague;  the  investigations  of  the 
prophylactic  influence  of  sustained  muscular  activity 
on  the  incidence  of  cardiovascular  diseases  by  D. 
Brunner  of  Tel  Aviv;  and  the  new  interpretation 
of  human  posture  and  movements  by  E.  Straus  of 
Kentucky. 


ORGANIZATIONS.  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 

American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS.  STATE  === 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

Multiple  Sclerosis  Society 
207  Midway  Building 
Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton,Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building 
Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Building 
Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Heiwert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Barbara  Holvick,  President 
26th  and  Dewey,  Omaha 


Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretaiy 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underv'ood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 
University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 

• stops  diarrhea 


promptly 

promptly 

promptly 


Lomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 
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one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency .. .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ® 

I>ECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged— the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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PHYSICIANS'  EXCHANGE 


Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation  will  be  accepted  without  chargre  for  two  issues. 
Each  advertisement  i^ill  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ingTt  Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territory.  Write  Box 
8,  Beaver  City,  Nebraska. 

FOR  SALE  OR  SWAP  — 100  m.a.  Keleket  X-Ray 
complete  with  fluoroscope,  etc.  $1200.00.  Also  mis- 
cellaneous medical  equipment.  Cantact  Dr.  Gelwick, 
1604  Grand  Ave.,  Grand  Island,  Nebraska . Phone 
382-0337. 

GENERAL  PRACTITIONER  — Good  opening  for 
young  G.P.  who  wants  good  permanent  location. 
New  hospital  in  town,  soon  to  be  enlarged.  Good 
schools.  Churches  and  Liberal  Arts  College.  Good 
office  space  available,  reasonable  rent.  Contact 
Box  368,  Crete,  Nebraska. 

NEWLY  COMPLETED  CLINIC  BUILDING  in 
Northeast  Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Liberal  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

LOCUM  TENENS  — General  Practitioner  wanted 
for  3 to  4 weeks,  beginning  the  first  of  October. 
If  the  party  is  satisfactory,  a permanent  association 
could  be  worked  out.  Good  Western  city.  Nebraska 
license  required.  Two  100-bed  hospitals  and  a well 
equipped  office.  Good  pay.  Write  Box  48,  Nebraska 
State  Medical  Journal,  1315  Sharp  Bldg.,  Lincoln, 
Nebr. 

FOR  SALE  — Complete  set  of  medical  office 
equipment  for  general  practice.  Available  for  con- 
tinuation of  payments.  Will  give  expendable  sup- 
plies to  anyone  purchasing  entire  set.  Box  175, 
Stratton,  Nebraska. 

GENERAL  PRACTITIONER  wanted  to  join  two- 
man  partnership  in  unopposed,  very  active,  north- 
eastern Nebraska  practice.  Twenty-four  bed  hos- 
pital. Starting  salary  open,  then  full  partnership. 
J.  T.  Keown,  M.D.,  and  C.  G.  Muffly,  M.D.,  Pender, 
Nebraska. 


TWO  NEBRASKA  GRADS,  Robert  H.  Johnson 
’52  and  0.  Guy  Johnson  ’54  need  two  Doctors — GP, 
Internists  and/or  Pediatrician  for  organizing  new 
clinic  group  in  Maplewood,  east  side  of  St.  Paul, 
Minnesota.  Completely  modern  and  newly  equipped 
medical  clinic  building.  Contact  Johnson  Clinic  at 
739-5050  or  write  to  2716  Upper  Afton  Road,  St. 
Paul,  Minnesota. 

GENERAL  PRACTITIONER  — To  assume  estab- 
lished high  quality  practice,  office  in  Scottsbluff, 
Nebraska  immediately  available  because  of  un- 
expected death.  Practice  established  for  24  years, 
modem  ground  floor  office  with  laboratory,  4 com- 
pletely equipped  examining  rooms,  X ray,  EKG,  etc. 
One  block  from  General  Hospital.  Contact  Mrs. 
Ivan  C.  Lovett,  2001  4th  Ave.,  Scottsbluff,  Nebr. 

14  MAN  IOWA  CLINIC  GROUP  — Needs  third 
Generalist  in  busy  family  practice  section.  This 
situation  would  be  especially  suited  to  a Generalist 
who  has  become  tired  of  solo  practice  and  who 
would  like  the  benefits  of  a group  association. 
Partnership  in  two  years.  Write  Box  46,  Nebraska 
State  Medical  Journal,  1315  Sharp  Building,  Lin- 
coln, Nebraska. 

PHYSICIAN  WANTED  — G.P.  with  additional 
surgical  and  O.B.  experience,  desired  to  associate 
with  two  G.P.’s  with  similar  experience  in  large, 
well  established  practice  in  Central  Minnesota. 
Hospital  accredited,  300  bed,  open  staff,  complete 
services.  Salary  leading  to  partnership.  Adequate 
housing  in  area.  Send  background  information,  pro- 
fessional and  personal  to  Box  47,  Nebraska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Nebr. 

OPENING  FOR  MEDICAL  DOCTOR  — In  town 
of  800,  prosperous  community,  partly  irrigated.  8- 
room  modem  clinic  built  in  1951.  Room  for  two 
doctors.  All  furnished  with  lab  and  X ray.  Two 
nearby  towns  with  no  doctor.  Fifteen  and  twenty- 
five  miles  to  hospitals.  New  3 bedroom  residence 
occupied  8 months.  Write  Box  217,  Bertrand,  Nebr. 

RESIDENCIES  in  Physical  Medicine  and  Re- 
habilitation offer  ideal  opportunity  to  general  prac- 
titioner considering  specialization.  Comprehensive 
training  utilizing  Mayo  Clinic  facilities  and  faculty. 
$3,600  - $8,000  stipend.  Attractive  community,  ex- 
cellent school  system,  cultural  advantages.  Contact 
E.  C.  Elkins,  M,D.,  Mayo  Foundation,  Rochester, 
Minnesota. 

WANTED  — Physician  as  associate.  Salary 
open.  Contact  Walter  E.  Goehring,  M.D.,  1454  Col- 
fax Street,  Blair,  Nebraska. 


30  A 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing:  its  advertisers 


For  Drup  Safety — 

(Continued  from  page  22- A) 

the  total  drug  related  research  in  the  na- 
tion, including  industrial,  university-sup- 
ported and  government,  is  inadequate  when 
measured  against  the  risk  to  be  found  in  the 
use  of  today’s  and  especially  tomorrow’s, 
drugs.  The  Commission,  composed  of  14 
scientists  and  medical  authorities  under  the 
Chairmanship  of  Dr.  Lowell  T.  Coggeshall, 
did  not  conduct  scientific  investigations,  but 
studied  the  problem  of  drug  research,  par- 
ticularly with  regard  to  the  safety  of  drugs. 
For  example,  the  report  pointed  out  that  the 
thalidomide  tragedy,  which  resulted  in  new 
federal  legislation,  offers  a strong  example 
of  the  need  for  research  progress.  It  is  not 
yet  understood  why  this  tranquilizer,  thal- 
idomide, composed  of  nontoxic  substances,  is 
harmful  to  human  embryos,  but  relatively 
harmless  to  animal  embryos.  The  drug  safe- 
ty problem  is  a much  greater  one  than  the 
limited  danger  of  prenatal  effects  of  drugs. 
The  problem  is  solely  one  of  knowledge,  and 
there  is  need  for  a greater  understanding  of 
(Continued  on  page  32- A) 


Now  I know  what  makes  you  tick. 


In  long-term 
treatment 
ofyourpatients- 
with  coronary 
insufficiency. 


MORE  HELP  FOR  | 
THE  STRICKEN  HEARTS 


■ PETN  (pentaerythritol  tetranitrate)  to  in- 
crease oxygen  supply 

■ plus  meprobamate  to  decrease  anxiety  and 
tension 


Unlike  phenobarbital,  meprobamate  is  not 
cumulative  and  does  not  cause  depression. 


Side  effects:  Pentaerythritol  tetranitrate 
may  infrequently  cause  nausea  and  mild 
headache,  usually  transient.  Slight  drowsi- 
ness may  occur  with  meprobamate  and, 
rarely,  allergic  reactions.  Precautions:  Me- 
probamate may  increase  effects  of  excessive 
alcohol.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Contraindica- 
tions: Like  all  nitrate-containing  drugs, 
‘Miltrate’  should  be  given  with  caution  in 
glaucoma.  Complete  product  information 
available  in  the  product  package,  and  to 
physicians  upon  request.  Dosage:  1 to  2 
tablets,  before  meals  and  at  bedtime.  Indi- 
vidualization required.  Supplied:  Bottles 
of  50  tablets. 

CML-1055 


MILTRATE’ 

meprobamate  200  mg. -i- pentaerythritol  tetranitrate  10  mg. 


y??/|gWALLACE  LABORATORIES  / Cra«6uo',  N.J. 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Donley  mmm 

SITPLY  COMPANY 

241 S "O"  Sf..  Lincoln  1,  Nebrosko 
AUTHORIZED  CONTRACT  AGENT 


For  Drug  Safety — 

(Continued  from  page  31-A) 

the  fundamental  mechanism  of  drug  action, 
there  is  a need  for  better  exchange  of  in- 
formation, and  there  is  a need  for  the  better 
use  of  available  information. 

The  report  also  concluded  that  more  fi- 
nancial support  and  professional  encourage- 
ment must  be  channeled  to  universities  to 
stimulate  both  basic  research  and  the  recruit- 
ment and  training  of  additional  investigators. 
The  medical  curriculum  must  place  greater 
emphasis  on  drug  studies.  It  was  recom- 
mended that  six  or  eight  medical  schools  be 
selected  to  establish  centers  for  intensive 
training  in  drug  development  and  clinical 
testing. 

The  report  referring  to  the  physicians 
rule  on  drug  safety,  stated  that  the  physi- 
cian must  be  better  served  with  concise, 
readily  available,  and  complete  information 
on  drugs  and  adverse  reactions.  At  the  same 
time,  all  physicians  must  accept  their  own 
responsibility  for  reporting  adverse  re- 
actions. 


Doctor,  my  insommnia’s  so  bad  I can’t  even 
sleep  through  the  late,  late,  T-V  show. 
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an  effective 

GERIATRIC 

antiarthritic 

with 

REASSURING 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment  of  dosage.  Precaution:  In  thei.  , 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

A/so  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


Pabalate-SF 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432- 1 246  Phone  432-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 


— FREE  DELIVERY  — 


PRESCRIPTIONS  - ETHICAL  SERVICE 


Esfablished  1927 


Current  Comment 


Canadian  Health  Services — 

The  Canadian  Royal  Commission  on  Health 
Services  has  completed  a voluminous  re- 
port which  includes  a recommendation  for 
comprehensive  medical  service  for  all  Cana- 
dian citizens,  regardless  of  their  means. 
The  report  is  discussed  in  an  editorial  in  the 
New  EngluTid  Jouimal  of  Medicine,  which 
describes  the  proposal  as  a far-reaching 
plan.  It  is  to  be  financed  by  taxes  pro- 
ducing an  average  of  $20  per  person  per 
year.  It  would  also  provide  for  the  estab- 
lishment of  four  new  English  language 
medical  schools  and  eventually  a French  lan- 
guage medical  school. 

The  report  further  recommends  that  the 
number  of  specialists  be  increased  by  grants 
of  $5000  to  physicians  for  training  in  under- 
manned specialties  and  to  dentists  special- 
izing in  public  health.  The  qualifications  of 
optometrists  would  be  upgraded  and  sub- 
ject would  be  included  in  university  cur- 
riculum. 
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THE  S.S.  HOPE  is  a floating  medical  center  — 
a fully  staffed  and  fully  equipped  modern  hos- 
pital which  is  the  vehicle  by  which  Project  HOPE 
fulfills  its  mission  of  carrying  American  medical 
treatment  and  training  to  foreign  lands  where 
such  help  is  not  only  needed  but  wanted.  Project 
HOPE  is  a non-governmental,  nonprofit  organ- 
ization which  is  financed  solely  by  voluntary  con- 
tributions from  individuals  and  private  enter- 
prise of  North  America. 

THEIR  HOPE  — Although  thousands  of  natives 
are  treated  on  ship  and  ashore,  the  primary  ob- 
jective of  HOPE  is  teaching.  Every  HOPE  physi- 
cian, nurse,  or  technician  has  his  local  counter- 
part who  is  trained  to  continue  modern  treatment 
after  the  ship  leaves  It  is  a seeding  process 
which  multiplies  in  the  underdeveloped  country 
to  improve  the  health  of  its  citizens  and  thus 
their  productivity  and  thereby  creates  a progres- 
sive economy  and  a higher  living  standard.  The 
kind  of  economy  in  which  communism  cannot 
thrive! 


OUR  HOPE  — HOPE  — an  aci'onym  for  Health 
Opportunities  for  People  Everywhere  — is  a 
young  Project  only  in  its  fourth  year  of  opera- 
tion but  already  the  evidence  is  incontestable  that 
its  missions  are  highly  successful,  not  only  in  the 
interchange  of  medical  knowledge  but  also  in 
promoting  international  friendship  and  goodwill. 

YOUR  HOPE  — hope’s  basic  professional  staff 
of  nurses,  technicians,  etc.,  are  paid  a nominal 
salaiy  but  most  of  its  teaching  physicians  and 
dentists  sei-ve  without  financial  compensation. 
This  makes  it  not  only  our  most  successful  for- 
eign aid  program  but  also  our  cheapest.  Never- 
theless, private  contributions  are  essential.  You 
may  participate  by  drawing  and  mailing  a check 
to: 

Project  HOPE 

P.  0.  Box  550  Chicago,  Illinois  60690 


The  proposal  includes  a guarantee  of  free- 
dom of  choice  of  physicians  as  well  as  a free 
and  self-governing  profession.  Institutions, 
including  hospitals  and  medical  and  dental 
schools  would  be  assured  their  freedom  un- 
der the  proposal.  Drugs  for  long  term  ther- 
apy would  be  entirely  free.  The  maximum 
cost  to  the  consumer  for  drugs  useful  for 
short-term  therapy  would  be  $1. 

The  editorial  notes  that  no  socially  cons- 
cious nation  can  today  neglect  the  welfare 
of  its  citizens.  The  report  is  said  to  promise 
wealth  if  its  proposals  can  be  held  within 
the  decent  bounds  outline.  The  empire, 
however,  in  the  sense  of  domination  or  the 
use  of  authority,  will  always  be  present  and 
needs  to  be  held  in  check  so  long  as  there 
is  an  urge  among  an  appreciable  number 
of  human  beings  to  control  the  destinies  of 
all  the  others. 

DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


. . . where  could  you  possibly  have  gotten 
the  idea  you’re  not  all  there? 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma*  Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

'SOMA'  COMPOUND;  'SOMA'  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  'Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
simiiar  conditions.  Contraindications;  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— Uiay  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Cocfe/ne-Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodoi-V.\V.e  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—Jhe  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  'Soma’  Compound  and  'Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
’Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 

ja  WALLACE  LABORATORIES 

CSO-3518  WA  Cranbury,  N.  J. 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary  / 

maneuvers  through  the  frontonasal  canal  / ' 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Recd, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2V0) 
and  children  (’AVo),  in  solutions  of  ’A,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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Why  You  Should 


A New  Buick! 


You  get  the  model  and  equipment  of  your  choice. 

Monthly  car  expense  is  firmly  established  for  term  of  lease. 
Irksome  details  of  tax,  license,  insurance,  maintenance, 
and  trading  are  handled  by  us. 

One  monthly  check  takes  care  of  all  expenses. 

You  free  your  funds  for  profitable  investment. 

Time  is  saved  in  computing  year-end  tax  liability. 

ENJOY  YOUR  AUTOMOBILE  MORE  BY  LEASING  A BUICK! 


Phone 

434-5976 


MOWBRAY 

BUICK  - RAMBLER 


421  No.  48th 
Lincoln,  Nebr. 


Current  Comment 

Problems  of  Health  Insurance — 

Economic  trends  have  made  it  difficult  for 
industry  to  meet  many  of  labor’s  demands 
for  health  insurance  benefits.  An  editorial 
in  the  Texas  State  Joiamal  of  Medicine  at- 
tributes the  difficulty  to  a combination  of 
factors.  The  gradual  rise  in  the  federal  in- 
come tax  and  the  social  security  tax  have 
resulted  in  inflation  of  the  American 
dollar  and  a diminution  in  the  effective  pay 
of  the  labor  force.  At  the  time  this  trend 
has  been  in  effect,  the  growth  of  health 
insurance  has  supplied  labor  a method  of 
in  effect  increasing  its  pay,  without  further 
loss  of  pay  through  income  taxes.  For  the 
sake  of  industrial  peace,  management  has 
granted  labor  more  and  more  fringe  benefits 
including  health  insurance  benefits. 

The  problem  has  been  complicated  by  the 
increasing  costs  of  health  care,  with  most 
of  the  increase  in  components  of  health  care 
other  than  the  physicians’  services.  Recent- 
ly physicians’  fees  have  also  increased  to 


compensate  for  inflation.  The  result  has 
been  that  management  and  the  health  insur- 
ance industry  have  both  begun  to  seek  a 
method  to  reduce  the  cost  of  health  care. 
Health  insurance  is  a new  industry  and 
as  is  the  case  with  most  new  ventures,  some 
mistakes  have  occurred.  Health  insurance 
policies  have  been  written  in  such  a manner 
that  they  cover  many  expenses  other  than 
those  related  to  relatively  serious  illnesses. 

The  patient  often  demands  hospitalization 
in  order  that  his  insurance  may  compensate 
for  expensive  diagnostic  tests.  In  addi- 
tion, minor  surgery  is  now  done  in  the  hos- 
pital not  only  because  the  doctor  knows  that 
it  is  safer  but  because  the  patient  demands 
it  to  collect  his  insurance.  Because  the 
charges  for  hospitalization,  nursing  care, 
drugs,  and  allied  services  are  relatively 
fixed,  the  financial  troubles  of  insurance 
companies  and  of  management  are  often 
blamed  upon  practicing  physicians.  It  is 
an  old  story  to  hear  the  claims  on  behalf 
of  insured  patients  are  higher  than  the  fees 
charged  patients  without  insurance  and  that 
(Continued  on  page  10- A) 
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HOW 

FRIENDS... 


We  will  be  pleased  to  send 
professional  samples  on  request. 

THE  BAYER  COMPANY 

Division  of  Sterling  Drug  Inc,  Dept.  Dll 2 
90  Park  Avenue,  New  York,  N.Y.  10016 


New 

Orange  Flavored 
Bayer  Aspirin  for  Children 
is  sweet 

all  the  way  through, 
so  children 
take  it  readily. 

The  GRIP-TIGHT  CAP 
on  the  bottle 
helps  keep  them 
from  taking  it 
on  their  own. 

Bottles  of  50  tablets 
(l!4  grains  each) 

NOW! 

NEW  ORANGE  FLAVOR! 
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“If  food  makes  him  feel  good,  it  is  not  at  all  surprising  that  he 
will  turn  to  it  when  times  are  tough,  and  his  tension  mounts.”^ 


£ KA  T ROX#*Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPASSVLE^ 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 
Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Botdes  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.:  Overweight  /rCurai/r,NewYork,TheMacmillanCompany,  1948,p.  16. 

Smith  Kline  & French  Laboratories 
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T1JBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
U IV  CAP  A TINE  TEST- 
PRESS-DISCARD 
THATSALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

789»-4 
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Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432- 1 246  Phone  432-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablisbed  1927 


Problems  of  Health  Insurance — 

(Continued  from  page  6- A) 

insured  patients  are  hospitalized  unneces- 
sarily. 

The  problem  requires  for  its  solution  that 
management,  insurance  industry,  and  the 
medical  profession  realize  that  policy  hold- 
ers must  be  educated  as  to  the  purposes  and 
uses  of  health  insurance.  Most  medical  or- 
ganizations already  are  encouraging  their 
members  to  work  toward  this  goal.  It  is 
not  feasible  to  reduce  benefits  already  giv- 
en but  consideration  should  be  extended  to 
provide  that  future  policies  be  written  so 
that  the  portion  of  cost  paid  by  the  bene- 
ficiary would  discourage  his  remaining  in 
the  hospital  any  longer  than  necessary.  An- 
other approach  is  to  consider  granting  ap- 
propriate insurance  benefits  for  procedures 
that  can  be  done  as  well  and  less  expen- 
sively in  the  doctor’s  office  rather  than  in 
the  hospital. 

There  are  groups  that  would  solve  the 
insurance  problem  by  further  regulation  of 
the  physician’s  services  to  insured  patients 


but  such  actions  imposed  on  all  would  not 
correct  the  abuses  of  a few.  The  medical 
profession  itself  is  willing  to  help  solve  the 
problem  for  it  is  aware  that  many  benefits 
have  come  to  both  patients  and  doctors 
through  the  public’s  acceptance  and  use  of 
health  insurance.  Doctors  should  not  ac- 
cept all  of  the  blame.  Medical  care  has 
evolved  over  a period  of  centuries  before 
reaching  its  present  degree  of  quality.  Like- 
wise, it  will  take  the  new  health  insurance 
industry  a reasonable  length  of  time  to  de- 
velop its  services  to  the  satisfaction  of  the 
majority  of  those  concerned.  The  medical 
profession  will  cooperate  in  the  attainment 
of  this  goal  but  is  not  willing  to  scarifice 
its  freedom. 


The  Cost  of  Medical  Care — 

The  cost  of  medical  care  has,  in  the  past 
25  years,  increased  at  about  the  same  pro- 
portion as  the  cost  of  all  other  services. 
One  major  cause  of  increased  cost  in  overall 
medical  services  is  the  hospital  charges 
(Continued  on  page  12- A) 
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This  is  the  season 
Allbee’^with  C is  made  for! 


When  a good  old-fashioned  winter  proves  too  much  for 
your  modern-day  patients,  it’s  a comfort  to  know  about 
Allbee  with  C.  Consider  its  simple,  rational,  economical 
formula  when  patients  need  therapeutic  amounts  of  B 
and  C vitamins  during  the  “flu”  and  u.r.i.  season. 
This  is  what  Allbee  with  C is  made  of:  Thiamine  mono- 
nitrate (Bi),  15  mg.;  Riboflavin  (B2),  10  mg.;  Pyridoxine 
HCI  (Be),  5 mg.;  Nicotinamide,  50  mg.;  Calcium  panto- 
thenate, 10  mg.;  Ascorbic  acid  (vitamin  C),  300  mg. 

A.  H.  Robins,  Co.,  Inc.  Richmond  20,  Va. 


for  patients 
who 

cough  like  the 
dickens . . . 

Great  Expectorants 
by 

A.  H.  Robins 


Back  in  Dickens’  day,  about  the  only  remedy 
they  had  for  a bad  cough  was  time — and  an 
occasional  sip  of  rock-and-rye.  Nowadays  however, 
when  dealing  with  bronchitis,  croup,  and  URI, 
you  can  prescribe  with  “great  expectations” 
of  success  by  choosing  one  of  Robins’ 
great  expectorants. 

Although  each  Robins’  antitussive  is  formulated 
for  a cougher’s  special  need,  all  contain 
glyceryl  guaiacolate,  a superior 
expectorant  that  produces  significant  increases 
in  respiratory  tract  fluid  (RTF)  secretions.* 

By  stimulating  the  natural  production  of  RTF, 
glyceryl  guaiacolate  makes  fewer  coughs  more 
productive  so  that  the  cough  itself  removes  the 
very  irritants  that  cause  it. 

After  millions  of  prescriptions,  no  significant 
side  effects  have  ever  been  reported 
from  glyceryl  guaiacolate.  And  acceptance  of 
these  elegant  and  highly  palatable 
formulations  by  patients  has 
always  been  outstanding.  Whenever  you 
,]treat  patients  who  are  coughing 
lj“like  the  dickens,”  give  them  relief  with 
ane  of  Robins’  great  expectorants. 

A.  H.  Robins  Company,  Inc.  Richnnond,  Va.  23220 


ROBITUSSIN® 

antitussive  / demulcent  / expectorant 
Each  5 cc.  (1  tsp.)  contains; 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (exempt  narcotic) 

Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains; 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(Warning;  may  be  habit  forming) 

Alcohol  3.5  per  cent 

Robitussin  is  indicated  in  coughs  associated  with  head  and  chest  colds, 
bronchitis,  laryngitis,  tracheitis,  pharyngitis,  pertussis,  “flu,”  "grippe,” 
measles,  chronic  paranasal  sinusitis,  pulmonary  tuberculosis,  or 
smoking.  Robitussin  A-C  is  especially  indicated  for  allergic,  harsh  or 
unresponsive  coughs. 

dosage;  ADULTS— 1 tsp.  every  3 to  4 hours.  CHILDREN— ’/z  tsp.  every 
3 to  4 hours. 

side  effects:  No  serious  side  effects  from  glyceryl  guaiacolate  have 
ever  been  reported.  Nausea,  G-l  upset,  and  drowsiness  may  be  en- 
countered rarely  with  Robitussin  A-C. 

precautions:  There  are  no  contraindications  for  Robitussin.  Robitussin 
A-C  is  contraindicated  in  patients  hypersensitive  to  antihistamines  or 
codeine. 

DIMETANE®  EXPECTORANT 


antihistaminic  /antitussive 
Each  5 cc.  (1  tsp.)  contains: 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

DIMETANE®  EXPECTORANT-DC 

(exempt  narcotic) 

antihistaminic  /antitussive  /suppressant 


Codeine  phosphate 10  mg. 

(Warning;  may  be  habit  forming) 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

Indicated  for  relief  of  cough  and  allergic  states  in  which  an  expec- 
torant action  is  useful.  Dimetane  Expectorant-DC  is  indicated  when 
the  cough  suppressant  action  of  codeine  is  desired. 

dosage:  ADULTS— 1 to  2 tsp.  q.i.d.,  as  necessary.  CHILDREN— '/5  to 
1 tsp.,  t.i.d.  or  q.i.d. 

side  effects:  Overdosage  may  result  in  mild  drowsiness  or  excitement, 
but  within  the  therapeutic  range  neither  is  likely. 

Precautions:  Administer  with  caution  to  patients  with  cardiac  or  periph- 
eral vascular  diseases  and  hypertension. 

contraindications:  Hypersensitivity  to  antihistamines  or  codeine.  Not 
recommended  for  use  during  pregnancy. 

references:*  Boyd,  E.  WI.,  and  Ronan,  A.  K.:  Am.  J.  Physiol.,  135:383, 
1942. 
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The  Cost  of  Medical  Care — 

(Continued  from  page  10-A) 

have  risen  480  per  cent.  The  President’s 
page  in  the  Journal  of  the  Texas  Medical 
Association  attributes  this  increase  in 
charges  to  the  higher  cost  of  labor,  the 
greater  use  of  hospitals,  and  a greater  pro- 
portion of  medical  as  compared  to  surgical 
cases  treated  in  hospitals. 

Another  major  cause  of  increased  cost  is 
the  universal  demand  by  both  patients  and 
physicians  for  more  laboratory  procedures 
and  more  extensive  use  of  X rays  and  drugs. 
It  is  important  to  realize  that,  aside  from 
hospital  charges,  medical  costs  have  risen 
only  91  per  cent  as  compared  to  a 123  per 
cent  increase  for  all  other  seiA'ices. 

The  national  economy  has  been  greatly 
influenced  by  medical  advances.  The  de- 
velopment of  Sabin  oral  vaccine  is  used  as 
an  example  of  the  impact  of  medical  science 
upon  economy.  The  Sabin  oral  vaccine  is 
said  to  have  cost  $653  million  to  develop  that 
has  already  resulted  in  a saving  of  nearly 
$7  billion  in  life,  income,  and  medical  care. 

(Continued  on  page  18- A) 


We’re  going  to  operate  on  John  Gunther  . . . 
now  maybe  you’ll  get  to  learn  more  about 
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ifter  Surgery:  B and  C vitamins  are  therapy 


lerapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
ds  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
rgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B]  (ThiamineMononitrate)  10  mg. 

Vitamin  82  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  85  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake;  Adults.  1 

capsule 

daily,  for  the  treatment  of  vitamin  de- 

ficiencies.  Supplied  in  decorat 

ive  “re- 

minder"  jars  of  30  and  100;  bottles  of  500. 

► LEDERLE  LABORATORIES,  A 


Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7282-4 


I 


RECOGNIZE 
THIS  PATIENT? 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  In  glaucoma.  Previous  allergic  or  Idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  In  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  'Deprol'  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  BenactyUne  hydrochloride  - Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 


When  you  recognize  depression  and  anxiety 
traceabie  to  an  emotionaliy  charged  situation 
with  no  somatic  disorder 

-start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  is  indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES  ' Cranbury,  N.  J. 


C0'3S61 


Meprobamate may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  Increased  gradually  to  six  tablets  dally  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 


“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

^EMPRAZIL’^ 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 


Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 
‘EMPRAZIL-C'®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Air  vents 
in  the  filter. 

Carlton— the  first  cigarette  to 
combine  distinctive  blend, 
high  porosity  paper,  and  a new 
flavor-enriching  filter  with 
activated  charcoal  and  pre- 
cision air  vents. 


Test  results 
on  the  pack. 

On  every  pack,  on  every  car- 
ton of  Carlton  are  printed 
latest  "tar”  and  nicotine  test 
results  as  determined  in  pe- 
riodic analyses  by  an  inde- 
pendent research  laboratory. 


ANALYSES  OF  THE  SMOKE  OF  SAMPLES  OFCARLTON  CIGA- 
RETTES ARE  MADE  PERIODICALLY  BY  AN  INDEPEND- 
ENT RESEARCH  LABORATORY.  ANALYSES  DURING  THE 
MOST  RECENT  TEST  PERIOD  PRIOR  TO  THE  MANUFAC- 
TURE OF  THE  CIGARETTES  IN  THIS  PACKAGE  AVERAGED: 


“TAR"*  3.9  MG  PER  CIGARETTE 

NICOTINE  0.4  MG  .'. PER  CIGARETTE 


*SMOKE  COMPONENTS  COMMONLY 
BUT  INACCURATELY  CALLED  “TAR”. 


Carlton.  Low  in  ”tar”  and  nicotine,  high  in  smoking  pleasure.  The  lightest 
smoke  of  all.  A cigarette  in  the  tradition  of... 

THE  AMERICAN  TOBACCO  COMPANY- FIRST  IN  CIGARETTE  RESEARCH. 


Product  of  tJ^rne/u£€t'n  ( 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Oiiice 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients con  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Choir  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 

MANAGING  AGENTS 
1st  Floor  Sharp  Building 


Splint  & Brace 
SHOP... 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Arfiticial  Limbs 


•/CERTIFIED 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 

1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 


The  Cost  of  Medical  Care — 

(Continued  from  page  12- A) 

Although  treatment  today  is  more  ade- 
quate and  effective,  the  time  required  of 
the  patient  for  his  hospitalization  and  con- 
valescence is  less.  Although  the  doctors’ 
fees  have  not  risen  in  proportion  to  other 
medical  charges,  the  doctor  must  still 
share  in  the  responsibility  for  the  overall 
increase  in  medical  care  costs.  It  is  the  doc- 
tor alone  who  makes  the  final  determina- 
tion as  to  the  extent  of  X ray,  laboratory 
and  drug  utilization.  It  is  the  physician’s 
determination  of  the  use  of  these  components 
of  medical  care  that  is  often  the  deciding 
factor  in  the  cost  of  that  care. 

Children  in  Jeopardy — 

Various  studies  have  indicated  the  fre- 
quency with  which  children  suffer  injuries 
at  the  hands  of  their  parents.  When  a 
physician  is  asked  to  treat  such  a child  for 
injuries,  he  is  confronted  by  a dilemma. 
The  parents  will  usually  attribute  the  in- 
jury to  an  accident  with  an  explanation 
(Continued  on  page  20-A) 


Remember,  now!  Only  one  every  four  hours! 
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(clearly  decongested  with  Dimetapp) 


(Dimetane® [brompheniramine  maleate],  12  mg.;  Phenylephrine  hydrochloride  15  mg.;  Phenylpropanolamine  hydrochloride,  15  mg.) 


In  sinusitis,  colds,  U.R. I.,  Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  agom.  Each  long-acting 
Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness  or  overstimulation. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces 
nasal  secretions,  congestion,  and  postnasal  drip  for  symp- 
tomatic relief  of  colds,  U.R.I.,  sinusitis,  and  rhinitis. 
Side  Effects:  In  high  dosages,  occasional  drowsiness 
due  to  the  antihistamine  or  CNS  stimulation  due  to  the 
sympathomimetics  may  be  observed.  Precautions: 


Administer  with  caution  in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and  hypertension.  Contra- 
indications: Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

’‘‘Clinical  report  on  file.  Medical  Department,  A.H.  Robins  Co.,  Inc. 

A.H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


THE  ULCER  LIFE 

In  this  "pop  art"  assemblage,  artist  Bob  Sullivan  depicts  “the  ulcer  life"  as  man-in-a-box.  The  wall  of  nails  closing  in  might  well  sym- 
bolize the  torturous  demands  of  a rigid,  conformist  society.  As  for  the  man,  his  disembodied  psyche  moves  relentlessly  onward  with  the 
blank,  fixed  stare  of  a man  who  has  lost  control  of  his  own  destiny.  Small  wonder  that  his  gastric  mechanism  rebels. 

NUMBER  1 IN  A SERIES 


for  the  ulcer  life: 
a new  strength  of  glycopyrrolate 

ROBINUE  FORTE 

2 mg.  per  tablet 

ROBINUL-PH  FORTE 

glycopyrrolate  2 mg.  phenobarbital  16.2  mg.  (warning:  may  be  habit  forming) 


When  glycopyrrolate  was  first  introduced,  clinicians  were  immediately  impressed  by  the 
remarkable  ability  of  this  compound  to  exert  a more  specific  pharmacologic  action  on  the 
gastrointestinal  tract  than  on  other  organ  systems.  For  example,  they  often  found  that  in 
difficult  patients  the  dosage  could  easily  be  adjusted  upwards  to  achieve  the  desired  suppres- 
sion of  both  hypertonicity  and  secretion  . . . without  paying  the  penalty  of  side  effects  intoler- 
able to  the  patient.  Thus,  it  is  no  surprise  that  many  clinicians  suggested  that  a double-strength 
2 mg.  tablet  of  glycopyrrolate  would  be  both  practical  and  useful.  For  those  patients 
ordinarily  unresponsive  to  anticholinergics  or  for  those  exhibiting  the  more  prominent  symp- 
toms, the  new  Forte  dosage  forms  are  a worthwhile  addition  to  your  ulcer  armamentarium. 


BRIEF  SUMMARY 

indications:  In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  glycopyrrolate  is  indicated  for  other  G-I 
conditions  which  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phenobarbital)  is 
indicated  when  these  situations  are  complicated  by  mild  anxiety 
and  tension. 

contraindications:  Glaucoma,  urinary  bladder  neck  obstruc- 
tion, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  cardio- 
spasm (megaesophagus),  and  achalasia  of  the  esophagus,  and  in 
the  case  of  Robinul-PH  Forte,  sensitivity  to  phenobarbital. 


precautions:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  effects:  Dryness  of  mouth,  blurred  vision,  urinary  dif- 
ficulties, and  constipation  are  rarely  troublesome  and  may 
generally  be  controlled  by  reduction  of  dosage.  Other  side  effects 
associated  with  the  use  of  anticholinergic  drugs  include  tachy- 
cardia, palpitation,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness, 
drowsiness,  and  rash. 

dosage;  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tablet 
three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 

See  product  literature  for  full  prescribing  information. 
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NEBRASKA  STATE  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


Councilor  Districts  and  Counties 

First  District;  Councilor:  Leroy 

Lee.  Omaha.  Counties : Dougrlas. 
Sarpy. 

Second  District:  Councilor:  John 

T.  McGreer,  Jr.,  Lincoln.  Coun- 
ties : Lancaster.  Otoe,  Cass. 

Third  District:  Councilor:  W.  W, 

Waddell,  Beatrice.  Counties: 
Gagre,  Johnson.  Nemaha.  Pawnee, 
Richardson. 

Fourth  District:  Councilor:  Geo. 

Salter.  Norfolk.  Counties : Knox, 
Cedar,  Dixon.  Dakota.  Antelope, 
Pierce.  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  H.  D. 

Kuper.  Columbus.  Counties : Burt 
W'ashington,  Dodge.  Platte,  Col- 
fax, Boone.  Nance,  Merrick. 

Sixth  District:  Councilor;  C.  L. 

Anderson.  Stromsburg.  Counties : 
Saunders,  Butler,  Polk,  Seward. 
York.  Hamilton. 

Seventh  District:  Councilor:  C.  F. 
Ashby.  Geneva.  Counties : Saline. 
Clay.  Fillmore,  Nuckolls,  Thay- 
er, Jefferson. 

Eighth  District : Councilor : Rex 

W'ilson,  O’Neill.  Counties:  Cher- 
ry, Keyapaha,  Brown,  Rock,  Holt. 
Sheridan.  Boyd. 

Ninth  District:  Councilor:  Dan 

Nye,  Kearney.  Counties:  Hall, 

Custer,  Valley,  Greeley,  Sher- 
man, Howard.  Dawson,  Buffalo, 
Grant,  Hooker.  Thomas,  Blaine, 
W’hceler,  Loup,  Garfield. 

Tenth  District:  Councilor:  L.  S. 

McNeill,  Campbell.  Counties : 
Gosper,  Phelps,  Adams,  Furnas, 
Harlan.  Webster,  Kearney,  Red 
Willow.  Chase,  Frontier,  Dundy, 
Hitchcock. 

Eleventh  District : Councilor : Max 
Raines,  North  Platte.  Counties : 
Lincoln.  Perkins,  Keith.  McPher- 
son. Garden,  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  C.  J. 
Cornelius,  Sidney.  Counties : 
Scotts  Bluff.  Banner.  Box  Butte, 
Morrill,  Kimball,  Cheyenne,  Sioux, 
Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) Loyd  R.  Wagner.  Hastings Fred  J.  Rutt,  Hastings 

Antelope  (4) 

Boone  15) Roy  J.  Smith,  Albion Gerald  J.  Spethman,  Albion 

Box  Butte  (12) Donald  Wilkinson.  Alliance F.  P.  Suegang.  Alliance 

Buffa!o(9) Albert  Mueller,  Kearney Chas.  B.  Carignan,  Ravenna 

Burt  (5) A.  J.  Mullmann.  Oakland L.  E.  Sauer.  Tekamah 

Butler  (6) W.  C.  Niehaus,  David  City J.  E.  Kaufman.  David  City 

Cass  (2) Glen  D.  Knosp.  Elmwood J.  H.  Worthman,  Louisville 

Cheyenne-Kimball-Deuel  (12) 

Clay  (7) H.  V.  Nuss.  Sutton H.  V.  Nuss.  Sutton 

Colfax  (5) 

Cuming  (4) L.  L.  Ericson,  West  Point 

Custer  (9) C.  W’.  Wilcox.  Ansley Tom  Lucas.  Broken  Bow 

Dawson  (9) O.  P.  Rosenau,  Cozad Chas.  E.  Hranac,  Cozad 

Dodge  (5) F.  Thomas  Waring.  Fremont Wm.  J.  Chleborad,  Fremont 

Fillmore  (7) A.  A.  Ashby,  Geneva C.  F.  Ashby,  Geneva 

Five  Co.  (4) R<»'  M.  Matson.  Wayne Robert  B.  Benthack,  Wayne 

Four  County(9) O.  M.  Jardon,  Loup  City Paul  Martin.  Ord 

Franklin  (10) W.  A.  Doering.  Franklin C.  J.  Thomas.  Franklin 

Gage  (3  I John  W.  Porter.  Beatrice John  Chapp.  Beatrice 

Garden-Keith-Perkins  (11) L.  C.  Potts.  Grant Donald  R.  Marples.  Grant 

Hall  (9) Carl  Maggiore,  Grand  Island Harry  Russel.  Grand  Island 

Hamilton  (6) D.  B.  Steenburg,  Aurora J.  M.  Woodard.  Aurora 

Harlan  (10) K.  C.  McGrew.  Orleans J.  S.  Long.  Alma 

Howard  (9) E.  Howard  Reeves.  Scotia E.  C.  Hanisch.  St.  Paul 

Jefferson(7) R.  L.  Cassel.  Fairbury Frank  Fallcon.  Fairbury 

Johnson  (3) John  C.  Schutz.  Tecumseh Michael  F.  Sorrell,  Tecumseh 

Knox  (4) R.  L.  Tollefson.  Wausa D.  J.  Nagengast,  Bloomfield 

Lancaster  (2) Robert  J.  Stein,  Lincoln W.  Quentin  Bradley.  Lincoln 

Lincoln  (11) Melvin  S.  Hoyt,  North  Platte George  D.  Cooper.  North  Platte 

Holt  & Northwest(S) F.  H.  Shiffermiller,  Ainsworth.. R.  A.  Serbousek.  Atkinson 

Madison  (4) B.  R.  Farner,  Norfolk Francis  Martin,  Norfolk 

Merrick  (5) E.  T.  Zikmund.  Central  City J.  R.  Adamson.  Central  City 

Nemaha  (3) Jackson  J.  Bence.  Auburn .John  H.  Krickbaum,  Auburn 

Northwest  Nebraska  (8) H.  V.  Crum,  Rushville Donald  D.  Watson,  Gordon 

Nuckolls  (7) C.  T.  Mason,  Superior Robert  L.  Howe,  Nelson 

Omaha-Douglas  (1) John  E.  Courtney,  Omaha E.  K.  Connors,  Omaha 

Otoe  (2) A.  H.  Bonebrake.  Nebr.  City R.  C.  W'eldon,  Nebr.  City 

Pawnee  (3) A.  B.  Anderson,  Pawnee  City H.  C.  Stewart,  Pawnee  City 

Phelps  (10) Wm.  Bivens.  Holdrege Evald  Prems.  Holdrege 

Pierce  (4) John  H.  Calvert,  Pierce W.  I.  Devers,  Pierce 

Platte  (5) Robert  I.  Burns.  Columbus C.  A.  Medlar.  Columbus 

Polk  (6) C.  L.  Anderson,  Stromsburg James  S.  Carson.  Osceola 

Richardson  (3) Harlan  S.  Heim,  Humboldt J.  C.  Gillispie.  Falls  City- 

Saline  (7) F.  G.  Travnicek,  Wilbur S.  L.  Larson,  Crete 

Saunders  (6) L M.  French,  Wahoo John  E.  Hansen,  Wahoo 

Scotts  Bluff  (12) Gerhard  W.  Schmitz, 

Scottsbluff J.  Krieg,  Scottsbluff 

Seward  (6) Richard  Pitsch,  Seward R.  Paul  Hoff,  Seward 

Southwest  Nebraska  (10) Elwood  Yaw,  Imperial L.  E.  Dickinson,  McCook 

Thayer  (7) F.  A.  Mountford.  Davenport R.  F.  Decker.  Byron 

Washington  (5) C.  D.  Howard.  Blair W.  E.  Goehring,  Blair 

York  (6) J.  S.  Bell,  York B.  N.  Greenberg,  York 


Children  in  Jeopardy — 

(Continued  from  page  18-A) 

that  is  not  completely  plausible.  Should  the 
doctor  respect  the  confidence  of  his  patient, 
or  should  he  take  thought  for  the  welfare 
of  the  child  by  reporting  to  the  police  or  to 
other  agencies  what  he  believes  to  be  a case 
of  child-assault?  This  is  the  question  de- 
scribed in  an  editorial  in  the  Wisconsin 
Medical  Journal. 

The  problem  of  the  doctor  is  further  com- 
plicated by  distinguishing  between  the  child 
who  is  brought  to  him  broken  and  bleeding 
and  obviously  in  need  of  protection  and  his 
first  observations  of  abnormal  emotional 
conflict  between  the  parent  and  the  child. 
Also,  if  he  is  willing  for  the  sake  of  the 
child  to  take  early  action,  what  can  he  do 
about  it?  In  many  states,  at  the  present 
time,  there  is  not  too  much  that  a doctor  can 
do.  Certainly  there  is  not  much  that  he  can 


do  until  an  actual  assault  has  occurred  in 
such  an  apparent  manner  that  the  problem 
can  be  referred  to  the  police. 

If  the  individual  doctor  is  limited  in  his 
effectiveness  with  regard  to  these  situations, 
the  medical  profession  can  do  something. 
The  profession  has  a moral  obligation  to 
bring  the  matter  before  the  community  and 
require  laws  that  will  enable  the  individual 
doctor  to  bring  techniques  of  social  service 
psychiatric  care  to  the  parental  problem. 
Laws  which  provide  punishment  for  a par- 
ent who  has  mistreated  his  child  are  not  the 
answer  for  the  punishment  of  such  laws 
must  follow  damage  to  a child  and  can  be 
applied  only  in  severe  cases.  Legislation 
should  be  enacted  which  will  establish 
agencies  for  handling  disturbed  parents  be- 
fore their  age  results  in  violence  to  the 
bodies  of  their  children. 

(Continued  on  page  22-A) 
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Of  507  patients  with  confirmed 
ear,  nose  and  throat  infections... 
465  or  91.7%  were  treated 
successfully  with  Signemycin*^ 


Note: 

Adams,*  whose  50  patients 
included  20  with  ENT 
infections,  stated  that 
Signemycin  "was  particu- 
larly valuable  in  infections 
that  did  not  respond  to 
other  antimicrobial  agents, 
and  in  patients  to  whom 
penicillin  could  not  be 
given.”  All  his  cases  re- 
sponded within  five  days; 
in  most  patients,  all  signs 
of  infection  disappeared  in 
three  days. 

*Adams,  J.:  J.  Tenn.  Med.  Ass. 
50:446,  Nov.,  1957. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Otitis  media 

90 

86 

Pharyngitis  and  laryngitis 

162 

148 

Sinusitis 

68 

55 

Tonsillitis  and  peritonsillitis 

163 

153 

Various 

24 

23 

Totals 

507 

465  (91.7%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


capsules  (250  mg.) 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 

Brief  Summary  and  Bibliography  follow. 
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Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


Children  in  Jeopardy — 

(Continued  from  page  20-A) 

Will  the  community  care  sufficiently 
about  the  welfare  of  its  children  so  as  to 
provide  an  educational  system  worth  bil- 
lions of  dollars,  it  should  be  reasonably  con- 
cerned with  the  mental  health  and  emo- 
tional stability  of  these  same  children  and 
therefore  of  their  parents.  Only  publicity, 
preferably  instituted  by  physicians  can 
make  the  community  aware  of  the  problem 
and  compel  the  community  to  seek  solutions 
to  the  problem. 


I want  to  see  you  gain  weight.  Miss  Lee. 
What  are  you  doing  for  dinner  tonight? 
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Of  1,088  patients  with  confirmed 
skin  and  soft-tissue  infections... 
1,036  or  95.2%  were  treated 
successfully  with  Signemycin^ 


Note: 

Morador  et  al.*  obtained 
excellent  results  in  the 
treatment  of  185  out  of 
191  soft-tissue  Infections, 
all  due  to  staphylococci. 
They  state:  "In  the  most 
serious  infections  occur- 
ring in  patients  with  im- 
paired resistance  (mainly 
diabetics)  we  have  had 
very  good  results  in  the 
control  of  the  infectious 
condition.”  In  these  stud- 
ies, incision  and  drainage 
were  employed  where 
indicated. 

•Morador,  J.  L.  et  al.;  Antibiot. 
Ann.  1959-1960:716. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Abscesses,  various 

35 

34 

Abscess,  gluteal  or  perianal 

54 

52 

Burns,  infected 

331 

307 

Carbuncles  and  furuncles 

125 

122 

Cellulitis 

104 

102 

Lacerations  and  wounds,  infected 

142 

128 

Ulcers,  infected 

107 

106 

Various  superficial  infections 

190 

185 

Totals 

1,088 

1 ,036  (95.2%) 

consistently  effective. ..often  when  others  fail 

Signemyciri 

capsules  (250  mg.) 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


Brief  Summary  and  Bibliography  follow. 
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SIGNEMYCIN® 

Side  Effects:  Glossitis  and  allergic  reactions,  as 
well  as  severe  anaphylactoid  reactions,  have  been 
reported  as  rare  side  effects.  Should  significant 
reaction  or  idiosyncrasy  occur,  discontinue  medi- 
cation and  institute  countermeasures.  Use  of  tetra- 
cycline during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause 
discoloration  of  developing  teeth.  Reduce  usual 
oral  dosage  and  consider  serum  level  determina- 
tions in  patients  with  impaired  renal  function  to 
prevent  possible  liver  toxicity  due  to  excessive 
accumulation  of  antibiotic  in  the  serum. 

Precautions:  Overgrowth  of  nonsusceptible  orga- 
nisms may  occur.  In  such  cases,  discontinue  medi- 
cation and  institute  appropriate  specific  therapy  as 
indicated  by  susceptibility  testing.  Aluminum  hy- 
droxide gel  given  with  antibiotics  has  been  shown 
to  decrease  their  absorption  and  is  contraindicated. 
The  coloring  agents  used  in  Signemycin  Syrup  and 
Pediatric  Drops  may  produce  red  discoloration 
of  stools. 

Triacetyloleandomycin,  a constituent  of 
Signemycin,  administered  to  adults  in  daily  oral 
doses  of  1.0  Gm.  (3  Gm.  Signemycin)  for  periods 
of  more  than  ten  days  may  produce  hepatic  dys- 
function and  jaundice.  In  the  rare  patient  who  re- 


quires this  high  dosage  level  of  Signemycin  initially, 
liver  function  should  be  carefully  followed  and  dos- 
age should  be  reduced,  as  promptly  as  possible,  to 
the  usual  recommended  range  of  1 .0  to  2.0  Gm.  per 
day.  Therefore,  Signemycin  is  recommended  pri- 
marily for  the  treatment  of  acute  or  severe  infec- 
tions, with  treatment  restricted  to  a ten-day  period. 
If  clinical  judgment  dictates  continuation  of  therapy 
beyond  ten  days,  serial  monitoring  of  the  liver  pro- 
file should  be  carried  out,  including  BSP,  transam- 
inase, and  cephalin  flocculation  tests.  Changes 
observed  in  liver  function  were  reversible  follow- 
ing discontinuation  of  the  drug. 

Formulas:  Capsules:  250  mg.  Signemycin  (167  mg. 
tetracycline  HCI  and  83  mg.  oleandomycin  as  tri- 
acetyloleandomycin). 

Capsules:  125  mg.  Signemycin  (83  mg.  tetracy- 
cline HCI  and  42  mg.  oleandomycin  as  triacetylo- 
leandomycin). 

Syrup:  125  mg.  Signemycin  (tetracycline  equiva- 
lent to  83  mg.  tetracycline  HCI  and  42  mg.  oleando- 
mycin as  triacetyloleandomycin)  per  5 cc. 

Pediatric  Drops:  100  mg.  Signemycin  (tetracy- 
cline equivalent  to  67  mg.  tetracycline  HCI  and  33 
mg.  oleandomycin  as  triacetyloleandomycin)  per  cc. 

More  detailed  professional  information  available 
on  request. 
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Of  5,057  patients  with  confirmed 
infections  of  all  body  systems... 
4,731  or  93.5%  were  treated 
successfully  with  Signemycin® 


Note: 

The  high  rate  of  response 
to  Signemycin  in  these 
cases  is  noteworthy  be- 
cause the  totals  include 
many  patients  with 
difficult-to-treat  infec- 
tions, many  whose 
infections  had  proved 
resistant  to  other  agents, 
and  many  who  had  been 
treatment  failures  on 
other  therapy. 1-87 
In  addition  the  following 
criteria  were  used  for 
the  cases  cited:  (1)  only 
published  results  were 
used  (2)  results  were 
confirmed  by  clinical 
and/or  laboratory  find- 
ings (3)  patients  were 
cured,  not  "improved’’ 

(4)  dosage  conformed  with 
current  recommenda- 
tions in  the  United  States 

(5)  no  other  anti-infective 
agents  were  used  concomi- 
tantly (6)  no  instance  of 
prophylactic  use  was  in- 
cluded in  these  tabulations. 


Condition 

No.  of 
Patients 

No.  Cured  with 
Signemycin 

Ear,  nose  and  throat  infections 

507 

465 

Respiratory  infections 

1,028 

954 

Gastrointestinal  infections 

425 

387 

Genitourinary  infections 

748 

684 

Skin  and  soft-tissue  infections 

1,088 

1,036 

Bone  and  joint  infections 

71 

64 

Deep-seated  or  generalized  infections 

257 

251 

Obstetrical  & gynecological  infections 

341 

320 

Miscellaneous  conditions 

592 

570 

Totals 

5,057 

4,731  (93.5%) 

consistently  effective. ..often  when  others  fail 

Signemycin 


tetracycline  HCI,  167  mg.;  oleandomycin 
as  triacetyloleandomycin,  83  mg. 

Also  available  as  Syrup,  Pediatric  Drops,  and  half-strength  Capsules 


capsules  (250  mg.) 
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< and  it’s  not  a once-over-lightly  one,  either. 

All  rubber  stoppers  used  in  Lilly  ampoules  are 
) scrupulously  cleaned  with  a detergent  and  hot 

deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
* foreign  matter  adhering  to  them.  Then  the 

j stoppers  are  autoclaved  atl20°tol21°C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  houi’S,  they  are  I’e- 
turned  for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


IMAGE 

The  medical  profession  in  recent  years 
has  suddenly  become  concerned  with  its 
changing  “image.”  It  seems  today’s  physi- 
cian is  not  held  in  the  same  respect,  nor 
does  he  have  the  same  stature  in  the  com- 
munity that  his  predecessor  enjoyed  fifty 
years  ago.  What  gave  “old  Doc”  this  re- 
vered and  hallowed  spot  in  the  community? 
It  was  a combination  of  circumstances  forced 
upon  him  if  he  was  to  practice  medicine. 
Scientific  knowledge  accounted  for  but  a 
small  part  of  his  armamentarium,  the  Art 
of  Medicine  made  up  the  major  part  of  his 
attack  against  disease.  It  was  in  the  prac- 
tice of  the  Art  of  Medicine  that  he  scored 
his  “Brownie  points”  with  the  public:  he 
rode  horseback  through  rain  and  snow  to 
reach  his  patients;  he  sat  up  long  hours, 
having  the  family  boil  water,  seeing  a pa- 
tient through  the  crisis  of  pneumonia;  he 
acted  as  father-confessor  to  many ; he 
served  the  community  in  many  ways  in  the 
role  of  a leading  citizen.  “Old  Doc”  was 
given  adulation,  not  for  his  scientific 
knowledge,  but  for  what  he  gave  of  himself 
to  the  people. 

What  composes  the  “image”?  By  defini- 
tion, an  image  is  a “counterpart,  a like- 
ness, a mental  idea  or  conception,  an  ex- 
tended metaphor,  a reflection.”  It  becomes 
apparent  an  image  is  the  reflection  of  the 
actions,  attitudes,  personality,  character, 
ability,  and  so  forth,  of  the  individual  physi- 
cian as  his  patients  and  as  the  community 
judges  him. 

Scientific  advancements  have  downgraded 
the  “Ai*t  of  Medicine.”  The  car,  the  tele- 
phone, the  modern  highway,  the  helicopter, 
the  modern  hospital,  the  wonder  drugs,  new 
surgical  techniques,  have  completely  anni- 
hilated the  chance  of  a modern  physician 
to  impress  the  community  with  his  devotion 
to  saving  lives.  Instead  of  sitting  hours  by 
the  bedside  of  the  patient,  the  modern 
physician  spends  hours  reading  scientific 
journals  or  attending  refresher  courses,  or 


seeing  many  more  patients.  He  is  so  busy 
practicing  scientific  medicine  that  the  “Art 
of  Medicine”  has  been  neglected.  The  won- 
ders of  modern  medicine  are  written  up  in 
every  magazine.  The  old  “mystery”  of  med- 
icine has  been  removed,  and  people  under- 
stand the  methods  and  niceties  of  modern 
diagnosis : in  fact,  they  even  now  appear 
at  the  physician’s  office,  having  made  the 
diagnosis  themselves,  of  some  intriguing, 
exotic  disease  written  up  in  the  grocery 
store  gazette.  The  modern  hospital  has  as- 
sumed the  role  of  an  “aseptic  garage”  with 
skilled  mechanics  and  helpers  supplying 
spare  parts  for  eyes,  hearts,  bones,  replace- 
ment filter-kidneys,  prostheses,  antibiotics, 
testing  machines,  atomic  gear,  and  credit 
cards  through  your  favorite  insurance  com- 
pany. One  wonders  how  the  layman  can 
possibly  conceive  of  an  illness,  an  accident, 
injury,  or  disease  for  which  there  is  not  a 
complete  cure,  an  operation,  or  a replace- 
ment part  that  is  ordered  by  a computer- 
diagnostic  machine,  and  installed  posthaste. 
The  public  press,  the  scientific  press,  the 
hospital  newspapers,  are  all  building  the 
“new  Doc”  into  a superintelligent,  scien- 
tific, automated  nonfeeling  marvel  that, 
through  modern  medicine,  can  heal  almost 
anything.  “Doc”  has  become  about  as  per- 
sonal as  a mechanic  never  seen  by  the  car 
owner;  he  seems  to  be  just  a third  party 
that  funnels  scientific  knowledge  into  the 
patient  according  to  his  needs. 

If  we,  as  sentimental  old  fools,  want  to 
have  some  of  the  stature  and  respect  of 
“old  Doc,”  we  can  still  attain  it  in  the  way 
he  did  — we  give  of  ourselves,  our  time, 
our  understanding,  our  pity,  our  compassion 
— even  of  our  money  to  our  patients  and 
to  our  communities.  Our  “image”  is  still 
what  we  want  to  make  it.  We  cannot  make 
the  old  “image”  until  we  treat  people,  not 
disease.  As  we  treat  people,  the  old  style 
image  will  evolve  — unless  you  like  the 
newer  one  — and  some  physicians  do! 

C.  R.  Hankins 
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THE  DOCTOR  UNDER  SOCIALIZED 
MEDICINE 

The  Nebraska  Methodist  Hospital  sends 
a questionnaire  to  each  patient  after  he  has 
returned  home  from  the  hospital.  This 
questionnaire  contains  24  questions  concern- 
ing all  phases  of  hospitalization  — from 
courtesy  to  cleanliness,  from  cost  to  care 
and  handling  of  the  food,  from  the  presence 
of  undue  noise  to  disagreeable  odours,  and 
so  forth.  A space  at  the  end  is  left  bank 
and  the  patient  is  invited  to  write  additional 
remarks. 

Dr.  John  R.  Schenken  picked  up  one  of 
these  completed  questionnaires  in  which  the 
answers  revealed  complete  satisfaction  of 
the  patient  with  each  and  every  item,  even 
the  cost;  but,  surprisingly,  in  the  space  left 
for  additional  remarks  he  had  penciled  the 
following : 

“I  still  believe  that  Medicare  is  a must, 
and  instead  of  endangering  the  medical  pro- 
fession it  would  be  an  insurance  policy  for 
them,  but  no  one  seems  to  learn  from  past 
history  so  I’m  wasting  my  pencil.” 

Dr.  Schenken  sent  a copy  of  this  par- 
ticular questionnaire  with  its  addendum  to 
Dr.  Donald  F.  Ward,  president  of  the  AMA 
and  to  Dr.  Donald  E.  Wood,  chairman  of 
AMP  AC  with  the  following  letter  (quoted 
with  Dr.  Schenken’s  permission)  : 

Dear  Dons; 

Enclosed  is  a copy  of  a completed 
questionnaire. 

The  penciled  addendum  by  the  patient 
is  a confirmation  of  the  importance  of 
the  widespread  educational  program  an- 
nounced by  the  AMA  over  the  signature 
of  Don  Ward. 

It  is  almost  incomprehensible  that  a 
patient  should  be  so  completely  satis- 
fied with  every  phase  of  his  hospital- 
ization and  yet  write  the  note  which  this 
patient  wrote.  There  must  be  a vast 
lack  of  understanding  on  the  part 
of  most  people  regarding  the  fraudulent 
“Benefits”  embodied  in  the  present  So- 
cial Security-oriented  health  care  for 
the  aged  legislation. 
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I\Iy  son,  who  is  on  the  staff  of  Tulane 
University  in  the  Department  of  Path- 
ology' and  Assistant  Pathologist  at 
Charity  Hospital,  reports  to  me  that 
one  of  the  residents  in  Charity  Hos- 
pital rapidly  obtained  250  signatures 
from  physicians  protesting  the  recent 
denial  to  the  AMA  for  nationwide  tele- 
vision time.  This  protest  was  sent  to  the 
local  television  stations,  the  national 
chain,  and  to  the  Louisiana  Congress- 
men. He  wonders  why  the  AMA  could 
not  bring  suit  against  the  proper 
group  in  order  to  publicize  the  dictator- 
ship of  news  control  and  management 
which  now  exists  in  this  country.  Since 
we  seem  to  be  closer  to  statism  than 
we  have  ever  been,  a suit  filed  before 
November  3 should  alert  many  leaders 
in  other  fields  to  the  menace  of  controls 
as  they  now  exist. 

. . . Our  chief  attack  against  the 
King-Anderson  bill  and  similar  legis- 
lation continues  to  center  around  the 
protection  of  the  patients  and  the  cost 
to  the  taxpayer.  When  are  we  going  to 
defend  our  own  constitutional  right  to 
“liberty  and  the  pursuit  of  happiness?” 
When  are  we  going  to  lay  it  on  the  line 
about  what  will  happen  to  us?  When 
are  we  going  to  tell  the  public  in  simple 
terms  the  “morality  of  rational  self- 
interest?” 

It  seems  to  me  that  anyone  can  un- 
derstand that  being  forced  to  work  un- 
der conditions  that  one  opposes  creates 
deep  resentment  and  low-grade  per- 
formance. Certainly,  a labor  union 
member  can  understand  this  and  should 
ask  himself  if  he  would  like  to  be  treat- 
ed by  a physician  who  practices  under 
a compulsory  system  for  which  he  had 
no  chance  to  “bargain”  . . . 

IMaybe  we  in  Pathology'  have  felt  the 
lash  of  regimentation  for  a longer 
time  than  clinicians  have.  Having  to 
practice  medicine  in  a hospital  under 
a written  contract  sometimes  dominated 
by'  unsympathetic  lay  persons  is  an  ex- 
ample. 

At  any  rate,  it  is  long  overdue  that 
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we  must  tell  the  public  how  we  feel 
about  unnecessary  state  medicine  in 
any  form! 

Sincerely  yours, 

J.  R.  Schenken,  MD 

As  suggested  in  the  above  letter,  we  may 
have  been  too  modest.  We  have,  as  Dr. 
Schenken  says,  dwelt  largely  on  the  harm 
to  patients  and  the  added  cost  to  the  tax- 
payer that  comes  with  any  system  of  socil- 
ized  medicine.  We  have  not  said  much 
about  what  this  type  of  medical  practice 
will  do  to  the  doctor  excepting,  perhaps  to 
emphasize  the  loss  of  stimulus  to  better 
work  he  gets  with  private  enterprise  and 
the  competitive  aspects  of  the  present  way 
of  practice.  As  Dr.  Schenken  says,  when  are 
we  going  to  speak  for  ourselves  as  well  as 
for  the  patient  and  the  taxpayer.  After 
all,  besides  being  physicians  we  are  good 
citizens  of  the  US  and  deserve  the  rights 
enumerated  in  our  Constitution  and  Bill  of 
Rights  and  should  be  unashamed  to  fight  for 
these  rights. 


A KICK  IN  THE  TEETH 

An  editorial  in  the  October  issue  of  the 
New  York  State  Journal  of  Medicine, 
titled  “A  Body  Blow,”  brings  information 
that  may  portend  dire  effects  on  purely 
scientific  journals  and  more  especially 
journals  serving  nonprofit  organizations 
such  as  the  state  medical  associations.  The 
picture  is  revealed  by  the  writer’s  first  two 
paragraphs,  as  follows: 

“There  is  a cloud  on  the  horizon,  no  big- 
ger than  a revenuer’s  hand,  which  portends 
great  hardship  for  the  scientific  publica- 
tions of  the  country. 

“The  Internal  Revenue  Service,  beguiled 
by  arguments  of  unfairness  to  business  pub- 
lications, is  considering  taxing  the  adver- 
tising revenues  of  all  publications.  Hereto- 
fore the  publications  of  nonprofit  organiza- 
tions have  been  exempt.” 

During  all  the  years  the  writer  has  been 
intent  upon  the  problems  of  state  medical 
journals  he  has  heard,  from  time  to  time, 


the  expressed  opinion  that  these  journals 
are  unnnecessary  — an  idea  with  which  he 
has  been  entirely  unsympathetic.  If  a small 
group  of  people  working  for  some  organiza- 
tion profit  by  a house  organ,  even  a mimeo- 
graphed sheet,  how  much  more  can  an  or- 
ganization like  ours  profit  by  having  its 
own  publication,  even  though  the  circula- 
tion be  small. 

One  “body  blow”  already  has  been  handed 
us  by  desertion  of  so  great  a number  of 
advertisers  in  the  drug-field.  Thanks  to 
those  who  have  continued  to  give  us  at  least 
part  of  their  advertising,  we  are  able  to 
survive.  If,  now,  there  be  added  a tax  of 
appreciable  size  on  all  our  advertising 
revenue,  the  question  of  survival  certain- 
ly will  be  acute.  Advertising  revenue  is  the 
life-blood  upon  which  our  Journal  depends 
for  survival. 

This  tax  problem  is  one  that  should  be 
followed  with  great  care,  and  plans  should 
be  made  to  spend  all  our  effort  to  defeat 
implementation  of  such  an  idea,  should  the 
IRS  indicate  its  intention  to  push  the  mat- 
ter. 


MAN  OR  MOUSE? 

Recently  the  writer  was  discussing  with 
a colleague  the  subject  of  socialized  medicine 
and  the  possibilities  or  probabilities  of  its 
being  forced  upon  us  by  congressional  ac- 
tion. His  opinions  interested  me  because 
of  their  unusual  slant. 

He  stated  his  opinion  that  the  AMA 
would  be  unsuccessful  in  opposing  such 
legislation,  and  that,  as  matters  stand  now. 
Congress  will  eventually  pass  legislation 
that  will  in  part,  or  in  whole,  foist  state 
medicine  upon  the  doctors  and  people  of  our 
country.  This  doctor  then  stated  his  fur- 
ther opinion  that  the  medical  profession  as 
a whole  should  immediately  let  it  be  known 
that  we  like  our  present,  “American”  way 
of  practicing  medicine  and  that  no  matter 
what  laws  Congress  may  pass  to  regiment 
us  and  restrict  our  liberty,  we  intend  to 
carry  on  our  practices  as  we  do  at  present. 
This  means  we  will  take  no  part  in  govern- 
( Continued  on  page  639) 
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Comments  From  Your  President 


The  tempo  of  the  NSMA  activities  has 
stepped  up  immensely  in  the  past  month. 
Committee  work  is  in  full  swing,  especially 
the  Scientific  Sessions  Committee.  The  out- 
line of  the  Annual  Session  is  now  taking 
definite  form  and  it  would  appear  that  this 
year’s  program  will  be  outstanding.  I never 
cease  to  be  amazed  at  the  efficient  way  this 
committee  accomplishes  such  a vast  amount 
of  work. 

Over  50  attended  the  conference  of  the 
NSMA  officers  with  the  presidents  and 
secretaries  of  the  county  societies  held  in 
Kearney,  September  30  and  October  1.  This 
was  a pilot  conference  and  while  the  imme- 
diate reaction  was  that  the  time  was  well 
spent,  we  will  attempt  to  assess  its  true 
value  in  the  next  few  weeks.  This  will  be 
done  primarily  through  questionnaires  sent 
to  those  in  attendance.  If  it  appears  that 
this  type  of  conference  should  be  repeated, 
then  we  shall  attempt  to  ascertain  the  good 
and  bad  features  so  that  the  program  of  the 
future  meetings  can  be  strengthened.  Most 
of  the  conference  was  taken  up  in  discussing 
our  mutual  problems  and  outlining  the  me- 
chanics of  the  NSMA.  An  effort  was  made 
to  show  the  accomplishments  of  the  NSMA 
and  picture  the  future  plans. 

Frank  Woolley,  our  Field  Representative 
from  the  AMA  gave  a fine  talk  concerning 
the  services  of  the  AMA  and  an  insight  into 
the  future  of  “Medicare  Legislation.” 

Dr.  Cecil  Wittson,  Dean  of  the  University 
of  Nebraska  College  of  Medicine,  gave  an  ex- 
cellent outline  of  the  future  of  the  medical 
school.  We  were  honored  because  this  was 
his  first  appearance  as  dean  of  the  medical 
school  before  a medical  group.  It  is  appar- 
ent that  the  policy  of  the  medical  school  will 
be  positive,  dynamic,  and  progressive  and, 
most  important,  the  production  of  practicing 
physicians  is  to  be  stressed.  The  establish- 
ment of  a Chair  of  General  Practice  is  cer- 
tainly a step  in  the  right  direction  and  per- 
haps will  set  a pattern  for  other  medical  col- 


leges. Only  one  other  medical  college.  South 
Carolina,  currently  has  such  a chair. 

A panel  discussion  concerning  the  Medi- 
cal Practice  Act  proved  to  be  very  interest- 
ing and  instructive.  Mr.  Flavel  Wright, 
our  legal  advisor,  and  Dr.  Earl  Rogers,  Di- 
rector of  the  State  Health  Department,  were 
the  two  experts  on  the  panel. 

A very  impressive  film  prepared  by  the 
Department  of  Medicine  and  Religion  of  the 
AMA  was  shown.  Incidentally,  this  film  is 
available  at  no  cost  to  any  county  society 
preparing  a program  on  Medicine  and  Re- 
ligion. 

The  King-Anderson  Bill  is  for  the  present 
a dead  issue.  However,  we  cannot  rest  on 
our  laurels  and  relax  our  vigilance.  There 
is  no  question  that  as  soon  as  the  89th  Con- 
gress convenes  the  battle  will  once  again 
start.  Now  is  the  time,  during  this  armi- 
stice, to  replenish  our  ammunition  against 
the  encroachment  of  socialism  on  medicine. 
No  doubt,  we  will  be  requesting  your  help 
and  we  trust  that  your  response  will  be  as 
gratifying  as  has  been  in  the  past. 

Richard  E.  Garlinghouse, 
President. 
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Complete 
Middle  Ear 
Reconstruction 

Ear  infections  still  commonly 
cause  impairment  of  hearing. 
These  infections,  which  are 
most  prevalent  in  childhood,  generally  sub- 
side from  the  acute  stage  to  leave  a normally 
functioning  middle  ear.  Those  infections 
which  are  chronic  for  a time  easily  promote 
destruction  in  the  middle  ear  with  subsequent 
hearing  loss. 

Acute  or  chronic  middle-ear  infections 
may  be  divided  into  four  stages  of  severity. 
Firstly  — The  infection  may  merely  cause 
necrosis  of  a portion  of  the  tympanic  mem- 
brane resulting  in  a perforation.  The  size 
may  vary  from  a pinpoint  to  total  loss  of 
the  drum.  The  resultant  hearing  loss  may 
be  slight  to  moderate.  Secondly  — If  the 
original  infection  becomes  chronic  and  more 
severe  there  may  be  necrosis  of  one  of  the 
ossicles  causing  discontinuity  of  the  bony 
chain  with  marked  impairment  of  hearing. 
This  necrosis  usually  occurs  in  the  long  pro- 
cess of  the  incus  as  it  articulates  with  the 
head  of  the  stapes.  Thirdly  — The  infec- 
tious process  may  extend  into  the  mastoid 
air  spaces  contiguous  and  posterior  to  the 
middle  ear  cleft.  Cholesteatoma  is  usually 
the  cause  of  chronic  mastoid  infection.  The 
term  cholesteatoma  merely  denotes  the 
ingrowth  of  skin  from  the  ear  canal  through 
a perforation  in  the  drum.  This  skin  grows 
into  the  middle  ear  cleft  and  from  there  into 
the  mastoid.  The  contents  of  this  skin-lined 
cyst  become  infected  and  perpetuate  a puru- 
lent drainage  off  and  on  for  years,  if  not 
for  life.  Fourthly  — This  chronically  infect- 
ed cholesteatoma  may  gradually  erode  into 
the  inner  ear,  over  a period  of  time,  to  cause 
complete  loss  of  hearing  or  erode  into  the 
cranial  cavity  to  cause  meningitis  or  brain 
abscess. 

Surgical  operation  for  chronic  otitis 


JAMES  R.  TABOR,  MD 
Denver,  Colorado 


media  has  two  primary  goals : ( 1 ) to  remove 
the  chronic  infectious  process  thereby  elim- 
inating the  risk  of  serious  complications; 
(2)  to  rebuild  the  tympanic  membrane  and 
the  middle  ear  so  that  serviceable  hearing 
will  be  restored. 

Some  type  of  mastoidectomy  is  usually 
necessary  to  remove  a chronic  disease  process 
such  as  cholesteatoma.  Because  all  types  of 
infections  first  occur  in  the  middle  ear  and 
extend  into  the  mastoid  from  that  region, 
the  operative  procedure  starts  in  the  middle 
ear.  The  chronic  infection  (granulation 
tissue  or  cholesteatoma)  is  first  removed 
from  the  middle  ear  and  then  followed  to- 
ward the  mastoid  and  excised  as  it  is  ex- 
posed. Only  as  much  of  the  mastoid  as 
necessary  to  remove  the  disease  is  exposed 
and  this  exposure  may  vary  from  a modified 
mastoidectomy  to  a radical  mastoidectomy. 
Removal  of  chronic  infection  can  usually  be 
done  on  an  elective  basis.  Signs  and  symp- 
toms as  follows,  however,  indicate  a need  for 
mastoidectomy  very  soon: 

a.  evidence  of  meningitis; 

b.  recurrent  headache  in  the  region  of 
the  diseased  ear; 

c.  sudden  hearing  loss; 

d.  recurrent  bouts  of  vertigo; 

e.  development  of  facial  paralysis  with 
chronic  otitis  media. 

Reconstruction  after  removal  of  disease 
may  be  divided  into  three  parts : 

1.  the  mastoid  cavity  problem ; 

2.  the  tympanic  membrane  problem; 

3.  the  ossicular  chain  problem. 

Figure  1 shows  an  ear  in  which  the  drum 
is  almost  completely  gone.  The  long  pro- 
cess of  the  malleus  is  still  present.  Because 
chronic  infection  or  cholesteatoma  in  this 
case  has  extended  from  this  perforation  to 
the  upper  part  of  the  middle  ear  and  from 


November,  1964 


589 


Figure  1.  The  drum  is  almost  completely  gone  with  the  long  process  of  the  malleus 
still  present.  When  present,  the  cholesteatoma  extends  from  the  posterior  and  superior  por- 
tion of  the  perforation  into  the  upper  part  of  the  middle  ear  and  then  into  the  mastoid. 


i 
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Figure  2.  Appearance  of  the  ear  after  complete  mastoidectomy.  Erosion  of  the  long 
process  of  the  incus  can  be  seen  where  it  does  not  connect  to  the  head  of  the  stapes. 


,E 


590 


Nebraska  S.  M.  J. 


MUSCLE 


INCUS 


MIDDLE 
EAR 
SPACE 


Figure  3.  The  muscle  flap  shown  above  extends  into  the  mastoid  cavity  and  slightly 
into  the  upper  portion  of  the  middle  ear  where  it  completely  fills  the  cavities  so  obliteration 
is  established.  The  incus  is  placed  directly  upon  the  head  of  the  stapes  as  shown. 


VEIN 


\ 

'CANAL  SKIN 
GRAFT 


Figure  4.  The  new  drum  is  constructed  by  combination  of  the  vein  graft  which  is  positioned 
over  the  upper  poi*tion  of  the  defect.  Canal  skin-graft  is  placed  over  the  lower  portion  of  the 
defect  so  that  it  overlaps  the  vein.  A relatively  normal  drum  results  after  healing. 
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there  into  the  mastoid  cavity  it  is  necessary 
to  do  a radical  mastoidectomy.  After  all 
disease  has  been  removed  the  operative  field 
appears  as  in  figure  2.  It  is  apparent  that 
a cavity  remains  where  the  chronic  infec- 
tion has  been  removed  from  the  mastoid  air 
cells  posterior  to  the  middle  ear.  In  years 
past,  this  cavity  was  left  open  after  surgery 
and  had  to  be  cleansed  through  the  ear 
canal  at  frequent  intervals  for  the  rest  of  the 
patient’s  life.  In  addition,  this  cavity  would 
frequently  become  infected  and  drain  from 
time  to  time.  To  eliminate  these  bother- 
some postoperative  complications  a muscle 
flap  from  the  post-auricular  region  may  be 
used  to  obliterate  this  cavity. ^ The  manner 
of  doing  this  is  shown  in  figure  3.  The 
problem  of  the  mastoid  cavity  is  solved. 

With  chronic  otitis  media  the  tympanic 
membrane  is  at  least  partially  gone.  The 
next  problem  is  to  reconstruct  a functioning 
drum.  The  most  successful  grafts  are  vein 
and  skin  from  the  external  ear  canal.  If  the 
perforation  is  large,  it  is  best  to  use  these 
two  grafts  in  combination.  The  use  of  this 
combination  is  shown  in  figure  4 in  which  a 
vein  graft  placed  like  a blanket  covers  the 
upper  portion  of  the  middle  ear.  A canal- 
skin  graft  is  positioned  to  overlap  the  vein 
and  to  cover  the  lower  portion  of  the  defect 
in  the  drum.  These  grafts  will  heal  as  a 
functioning  tympanic  membrane. 

As  has  been  indicated,  there  may  be  a de- 
fect in  the  ossicular  chain  which  transfers 
sound  from  the  drum  to  the  oval  Avindow 
of  the  inner  ear.  In  the  course  of  recon- 
structive surgery  the  ossicles  must  be  re-po- 
sitioned so  that  there  is  some  type  of  im- 
provised chain  of  bones  from  the  new  drum 
to  the  stapes  in  the  oval  window.  When  in- 
fection has  resulted  in  complete  loss  of  the 
incus,  the  malleus  can  be  mobilized  and  re- 
positioned so  that  the  head  of  the  malleus  is 
in  contact  with  the  stapes  as  shown  in  fig- 
ure 5.2'^  The  grafts  for  the  new  tympanic 
membrane  are  then  placed  in  contact  with 
the  malleus,  so  that  now  the  transmission  of 
sound  is  from  the  new  drum  to  the  malleus 
and  directly  to  the  stapes  in  the  oval  Avin- 
dow. The  most  common  type  of  ossicular 
defect  due  to  infection  is  loss  of  a portion 
of  the  long  process  of  the  incus  AA'hich  is 


shoAvn  in  figure  2.  In  this  situation  the 
body  of  the  incus  is  re-positioned  upon  the 
stapes  as  shoAvn  in  figure  3 and  figure  6.^ 
The  neAv  drum  noAv  is  reconstructed  in  con- 
tact Avith  the  re-positioned  incus  as  shoAvn 
in  figure  4 so  that  Avith  this  arrangement 
the  sound  is  transmitted  from  the  neAv  drum 
to  the  incus  and  then  to  the  stapes  in  the 
oval  AvindoAv. 

CASE  REPORTS 

Case  No.  1: 

History  — 12-year-old  girl  Avith  a 
hearing  loss  and  chronic  drainage  from 
the  right  ear  for  tAvo  years. 

Hearing  Loss  — Initial  testing 
shoAA^ed  a loss  of  26  per  cent  (33 
decibel)  for  speech  frequencies  in  the 
right  ear.  This  level  is,  of  course,  not 
serviceable. 

Findings  at  Operation  — A perfora- 
tion Avas  found  similar  to  the  one  shoAvn 
in  figure  1.  From  this  perforation 
cholesteatoma  extended  into  the  upper 
portion  of  the  middle  ear  and  from  there 
into  the  mastoid  completely  filling  this 
space.  The  incus  and  malleus  Avere 
completely  destroyed  but  the  stapes  AA'as 
intact  and  mobile. 

Procedure  — A radical  mastoidectomy 
Avas  done  as  shoAvn  in  figure  2 (incus 
and  malleus  not  present  in  this  case 
though).  A muscle  flap  from  the  post- 
auricular  region  Avas  then  turned  into 
the  mastoid  to  obliterate  the  space  as 
shoAvn  in  figlre  3.  A ne  AV  tympanic 
membrane  Avas  then  constructed  from 
vein  and  canal  skin  as  shoAvn  in  figure 
4.  This  graft  Avas  placed  directly  under 
the  head  of  the  stapes  in  this  case. 

Results  — The  grafts  healed  complete- 
ly resulting  in  an  intact  drum.  Hear- 
ing improved  from  a 26  per  cent  loss  to 
to  a 2.4  per  cent  (3  decibel)  loss  for  the 
speech  frequencies. 

Case  No.  2: 

History  — 51-year-old  Avoman  Avith 
hearing  loss  in  the  right  ear  for  22 
years.  She  had  had  previous  simple 
mastoidectomy  for  chronic  otitis  22 
years  ago. 
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Figure  5.  The  drum  is  dissected  from  the  malleus  except  for  the  tip  of  the  long  process. 
The  malleus  is  then  rotated  so  that  it  is  placed  on  the  head  of  the  stapes  shown  above. 


Figure  6.  The  incus  with  the  long  process  eroded  by  previous  infection  is  mobilized 

and  placed  so  that  the  body  is  on  the  head  of  the  stapes.  The  shoil  process  of  the  incus 
lies  medial  and  in  contact  to  the  neck  of  the  malleus. 
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Hearing  Loss  — Initial  tests  showed 
a 64  per  cent  (80  decibel)  loss  for  the 
speech  frequencies  in  the  right  ear. 

Findings  at  Operation  — The  drum 
appeared  normal  and  there  was  a healed 
postauricular  scar  from  the  previous  op- 
eration. Exposure  of  the  middle  ear 
showed  the  malleus  and  stapes  to  be 
normal  but  an  absence  of  the  incus. 

Procedure  — After  turning  the  drum 
fonvard  the  malleus  was  moved  so  that 
it  was  positioned  upon  the  head  of  the 
stapes  as  shown  in  figure  5.  The  drum 
was  then  replaced  upon  the  re-positioned 
stapes. 

Results  — Hearing  improved  from  a 
64  per  cent  loss  to  a 14.4  per  cent  (18 
decibels)  loss  for  speech  frequencies 
which  is  a serviceable  level. 

Case  No.  3: 

History  — 37-year-old  woman  with  a 
five-year  history  of  hearing  loss  in  the 
left  ear  with  occasional  bouts  of  drain- 
age from  the  left  ear. 

Hearing  Loss  — Initial  tests  showed 
a 28  per  cent  (35  decibel)  loss  for  speech 
frequencies  in  the  left  ear.  With  this 
level,  the  patient  could  derive  no  prac- 
tical hearing  from  the  ear. 

Findings  at  Operation  — A small 
perforation  was  apparent  in  the  pos- 
terior portion  of  the  tympanic  mem- 
brane. After  turning  the  drum  forward 
the  long  process  of  the  incus  was  found 
to  be  eroded  by  previous  infection  much 
as  seen  in  figure  2.  The  hearing  loss 


was  primarily  caused  by  this  discon- 
tinuity in  the  ossicular  chain. 

Procedure  — A vein  graft  was  used  to 
repair  the  small  perforation.  Then  the 
incus  was  re-positioned  on  the  stapes 
head  as  shown  in  figure  6.  The  gi’afted 
drum  was  placed  to  lie  directly  upon 
the  re-positioned  incus. 

Results  — The  new  drum  healed  com- 
pletely and  the  hearing  improved  from 
a 28  per  cent  loss  to  a 1.6  per  cent  (2 
decibels)  loss  for  speech  frequencies. 

Conclusions 

Previously,  the  approach  to  chronic  otitis 
media  and  mastoiditis  was  to  remove  the  dis- 
ease to  eliminate  chance  of  serious  complica- 
tions. Need  for  care  of  a mastoid  cavity 
after  surgery  is  precluded  by  the  muscle  flap 
which  obliterates  the  cavity.  Predictable 
success  in  rebuilding  a tympanic  membrane 
is  done  with  vein  and  canal-skin  gi'afts  used 
in  combination  for  large  defects  but  alone 
for  small  and  simple  perforations  of  the 
drum.  Re-positioning  of  the  malleus  or  the 
incus  is  required  for  serviceable  hearing  if 
there  is  a defect  in  the  ossicular  chain. 

Bibliography 

1.  Guilford,  F.:  Obliteration  of  the  cavity  and 

reconstruction  of  the  auditory  canal  in  temporal 
bone  surgery.  Transactions  of  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology  65:114- 
122,  1961. 

2.  Rubinstein,  M.,  et  al:  Malleolostapedial  trans- 

position in  middle  ear  surgery.  Archives  of  Otolar- 
jmgology  76:323-328,  1962. 

3.  Bell,  H.  L.:  A technique  of  tympanoplasty 

(tvmpanomalleolar  stapedeopexy).  Laryngoscope  68: 
883-887,  1958. 

4.  Faj’rior,  J.  B.:  Ossicular  repositioning  and 

ossicular  prostheses  in  tympanoplasty.  Archives  of 
Otolaryngology  71:443,  1960. 


The  number  of  births  in  hospitals  declined  last  year  from 
3,908,121  to  3,857,626,  reflecting  a nationwide  decline  in  the  birthrate. 


594 


Nebraska  S.  M.  J. 


COMBINED 

Radiation  and  Surgical  Therapy 

of  Cervical  Cancer* 


IF  I were  to  ask  a group  of  doc- 
tors, “What  is  the  treatment  of 
lobar  pneumonia?”  the  unani- 
mous answer  would  be  “penicillin.”  How- 
ever, if  I were  to  ask  the  same  group  of  doc- 
tors, “What  is  the  treatment  of  cancer  of 
the  cervix?”  the  answer  would  range  all 
the  way  from  hysterectomy  through  radium 
and  X ray  to  radical  surgery.  Hence,  a 
great  deal  of  confusion  is  bound  to  exist, 
and  we,  with  our  meager  efforts,  must  con- 
tinue to  stumble  along  treating  this  disease 
to  the  best  of  our  ability,  always  aware  that 
the  ideal  treatment  is  yet  to  be  realized. 
Today  I would  like  to  present  our  current 
treatment  of  this  disease  and  the  rationale 
which  has  led  up  to  this  thinking. 

Ten  years  ago  the  number  of  cases  of 
cancer  of  the  cervix  were  equally  divided 
between  the  relatively  early  cases  of  the 
disease  (stages  I and  II)  and  the  later  ones 
(stages  HI  and  IV).  However  today  the  in- 
cidence is  quite  different.  We  are  now  see- 
ing 6 or  7 early  cases  for  every  late  case. 
This,  of  course,  is  due  to  two  factors : 

1.  The  more  careful  attention  paid  by  the 
physician  to  the  pelvic  examination  and  the 
advent  of  the  Papanicolaou  smear. 

2.  The  increased  awareness  of  the  public 
to  early  symptoms  of  this  disease  and  hence 
earlier  treatment. 

Today  we  can  no  longer  think  of  the 
treatment  of  all  stages  of  this  disease  by 
any  broad  generalization  such  as  “irradia- 
tion” or  “surgery.”  Hence  we  must  focus 
our  attention  on  consideration  of  the  treat- 
ment of  Stage  I cancer  rather  than  con- 
sideration of  later  stages.  This,  of  course, 
is  not  intentional,  but  merely  an  attempt  to 
place  the  emphasis  where  it  properly  belongs 
— namely  the  early  stages  — the  cases  which 
we  are  now  seeing  — rather  than  those 
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which  we  used  to  see  — the  later  stages  of 
disease. 

Together  with  emphasis  on  the  earlier 
cases,  we  must  give  additional  care  to  stag- 
ing of  this  disease.  Emphasis  has  always 
been  placed  on  the  treatment  to  be  em- 
ployed, and  controversy  often  has  arisen  be- 
tween the  proponents  of  radiation  and  those 
of  surgery.  Very  little  discussion  has  ever 
arisen  regarding  the  ability  to  stage  this 
disease.  We  would  like  to  emphasize  this 
statement  — the  most  important  considera- 
tion of  cervical  cancer  is  proper  staging  of 
this  disease.  Without  proper  staging  ade- 
quate treatment  is  impossible.  In  our  series 
to  be  presented,  it  is  to  be  emphasized  that 
no  less  than  two  gynecologists  have  agreed 
as  to  the  extent  of  tumor  present  and  in  no 
case  has  treatment  been  instituted  without 
consideration  being  given  to  the  extent  of 
this  tumor. 

In  close  association  with  the  above  two 
factors  is  a third  which  seems  to  have  been 
given  little  consideration.  In  general  you 
are  given  one,  and  only  one,  chance  to  cure 
this  disease.  We  realize  that  there  are  ex- 
ceptions to  this  but  for  all  practical  purposes, 
whenever  a recurrence  takes  place  beyond 
the  cervix  the  chances  of  cure  are  poor. 
Hence,  careful  evaluation  and  adequate  treat- 
ment are  a necessity. 

Another  general  observation  to  which 
more  attention  should  be  paid  is  the  gross 

‘Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
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appearance  of  the  lesion.  A Stage  I lesion 
may  consist  of  one  which  exhibits  a large, 
fungating  mass  involving  the  entire  cervix, 
or  it  may  consist  of  a superficial  erythema 
less  than  a centimeter  in  diameter.  In  the 
first  instance  the  feeling  is  almost  gener- 
ated by  the  tumor  that  the  therapist  had 
best  keep  surgical  hands  free  until  it  has 
been  reduced  by  irradiation.  However  in 
the  latter  instance,  where  practically  no  tu- 
mor is  visible,  the  feeling  is  given  that  simple 
excision  of  the  lesion  would  be  all  that  is 
necessary.  We  are  not  here  advocating  any 
particular  type  of  treatment  for  a given 
lesion,  but  attempting  to  emphasize  that  each 
person’s  tumor  is  peculiar  to  that  individual 
person  and  must  be  treated  on  an  individual 
basis.  This  treatment,  and  hence  the  ultimate 
outcome,  will  be  governed  to  a major  ex- 
tent by  the  ability  and  experience  of  the 
gynecologist. 

I would  like  to  turn  now  from  the  broad 
generalizations  to  the  more  specific  facts 
which  have  shaped  our  present  day  treat- 
ment of  this  disease.  Radiation,  namely  a 
combination  of  radium  and  X ray,  will  give 
us  a 75  per  cent  cure  of  Stage  I and  a 55  per 
cent  cure  of  Stage  II  cases.  Radical  hys- 
terectomy and  pelvic  lymph  node  dissection 
will  likewise  give  the  same  results.  In  the 
past  we  have  always  thought  of  these  per- 
centages of  cure  as  being  relatively  good. 
However  if  we  look  at  the  situation  in  a little 
different  light,  we  may  not  be  so  proud  of 
these  results.  Let  us,  for  instance,  observe 
100  women.  Each  of  these  women  has  a 
Stage  I cancer  of  the  cervix.  Now  what  do 
we  mean  by  Stage  I cancer?  Simply  stated 
it  means  that  when  we  insert  a speculum 
into  the  vagina  we  observe  a lesion  that  is 
limited  to  the  cervix.  It  means  that  on  exam- 
ination the  uterus  is  small  and  movable. 
The  adnexal  regions  are  completely  normal. 
The  vagina  is  smooth  and  not  involved.  In 
other  words  here  is  a lesion  that  involves 
a very  minute  part  of  the  body  and  one 
gets  the  feeling  that  almost  any  type  of 
treatment  would  eradicate  it.  And  yet,  out 
of  these  100  women,  25  will  die  from  this 
simple  appearing  lesion.  Hence  we  can  say 
that  this  early  lesion  carries  a 25  per  cent 


mortality.  This  seems  like  a rather  large 
percentage. 

Any  type  of  treatment  is  bound  to  carry 
a certain  element  of  risk.  The  most  seri- 
ous complication  is  the  mortality  rate. 
Whether  irradiation  or  surgical  operation  is 
used,  this  rate  is  the  same,  one  or  two  per 
cent.  The  less  serious  complications  like- 
wise deserve  mention.  I can’t  help  but  recall 
what  one  medical  student  answered  when 
asked  how  to  treat  cervical  cancer.  His  reply 
was,  “I  would  use  radium  and  X ray  because 
it  doesn’t  cause  any  trouble,  and  if  it  doesn’t 
work  we  can  always  operate!”  I think  this 
is  a very  common  misconception.  The  com- 
plications from  either  irradiation  or  surgeiy 
are  on  the  order  of  5 to  15  per  cent.  These 
include  fistulae,  strictures  of  ureter,  urethra, 
or  rectum,  cystitis,  pyelitis,  proctitis,  and  so 
forth.  If  anything,  those  resulting  from  ir- 
radiation are  more  difficult  to  cure  and  much 
more  troublesome  due  to  the  radiation  reac- 
tion which  may  persist  for  years,  or  may  not 
even  show  up  for  many  years.  Likewise 
surgical  repairs  from  irradiation  fistulae 
give  very  poor  results,  whereas  the  outcome 
from  primary  surgical  fistulae  is  usually 
favorable.  Hence  major  complications  re- 
sulting from  surgery  are  more  favorably 
treated  than  major  complications  from  irra- 
diation, but  the  complication  rate  per  se  re- 
mains about  the  same  with  either  type  of 
treatment. 

When  treating  a lesion  with  radium  and 
X ray  each  of  the  components  has  a specific 
role  to  play.  Radium  is  inserted  directly 
into  the  primaiy  tumor  in  the  region  of  the 
cervix,  whereas  the  X ray  is  intended  to 
ti’eat  the  more  lateral  regions,  namely  the 
adnexae  and  lateral  pelvic  wall.  All  radia- 
tion follows  the  inverse  square  law  which 
very  simply  stated  means  that  the  greatest 
amount  of  destructive  energy  given  off  by 
the  radiation  beam  will  be  in  the  tissue 
closest  to  the  source  of  the  beam. 

When  using  radium  the  greatest  amount 
of  irradiation  will  be  right  in  the  cervix 
because  this  area  is  closest  to  the  source. 
Likewise  there  is  very  little  doubt  where 
the  irradiation  is  going  because  we  are 
placing  the  radium  right  in  the  cervical 
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canal,  which  is  in  the  middle  of  the  cancer, 
and  even  more  particularly  right  where  the 
cancer  took  its  origin.  However  the  irradi- 
ation from  the  radium  will  not  carry  a great 
deal  to  the  lymph  nodes  on  the  lateral  pelvic 
wall,  although  this  is  only  five  to  six  centi- 
meters away  from  the  radium  capsule. 
Hence  X ray  is  used  to  increase  the  amount 
of  irradiation  to  these  lateral  regions. 

It  becomes  immediately  apparent  that 
there  are  several  downfalls  to  the  use  of 
X ray.  Here  we  are  directing  a beam  to- 
ward the  patient  from  a distance  about  70 
cm  away.  Technically  this  is  not  ideal. 
Also  the  amount  of  irradiation  from  the 
X ray  is  calculated  to  be  delivered  to  the 
“mid-pelvis.”  This  is  a relatively  broad 
area  lying  half  way  between  the  front  and 
back  of  the  body,  and  quite  obviously  the 
contour  of  the  abdomen  and  back  distort  any 
type  of  measurement.  In  addition  to  this 
the  lymph  nodes  do  not  lie  in  the  mid-pelvis, 
but  only  in  the  region  of  the  mid-pelvis  and 
any  calculations  concerning  the  amount  of 
irradiation  delivered  is  at  best  a rough  esti- 
mate. It  is  almost  impossible  to  pinpoint  the 
amount  of  irradiation  delivered  to  any  spe- 
cific point,  such  as  to  the  obturator  nodes, 
to  the  hypogastric  nodes,  or  to  the  upper 
common  iliac  nodes.  Certain  areas  are  go- 
ing to  receive  greater  or  lesser  dosages  de- 
pending upon  their  location.  Likewise  radi- 
ation is  delivered  through  portals  of  vari- 
ous sizes,  and  a centimeter  or  two  variance 
in  the  size  of  these  ports  can  completely  miss 
tumor  bearing  areas.  The  amount  of  scatter 
(that  irradiation  which  is  deflected  from  the 
primary  beam)  is  a relatively  uncontrollable 
factor,  yet  it  carries  a specific  amount  of 
energy  and  tissue  destroying  ability.  Even 
considering  the  above  facts,  still  the  great- 
est obstacle  in  the  use  of  X ray  is  the  in- 
ability to  deliver  adequate  dosages  to  the 
lymph  bearing  areas  because  of  fear  of  dam- 
age to  normal  tissue.  The  total  dosage  one 
is  able  to  deliver  to  the  nodes  is  in  the  range 
of  5500  roentgen,  and  ideally  7000  to  8000 
roentgen  is  the  cancerocidal  dosage.  Thus 
even  ignoring  the  technical  factors  of  ex- 
ternal therapy,  it  is  not  possible  to  deliver 
the  desired  amount  of  irradiation  to  the 
pelvic  wall. 


Table  1 

POSITIVE  LYMPH  NODES  — WERTHEIM'* 


Stage 

Irradiated 

Non- 

irradiated 

I 

11.5% 

11.8% 

II 

— 24.1% 

24.4% 

III 

38.5% 

33.3% 

IV 

50.0% 

Total  Patient.s 

. 236 

2.50 

The  above  statements  are  all  confirmed 
clinically  by  table  1.  Here  is  a large  group 
of  patients  who  were  all  subjected  to  lymph 
node  removal,  half  of  them  having  been 
given  irradiation  previous  to  operation.  As 
can  be  seen,  the  percentage  of  lymph  nodes 
containing  cancer  is  the  same  with  or  with- 
out the  use  of  irradiation.  Hence  from  both 
a theoretical  and  practical  point  of  view,  the 
value  of  external  therapy  in  treating  this  le- 
sion is  certainly  open  to  question. 

Let  us  turn  for  a moment  to  a considera- 
tion of  the  advantages  and  disadvantages  of 
surgical  therapy.  This  of  course  entails 
radical  hysterectomy  and  pelvic  lymph  node 
dissection.  In  the  presence  of  invasive  can- 
cer any  surgery  less  than  this  is,  of  course, 
contraindicated.  The  most  obvious  advan- 
tage is  quite  evident.  There  is  actual  removal 
of  the  primary  tumor  and  lymph  bearing 
areas.  This  in  itself  offers  two  distinct  ad- 
vantages : 

(1)  a recurrence  cannot  take  place  in 
areas  that  have  been  removed ; 

(2)  the  actual  extent  of  disease  can  be 
quite  carefully  recorded  by  the  path- 
ologist, thus  eliminating  all  guess 
work. 

There  are  two  other  less  obvious,  but  none- 
theless extremely  important,  advantages. 
The  first  regards  the  staging  of  disease  by 
pelvic  examination.  This  is  extremely  diffi- 
cult even  for  the  most  experienced  gynecolo- 
gist, and  yet,  as  stated  earlier,  adequate 
treatment  is  not  possible  without  it.  At  the 
time  of  operation,  palpation  of  disease  from 
unthin  the  abdomen  can  present  an  entirely 
different  picture  from  that  presumed  and 
staged  on  pelvic  examination.  The  most 
striking  example  for  the  gynecologist  is  the 
patient  with  the  “frozen  pelvis,”  who  has 
been  given  up  as  a lost  cause.  When  sub- 
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jected  to  a laparotomy  and  the  tumor  mass 
palpated  from  within  the  abdomen,  this  pa- 
tient fairly  often  will  be  found  to  have  a 
removable  tumor  which  more  properly  would 
fall  into  a Stage  II  category.  This  discrep- 
ancj’  takes  place  because  the  extension  into 
the  adnexae  of  what  is  presumed  to  be 
tumor,  is  not  tumor  at  all  but  mostly  inflam- 
mation. This  is  true  even  on  pelvic  examin- 
ation. Whenever  we  classify  a tumor  as 
Stage  II,  meaning  that  it  has  extended  into 
the  adnexal  regions,  what  we  are  actually 
saying  is  that  there  is  a mass  present  in  the 
adnexal  region,  a mass  which  is  mostly  in- 
flammation. Hence,  a surgical  approach 
detemiines  a truer  clinical  extent  of  disease 
in  addition  to  pathological  evaluation. 

The  second  less  obvious  advantage  is  that 
the  destruction  of  the  hmiph  bearing  tissues 
is  dependent  upon  actual  removal  under  di- 
rect vision  and  not  dependent  upon  external 
factors  such  as  are  present  with  the  use  of 
X ray.  Surgical  evaluation  is  dependent  up- 
on human  ability  or  inability  whereas  X ray 
is  dependent  upon  both  human  and  mechan- 
ical ability  or  inability. 

Surgical  operation  offers  disadvantages 
as  well  as  advantages.  Inadequate  surgical 
removal  of  tumor  can  make  irradiation  ther- 
apy more  difficult  than  no  surgery  at  all.  If 
the  uterus  has  been  removed,  an  adequate 
placement  of  radium,  which  is  the  primary 
source  of  irradiation,  is  markedly  jeopar- 
dized. Inadequate  surgery  is  the  worst  treat- 
ment that  can  be  instituted. 

It  has  often  been  stated  that  patients  who 
undergo  surgeiy  are  a “selected  group.” 
This  is  certainly  a true  statement,  because 
before  surgery  is  undertaken  the  person  must 
be  a good  surgical  risk  from  a medical  point 
of  view.  This  obviously  will  eliminate  a 
certain  percentage  of  women,  but  surprising- 
ly few. 

Today  we  would  like  to  present  our  group 
of  34  patients,  whom  we  have  treated  either 
by  surgery  alone  or  a combination  of  irri- 
diation  and  surgery.  Table  2 shows  the 
breakdown  of  these  cases.  Table  3 shows  the 
clinical  grouping  of  these  cases.  As  will  be 
noted,  the  primary  surgical  approach  was 


not  done  on  anj^  patient  beyond  those  vnth 
a Group  II  lesion,  and  in  most  instances 
on  patients  having  a small  ceiwical  lesion 
less  than  1 cm  in  diameter.  The  type  of 
irradiation  used  in  these  cases  consisted  of 
radium  in  every  instance  and,  in  the  major- 
ity of  these  X ray  or  radioactive  gold  to  ir- 
radiate the  lymph  bearing  tissues.  Table  4 
shows  the  complications  encountered.  As 
can  be  seen,  there  was  onlj'  one  serious  com- 
plication. In  this  instance  there  was  a 
ureteral  stricture  which  could  not  be  di- 
lated, and  persistent  inflammation  in  that 
kidney  necessitated  its  removal.  The  other 
complications  all  subsided  uneventfully. 
There  were  no  surgical  deaths.  We  are  not 
including  in  these  statistics  any  patients  we 
operated  on  for  recurrent  cancer.  These 
findings  include  only  those  patients  we  have 
treated  as  described  as  primary  cases  over 
two  years  ago. 


TABLE  2 

TOTAL  NUMBER  OF  PATIENTS  (34) 


Radiation  surgery 22 

Surgery  only  12 


Table  3 

CLINICAL  GROUPING 

Radiation 


and  Surgerj- 

Clinical  Group  Surgery-  Only 

I 10  8 

II  8 4 

III  4 0 

IV  0 0 


Table  4 

COMPLICATIONS 


Ileus 2 

Phlebitis  2 

Lymphocyst  3 

Ureteral  stricture 

(hydronephrosis)  2 

Nephrectomy  1 

Ureteral  dilatation 1 


As  will  be  seen,  the  combination  of  irra- 
diation plus  surgical  operation  was  used  in 
22  patients.  Following  the  irradiation,  a 
period  of  1 to  2 months  elapsed  before  a sur- 
gical approach  was  undertaken.  The  point 
is  to  be  very  strongly  emphasized  that  these 
patients  were  all  examined  by  a minimum  of 
two  gynecologists  and  there  was  complete 
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agreement  in  each  instance  that  there  was 
no  evidence  of  residual  tumor  following  ir- 
radiation, and  previous  to  surgery.  How- 
ever, the  pathological  report  following  oper- 
ation showed  residual  cancer  in  the  cervix  in 
four  instances,  an  incidence  of  18  per  cent 
residual  cancer.  It  is  with  these  patients 
that  our  prime  concern  centers.  We  are 
here  concerning  ourselves  with  residual  can- 
cer in  the  cervix  itself.  Naturally  the  cervix 
is  the  most  heavily  irradiated  area  in  any 
type  of  irradiation.  In  this  region  we  usual- 
ly consider  7000  to  8000  roentgen  tumor 
dose  to  be  lethal  minimum.  In  every  instance 


the  location  of  the  residual  cancer  was  an 
area  which  had  received  a minimum  well 
above  this  lower  limit.  In  figure  1 residual 
cancer  will  be  seen  right  in  the  epithelium. 
At  this  point,  the  usual  dosage  of  irradiation 
is  between  15,000  and  40,000  roentgen.  Ob- 
viously this  is  well  above  the  lethal  dose  and 
this  tumor  would  have  to  be  considered  com- 
pletely resistant  to  irradiation.  In  the  next 
figure  (figure  2)  will  be  seen  an  area  of 
cancer  approximately  1/2  cm  deep  to  the 
mucosa.  As  will  be  noted,  completely  sur- 
rounding the  area  of  viable  tumor  cells  are 
areas  of  very  marked  radiation  reaction. 


Figure  1 


Figure  2 
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This  cervix,  for  all  intents,  had  completely 
healed  and  there  was  no  evidence  of  residual 
tumor  on  inspection.  Once  again,  this  can- 
cer would  have  to  be  considered  resistant  to 
irradiation. 

It  is  with  these  patients  that  we  are  pri- 
marily concerned.  Eighteen  out  of  every 
100  women  with  this  lesion  can  be  offered  a 
greater  chance  of  cure  by  undergoing  a sur- 
gical approach  in  addition  to  irradiation. 
We  have  no  good  method  for  determining 
which  patient  is  going  to  be  the  one  which 
will  respond  to  radiation  and  hence  the  one 
who  should  undergo  the  surgical  procedure. 
Hence,  the  only  alternative  available  is  to 
undertake  this  procedure  on  all  operable  can- 
didates. 

Let  us  for  a moment  forget  about  statistics 
entirely,  and  take  these  four  girls  as  indi- 
viduals. Here  are  four  women  who  were 
completely  cured  by  irradiation  as  near  as 
we  could  tell.  Here  were  four  girls  who 
were  asymptomatic  and  in  comparatively 
good  health.  I don’t  think  there  is  much 
doubt  in  anyone’s  mind  but  that  none  of  these 
would  have  survived  if  a surgical  approach 
had  not  been  undertaken.  Hence,  for  these 
four  girls  this  treatment  would  have  to  be 
considered  mandatory. 

Table  5 

RESULTS  OF  TREATMENT— 2 TO  7 YEARS 


Total  number  of  patients 34 

Number  living 32  (94%) 

Number  dead 2(6%) 


Table  5 shows  the  results  of  this  treat- 
ment. Only  two  patients  have  died.  These 
are  two  to  seven  years  results. 

Summary 

The  most  important  single  consideration  in 
cancer  of  the  cervix  is  adequate  staging  of 
the  disease,  because  inadequate  staging  will 
result  in  inadequate  treatment. 

It  is  recommended  that  patients  with  pel- 
vic malignancy  have  an  examination  by  a 
competent  gsmecologist  in  order  to  establish 
the  diagnosis,  extent  of  disease,  and  adequate 
therapy. 


Resistant  cancer  in  the  cervix  following 
irradiation  occurs  in  about  18  per  cent  of 
cases.  Increased  consideration  must  be  giv- 
en to  this  fact  and  therapy  governed  accord- 
ingly. 

Therapy  must  be  instituted  on  an  indi- 
vidual basis  after  individual  evaluation.  No 
one  type  of  treatment  is  adequate  in  eveiy 
instance. 

In  general,  for  lesions  showing  early  inva- 
sion (less  than  1 cm  in  diameter)  radical 
hysterectomy  with  pelvic  Ijunph  node  dissec- 
tion is  the  treatment  of  choice.  For  lesions 
larger  than  this,  radiation  should  be  institut- 
ed first,  followed  in  one  to  two  months  by  the 
same  type  of  surgery.  We  are  tending  to  de- 
pend more  upon  radium  alone  for  radiation 
previous  to  surgery,  inasmuch  as  the  use 
of  X ray  is  highly  questioned. 
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Discussion  of  the  Treatment  of 
Carcinoma  of  the  Cervix 

JOHN  H.  GEORGE,  MD 
Omaha,  Nebraska 

It  goes  without  saying,  that  in  evaluating  the 
therapy  for  carcinoma  of  the  ceiwix,  we  must  con- 
sider the  following: 

1.  The  clinical  staging  of  the  disease. 

2.  The  type  of  the  lesion,  i.e.,  adenocarcinoma, 
sarcoma,  mixed  muellerian,  or  squamous  cell 
carcinoma,  etc. 

3.  The  anaplasia  of  the  lesion. 

4.  The  response  of  the  lesion  to  therapy. 

5.  Initial  or  recurrence  of  lesion. 

I agree  that,  as  Dr.  Schack  has  stated,  the 
staging  of  this  disease  is  important  in  outlining  the 
program  to  be  followed. 

As  stated  by  the  late  Dr.  Meigs  in  an  article  ap- 
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pearing  in  Gynecology  Proceedings  1962,  surgery 
and  radiation  are  not  rivals  in  the  therapy  of  car- 
cinoma of  the  cei-vix  but  are  complimentary.  Rival- 
ry between  these  two  methods  should  be  deplored. 

I would  like  to  enlarge  upon  this  idea  in  this  brief 
discussion  and  why  it  should  be  recommended.  Dr. 
Schack  reports  20  per  cent  residual  carcinoma  of 
the  cervix  following  radiation.  Dr.  Douglas  reports 
that  in  the  treatment  of  102  patients,  residual  car- 
cinoma was  not  found  in  58.8  per  cent  of  their 
series.  Only  20  or  47.6  per  cent  of  the  patients 
with  residual  disease  lived  five  years. 

Dr.  Freidman  at  the  New  York  Bellevue  Hospital 
(a  radiologist)  has  correlated  the  amount  of  radia- 
tion to  tumor  response  and  found  that  in  some  cases 
4000r  are  sufficient  to  destroy  a tumor  but  in  not  too 
few  instances  the  amount  exceeded  10,000r  before 
the  lesion  was  destroyed.  In  several  instances  cer- 
tain tumors  failed  to  respond  to  any  degree  of  radi- 
ation while  under  therapy. 

At  the  present,  the  physician  is  seeing  far  more 
Stage  I and  II  lesions,  we  must  direct  our  therapy 
to  increasing  the  salvage  rates  for  these  lesions 
while  we  await  the  breakthrough  in  the  etiology  of 
cancer. 

Dr.  Gordon  Douglas  states  that  using  this  com- 
bined approach,  a five  year  survival  rate  of  96 
per  cent  can  be  anticipated  with  negative  nodes 
whereas  this  will  be  approximately  87  per  cent  in 
Stage  II.  This  sounds  good. 

Dr.  Lock  says  that  we  are  faced  with  a concept 
of  the  radiologist  that  any  cancer  can  be  cured 
if  sufficiently  high  levels  of  radiation  can  be  given. 
A high  level  of  survival  rate  is  not  obtained  with 


increasing  the  intent  of  radiation,  and  the  incidence 
of  complications  increases  markedly,  both  recent 
and  late  as  the  intensity  of  radiation  increases. 

It  goes  without  saying  that  the  form  of  therapy 
utilizing  surgery  is  that  of  a radical  hysterectomy 
and  bilateral  node  dissection  as  described  by  Meigs 
and  others. 

The  presence  of  positive  nodes  found  at  the  time 
of  surgery  has  been  reported  varying  from  17  per 
cent  to  20  per  cent  in  Stage  I and  II. 

Briefly  then,  the  approach  to  carcinoma  of  the 
cervix,  after  making  the  diagnosis,  is  to  stage  the 
disease  adequately  and  correctly  then  institute  radi- 
ation therapy  utilizing  radium  and  external  therapy 
as  indicated.  During  this  therapy  repeated  biopsies 
should  be  taken  to  correlate  the  affect  of  the  radi- 
ation response  of  the  lesion,  and  if  there  is  no  evident 
response,  or  if  there  seems  to  be  very  little  re- 
sponse, surgery  is  indicated.  Following  the  advised 
course  of  therapy  of  radiation,  surgery  is  not  ad- 
vocated because  of  the  high  incidence  of  pelvic  com- 
plications both  new  and  old. 

Carcinoma  of  the  cervix  has  not  responded  satis- 
factorily to  perfusion  with  chemotherapy.  There 
is  no  method  for  sterilizing  the  pelvic  lymph  node 
entirely. 

When  the  tumor  has  failed  to  respond  to  therapy 
or  the  nodes  are  found  to  be  positive,  there  is  a 
higher  incidence  of  blood  vessel  invasion  of  the 
tumor  which  probably  accounts  for  metastatic  spread 
to  the  brain,  liver,  and  so  foi’th.  This  also  is  to 
me  a good  indication  for  surgical  removal  of  the 
specimen  in  that  wide  or  distant  spread  is  elimin- 
ated as  much  as  possible. 


Today’s  better  drags  take  less  of  your  health  dollar  than  those 
of  1930:  U.  S.  Department  of  Commerce  published  repoi-ts  show 

consumers’  direct  purchases  of  drags  and  sundries  declining  as  a 
share  of  the  total  medical  care  dollar:  1930— 20c;  Now — 18.9c.  An 
industry  economist  estimates  that  prescription  drugs  account  for 
only  about  13c  of  the  medical  care  dollar. 
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Carcinoma  of  Colon  and  Rectum 

STILL  NUMBER  I 


IN  a recent  publication  of  the 
American  Cancer  Society,  some 
V e r y interesting-  observations 
were  made.  In  a poll  of  over  one  thousand 
physicians  throughout  the  United  States,  90 
per  cent  urged  physical  examinations  for 
asymptomatic  patients.  Tests  used  as  part 
of  the  examination  and  their  frequency  of 
use  are  listed  in  figure  1.^ 

Figure  1 

TESTS  USED  AS  PART  OF  ROUTINE 
EXAMINATION 

Per  Cent 
Included 


Urinalysis  95.5 

Breast  Examination 90.4 

Digital  Rectal 89.3 

Blood  Count 84.2 

Cj^tological  Studies  in  women 79.8 

X ray  of  Chest 68.7 

Sedimentation  Rate 35.1 

Fasting  Blood  Sugar 28.2 

Cholesterol 25.0 

Sigmoidoscopy  22.2 


It  is  gratifying  to  see  the  high  percentage 
of  physicians  doing  cytological  examinations 
in  women,  and  disconcerting  to  see  the  low 
percentage  employing  sigmoidoscopy.  Rec- 
tal digital  examination  was  included  in  89.3 
per  cent.  However,  if  all  lesions  within  reach 
of  the  examining  finger  are  detected,  only 
13  per  cent  of  the  colonic  and  rectal  car- 
cinomas will  be  diagnosed.  Digital  rectal 
examination  is  no  substitute  for  endoscopic 
examination. 

An  abundance  of  material  has  been  pub- 
lished stressing  the  importance  of  sigmoid- 
oscopy. Figures  of  the  American  Cancer  So- 
ciety indicate  that  seven  out  of  eight  asymp- 
tomatic bowel  cancers  will  be  missed  if  proc- 
tosigmoidoscopy is  not  performed. 

In  addition,  seventy  per  cent  of  colonic 
and  rectal  carcinomas  can  be  diagnosed  by 
this  procedure.  This  is  impressive  when  one 
considers  that  this  lesion  is  number  one  in 
incidence  (see  figure  2).- 


GEORGE  E.  LARSON,  MD,  FACS 
Lincoln,  Nebraska 


Why  then  is  this  important  diagnostic  pro- 
cedure frequently  omitted?  I believe  there 
are  two  basic  reasons: 

1.  Failure  of  physicians  to  familiarize 
themselves  with  the  technique  of  sigmoid- 
oscopy. 

2.  Inconvenience  of  sigmoidoscopy. 

Sigmoidoscopy  is  a technique  that  any 
physician  can  readily  learn  if  he  has  the  de- 
sire. I have  been  informed  by  a reliable 
source  in  the  medical  supply  business  that 
more  sigmoidoscopes  are  being  sold  all  the 
time.  This  is  a good  sign,  but  they  must  be 
used  if  the  patient  is  to  benefit. 

Inconvenience:  I believe  this  is  the  ma- 
jor obstacle  to  more  frequent  performance 
of  sigmoidoscopy,  but  it  can  be  completely 
overcome  with  a little  planning. 

Sigmoidoscopy  in  the  office  is  only  incon- 
venient if  the  equipment  is  inadequate  or 
stored  in  an  out  of  the  way  place.  It  should 
be  as  accessible  as  a vaginal  speculum.  By 
the  same  token,  auscultation  of  the  chest  is 
inconvenient  if  the  physician’s  stethoscope 
is  in  his  bag  in  the  trunk  of  his  car. 

In  many  hospitals,  sigmoidoscopy  is  dis- 
couraged by  long  delays  while  someone  tries 
to  find  out  whether  the  sigmoidoscopic 
equipment  is  in  surgery  or  the  central  sup- 
ply. If  the  physician  is  patient  enough  for 
this  delay,  all  the  obstacles  aren’t  necessar- 
ily overcome.  Many  nurses  have  no  knowl- 
edge of  sigmoidoscopy,  and  so  after  one  try- 
ing experience,  the  physician  is  apt  to  order 
a barium  enema  for  his  next  patient.  Such 
a situation  will  exist  only  as  long  as  physi- 
cians allow  it.  Hospitals  will  have  sigmoid- 
oscopic equipment  available  at  a moment’s 
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notice  as  well  as  nurses  who  can  assist  effi- 
ciently, when  the  physicians  insist  upon  it. 

Occasionally  the  remark  has  been  made 
that  sigmoidoscopy  requires  too  much  time. 
With  a little  experience,  this  procedure  can 
be  done  in  5 to  10  minutes,  and  80  per  cent 
of  the  patients  can  be  examined  without  pre- 
liminary preparation. 


Doctor,  you  need  only  to  find  one  early 
carcinoma  to  make  your  time  well  spent. 
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FIGURE  2 

RECTAL  AND  COLON  CANCER  1st  IN  INCIDENCE  AND  MORTALITY 


INCIDENCE 


MORTALITY 


“Social  Security  is  not  going  broke,”  the  bulletin  asserts.  “Pres- 
ent assets  are  over  $20  million.  The  present  tax  structure  will  pay 
all  benefits  in  the  future  under  the  present  law.” 
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THE 


Office 

Laboratory  — 

Improvement  in  Diagnosis  and 
Therapy  by  Using  It* 

IN  the  short  time  alloted  I can 
not  possibly  explore  all  the 
tests  and  equipment  available 
to  the  office  laboratory.  I shall  tiy  to  indicate 
the  main  types  of  equipment  and  tests  that 
will  allow  us  to  arrive  at  a more  speedy 
diagnosis  and  allow  use  of  more  accurate 
therapy.  Adequate  tests  make  us  more 
aware  of  the  differential  diagnoses  to  be 
made  in  each  new  patient,  they  increase  our 
index  of  suspicion  and  save  more  costly 
tests  that  otherwise  might  be  ordered.  This 
is  especially  important  to  the  solo  practi- 
tioner and  in  the  small  group  practice  where 
there  is  no  nearby  medical  centre  allowing 
tests  to  be  performed  and  crosschecked  and 
results  obtained  the  same  day.  We  should 
be  able  to  arrive  at  an  accurate  diagnosis  in 
90  per  cent  of  patients  at  the  first  visit  and 
able  to  start  therapy  in  all  patients  imme- 
diately except  for  the  few  that  will  have 
to  be  sent  for  surgical  consultations,  and  the 
rare  specialized  tests  such  as  radioisotope 
studies  or  special  X rays. 

With  the  increased  awareness  of  the  gen- 
eral public  to  medical  malpractice  it  is  es- 
sential to  diagnose  and  treat  specifically  and 
accurately.  With  the  widespread  “do  it 
yourself  Dr.  Kits”  appearing  in  Reader’s 
Digest  and  similar  weekly  publications  pa- 
tients are  expecting  more  of  us  and  expect 
more  thorough  examinations  than  they  often 
have  received  in  the  past.  They  expect  a 
diagnosis  and  therapy  upon  their  first  visit. 
If  an  office  laboratory  is  not  available  there 
are  few  alternatives.  The  patient  may  be 
sent  to  a commercial  laboratory  and  every 
possible  test  that  might  show  up  a related 
condition  ordered,  or  each  time  a test  is  per- 
formed the  patient  has  to  return  for  another 
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test  because  of  an  abnormality  shown  up 
in  the  first  test.  This  leads  to  overutiliza- 
tion of  the  laboratory  and  increased  medical 
expense.  The  only  alternative  is  to  order 
very  few  and  inadequate  tests  and  unfor- 
tunately this  is  what  usually  happens  where 
there  is  not  an  adequate  office  laboratory. 
If  the  tests  were  performed  in  the  office  a 
few  simple  basic  tests  could  first  be  per- 
formed, then  if  suspicious  results  are  ob- 
tained, they  can  be  followed  up  immediately 
thus  saving  the  patient  and  physician  time 
and  money  and  avoiding  frustration  from 
unnecessarily  repeated  office  visits.  Any 
alternative  today,  I am  afraid,  will  only  lead 
to  so  many  objections  to  the  cost  of  medical 
care  that  we  shall  be  voted  into  socialization 
as  has  happened  in  all  the  other  leading 
countries  in  the  West  today.  It  is  impossible 
to  arrive  at  an  adequate  diagnosis  of  a 
cardiac  condition  without  a confirmatory 
electrocardiogram  to  show  absence  or  pres- 
ence of  abnormality.  In  the  various  arthri- 
tides  which  form  a major  part  of  a medical 
practice  the  three  main  groups  of  rheuma- 
toid, osteo-  and  gouty  arthritis  cannot  be 
separated  without  a rheumatoid  arthritis 
(RA)  test,  uric  acid,  and  erythrocyte  sedi- 
mentation rate  (ESR).  Cortisone  will  not 
benefit  the  osteoarthritic  and  gouty  patient, 
yet  many  patients  with  these  diseases  are 
given  steroids  by  mouth  because  a diagnosis 
was  suspected  but  not  confirmed  or  dis- 
proved by  simple  laboratory  tests. 

In  my  practice,  which  is  a typical  fam- 
ily practice  with  medical,  pediatric,  gjmeco- 
logical,  obstetric,  dermatologj^  and  minor- 
surgery  patients;  patients  having  arthritis, 
heart  disease,  diabetes,  and  neuroses;  I find 
by  adequate  scheduling  I can  see  two  pa- 
tients a day  for  complete  medical  work-ups 
devoting  a minimum  of  90  minutes  per  pa- 
tient and  saving  the  remainder  of  the  day 
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for  simple  problems  and  repeat  visits.  I 
find  I put  less  than  two  patients  a week  in 
hospital  because  I can  make  the  diagnosis 
and  stai’t  therapy  in  the  office  thus  saving 
the  patient  time  and  money.  The  patient 
can  rarely  make  up  the  cost  of  hospitaliza- 
tion from  his  insurance  policies,  because 
there  are  so  many  “routine  tests”  made  in 
hospital  for  medicolegal  reasons  that  these 
take  up  all  the  money  before  starting  on  diag- 
nostic tests  and  many  insurances  are  crack- 
ing down  and  refusing  to  pay  for  admissions 
primarily  for  diagnosis. 

Although  the  methods  I shall  describe  may 
not  be  the  most  accurate  (to  three  places  of 
decimals)  methods  they  are  the  most  suited 
to  office  practice.  The  determining  factor 
is  the  level  of  accuracy  needed  in  the  tests 
made  on  the  clinical  patient.  In  research 
extreme  accuracy  is  important.  Repetition 
within  5 per  cent  is  adequate  for  office  care. 
Most  of  the  chemical  levels  in  the  body 
fluids  fluctuate  far  more  than  this  in  any 
person  during  24  hours  and  the  ranges  of 
normal  levels  far  exceed  this  in  almost  every 
estimation. 

The  laboratory  should  not  be  placed  in  the 
office  simply  to  provide  income,  it  is  a 
basic  need  to  enhance  diagnosis  and  to 


provide  better  patient-service;  however  if 
properly  designed  it  will  be  remunerative. 
Most  physicians  are  not  well  trained  in  bio- 
chemistry, especially  from  the  technical  as- 
pect, therefore  the  tests  should  be  easily 
understandable.  Good  technicians  are  in 
very  short  supply  and  the  tests  should  be 
such  that  the  physician  can  take  a high 
school  graduate  and  quickly  train  her  to  use 
the  apparatus  to  provide  consistent  results 
crosschecked  with  control  series.  I find  I 
can  run  my  office  easily  with  a single  well 
trained  nurse  who  has  been  taught  the  lab- 
oratory work  and  whom  I check  frequently. 

The  basic  laboratory  should  be  designed 
around  the  blood  chemistry  equipment  as  this 
is  the  most  expensive  part  of  the  laboratory. 
The  equipment  and  methods  are  not  unalter- 
able but  are  those  best  suited  to  a small  lab- 
oratory. 

The  test  most  frequently  performed  is 
the  blood  glucose.  The  micromethod  using 
the  Beckman  Spinco  microcolorimeter  is  the 
simplest  and  most  accurate.  It  is  performed 
on  a single  drop  of  capillary  blood.  Many 
diabetics  need  frequent  estimates  and  many 
are  fat  and  some  are  children  from  whom  ve- 
nous blood  is  difficult  to  obtain.  The  method 
uses  only  two  reagents,  a glucose  oxidase  and 
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Close-up  of  Microchemistry  Equipment 


indicator  solution  and  hydrochloric  acid.  All 
equipment  is  plastic  and  disposable,  results 
are  repetitive  within  two  per  cent  and  the 
test  takes  60  seconds  of  working  time  and 
10  minutes  for  color  to  develop.  The  test 
should  be  performed  two  hours  postprandi- 
ally  on  all  patients  being  seen,  as  many 
latent  diabetics  will  be  picked  up  and  the 


control  of  those  under  treatment  can  be  bet- 
ter gauged.  Many  patients  with  mild  dia- 
betes do  not  have  glycosuria  and  these  are 
the  ones  who  seem  to  develop  the  worst  long 
term  problems,  severe  diabetics  taking  in- 
sulin usually  control  themselves  better.  Many 
pregnant  patients  develop  glycosuria  and 
blood  sugars  are  necessary  to  tell  whether 
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they  need  therapy.  Prophylaxis  is  the  most 
important  part  of  diabetes  therapy. 

Uric  acid  levels  are  frequently  needed. 
Arthritis  is  the  most  common  complaint  in 
many  practices  and  rare  types  such  as  tuber- 
culous and  gonococcal  are  fairly  easy  to  rule 
out.  Therapy  cannot  be  made  without  dif- 
ferential diagnosis  as  the  treatment  for  each 
type  is  different : aspirin  alone  for  the  rheu- 
matoids,  aspirin  and  intra-articular  corti- 
sone for  “osteo”  and  phenylbutazone  (Buta- 
zolidin)  for  acute  gout  with  Probenecid 
(benemid)  or  sulfinpyrazone  (Anturane) 
for  chronic  gout.  The  therapy  for  gout  can 
only  be  determined  satisfactorily  by  uric  acid 
levels  to  detect  whether  the  uricosuric  agent 
is  keeping  the  acid  levels  down.  This  test 
is  best  performed  by  the  macro-method  sup- 
plied by  Unitech  Labs  or  Hyland  and  all  the 
special  equipment  is  a $9.00  cuvette  holder 
adaptable  to  the  Beckman  colorimeter  thus 
avoiding  the  need  for  two  separate  colori- 
meters. Paul  Dudley  White  feels  that  a uric 
acid  level  contributes  to  the  coronary  profile 
in  determining  the  likelihood  of  a coronary 
thrombosis. 

The  serum  cholesterol  level  is  a useful 
scout  test  to  suggest  hypo-  and  hyperthy- 
roidism, in  the  coronary  profile  and  in  the 
control  of  atherosclerosis,  gallbladder  dis- 
ease, and  diabetes  mellitus.  From  this  dis- 
cussion so  far,  it  can  be  seen  that  a laboratory 
will  tend  to  orient  a physician  towards  pro- 
phylactic medicine  which  is  certainly  more 
satisfying  to  the  patient.  It  would  probably 
be  best  to  obtain  chemical  profiles  on  all  pa- 
tients to  establish  nonns  for  each  patient 
and  thus  pick  up  abnormal  changes  at  an 
earlier  stage. 

The  blood  urea  nitrogen  (BUN)  is  an  im- 
portant test  in  the  treatment  of  hypertension, 
diabetes,  prostatic  obstruction  and  renal 
failure,  and  cardiac  failure.  This  test  is 
best  performed  by  means  of  a paper  chro- 
matogram such  as  the  urograph  of  Warner 
Chilcot’s  using  0.2  cc  plasma  and  observing 
the  migration  as  seen  by  color  change  based 
on  the  urease  test.  This  is  an  accurate  test 
up  to  50  mg  per  100  ml  in  the  office  and  pa- 
tients with  a much  higher  BUN  than  this 
will  probably  be  hospitalized  for  dialysis. 


Patients  with  renal  calculi  should  have 
calcium  and  phosphorus  levels  obtained  after 
being  on  a low  calcium  diet  for  a week.  This 
is  a simple  titration  test  using  the  Beckman 
microtitrator  and  a single  drop  of  capillarj'’ 
blood. 

Patients  with  congestive  failure  which 
becomes  resistant  to  therapy,  those  with 
chronic  diarrhoea,  dehydration  and  acidosis 
may  need  a blood  chloride  determination 
which  can  also  be  made  by  simple  titration. 

The  other  main  chemistries  needed  in  the 
office  today  are  protein  bound  iodines 
(PBI’s)  and  ketosteroids  which  are  best  ob- 
tained by  plasma  samples  sent  to  reliable 
laboratories  which  perform  enough  tests  to 
establish  a normal  range  on  each  batch  of 
tests  run. 

Prothrombin  times  are  essential  to 
good  office  practice  today  and  it  is  simple 
test  to  perform  by  the  Quick  1 stage  meth- 
od, a water  bath  and  timer  are  all  the  spe- 
cial apparatus  necessary  although  the  new 
Fibrometer  of  Fischer  Scientific  is  the  best 
of  the  new  gadgets  available  and  works  by 
measuring  the  change  in  electric  potential 
when  the  suspension  changes  to  a colloid  and 
is  much  more  accurate  than  observing  a 
change  of  opacity. 

From  blood  chemistries  we  pass  on  to  the 
measurement  of  the  physical  constituents 
of  the  blood.  I presume  that  everybody 
measures  hemoglobin  and  counts  leukocytes 
and  erythrocytes  in  their  office.  The  hemo- 
globin is  a notoriously  inaccurate  test  and 
the  best  equipment  for  the  office  is  the  AO 
hemoglobinometer  which  uses  a single  drop 
of  lysed  blood  in  a precalibrated  chamber 
and  measures  the  change  of  color  of  the  cyan- 
methemoglobin  produced.  An  hematocrit  is 
essential  and  should  be  performed  as  a micro- 
hematocrit spun  at  10,000  rpm  for  five 
minutes.  This  is  the  most  accurate  estima- 
tion of  presence  or  absence  of  anemia.  It 
will  also  show  jaundice  in  the  supernatant 
plasma  and  excessive  leucocytosis  in  the 
white  cell  button  atop  the  red  cell  column. 
Patients  with  anemia  should  have  no  therapy 
other  than  iron  for  two  weeks;  then  if  the 
hematocrit  is  unchanged  red  cell  indicies 
and  a bone  marrow  smear  should  be  made. 
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Area  of  Lab  for  Blood  Cellular  Investigation  — AO  Hemoglobi nometer  in  Use 


The  bone  marrow  should  be  obtained  from 
sternal  or  iliac  crest  puncture  with  a Turkel 
trephine,  it  is  a simple  procedure  which  gives 
the  ultimate  in  diagnosis  of  blood  conditions. 
Pernicious  anemia  (PA)  is  a rare  condition 
and  many  patients  are  receiving  B,.  who  do 
not  need  it  and  are  given  it  without  a spe- 
cific diagnosis  having  been  made.  Toxic, 
myelofibrotic,  PA,  and  blood-loss-anemias 
can  be  definitely  diagnosed  by  this  study  and 


correct  therapy  (be  it  medical  or  surgical) 
can  be  instituted. 

Medical  therapy  for  anemia  once  instituted 
can  be  followed  by  the  reticulocyte  count 
using  a simple  cresyl  blue  stain.  PA  should 
not  be  diagnosed  without  testing  for  ab- 
sence of  free  hydrochloric  acid  in  the  stom- 
ach and  this  is  easily  performed  by  the 
Diagnex  Blue  method  where  a dye  is  re- 
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leased  from  an  ion  exchange  resin  in  the 
presence  of  free  acid  and  excreted  through 
the  urine.  The  test  will  only  show  complete 
absence,  great  excess  and  normal  amounts 
of  acid.  The  test  is  also  useful  for  checking 
for  the  absence  of  acid  in  suspect  gas- 
tric cancer  and  atrophic  gastritis. 

I have  recently  seen  a patient  with  leg 
pains  who  had  been  treated  with  a multi- 
ple vitamin  preparation  containing  trace 
amounts  of  6^2  and  folic  acid  who  had  nor- 
mal hemoglobin  and  hematocrit.  However 
when  red  cell  indicies  were  made  and  a bone 
marrow  performed  after  vitamins  had  been 
removed  she  was  found  to  have  a typical  PA 
and  had  lost  vibration  sense  in  the  legs  and 
was  developing  subacute  combined  degener- 
ation. Bi2  once  a month  has  completely  re- 
moved all  trace  of  symptoms  and  the  red 
cell  indicies  are  now  normal.  Had  only  the 
hemoglobin  or  hematocrit  been  examined 
there  would  have  been  no  suspicion  of  her 
disease. 

All  anemic  colored  patients  should  have 
sickle  cell  test  performed  using  sodium 
metabisulphite  solution  to  produce  sickling. 
If  positive,  it  can  be  confirmed  by  sending 
off  blood  for  a hemoglobin  electrophoreasis. 

The  differential  white  cell  count  is  one  of 
the  most  informative  single  blood  tests 
showing  excess  of  granulocytes  in  bacterial 
infections,  eosinophils  in  allergies  and  in- 
festations, gi’eat  excess  with  leukemia,  rela- 
tive lymphocytosis  with  tendency  to  general 
leucopaenia  in  viral  diseases  with  typical  cell 
forms  in  rubella  and  mononucleosis. 

There  are  certain  tests  on  the  protein  con- 
stituents of  the  blood  which  can  and  should 
be  tested  in  the  office.  Such  tests  are  the 
RA  test  and  GC  test.  The  correlation  of  the 
positive  RA  test  in  the  under-50  patient 
is  good  but  only  fair  in  the  older  patient. 
However  absence  of  a positive  RA  test  does 
not  rule  out  rheumatoid  arthritis.  In  the 
gouty  patient  it  is  not  uncommon  to  find  a 
combined  arthritis  including  either  “osteo” 
or  rheumatoid  arthritis  and  they  must  all 
be  treated.  The  combination  best  being 
treated  with  Butazolidin  which  will  not  in- 
terfere with  the  effects  of  the  Uricosuric 
agents  and  blood  uric  acid  levels.  In  infants 


who  have  chronic  infections  there  may  be 
low  gamma  globulin  levels  found  in  a GC 
test;  in  patients  with  possible  multiple,  my- 
eloma there  will  be  high  levels  of  gamma 
globulin.  The  erythrocyte  sedimentation 
rate,  although  fairly  nonspecific  will  increase 
the  index  of  suspicion  where  it  is  abnormal 
especially  in  chronic  nephritis,  and  fever 
following  scarlet  fever  which  would  probably 
be  rheumatic  fever. 

In  unusual  joint  conditions  such  as  an- 
kylosing spondylitis,  where  there  is  unusual 
weight  loss,  where  there  are  areas  of  multi- 
ple symptomatology,  index  of  suspicion  for 
a certain  disease  may  be  raised  by  an  electro- 
phoretic protein  curve  showing  unusual 
amount  of  certain  protein  fractions. 

Urinalyses  are  revealing  and  oft  maligned 
tests.  The  specific  gravity  will  be  high  in 
diabetes  mellitus,  low  and  fixed  in  chronic 
nephritis.  The  pH  value  in  combination  with 
pyuria  will  suggest  certain  types  of  infec- 
tions. Where  there  is  pyuria  in  the  female 
a catheter  specimen  should  be  obtained  to 
rule  out  vaginal  contamination.  Many  wom- 
en have  been  treated  for  a chronic  kidney 
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or  bladder  condition  when  they  had  only  a 
chronic  vaginitis.  In  males,  a two  glass  or 
three  glass  specimen  should  be  obtained  to 
differentiate  urethral,  prostatic  and  bladder 
infections. 

Albuminuria  is  abnormal  except  in  young 
patients  after  exercises.  In  multiple  myel- 
oma there  is  an  unusual  protein,  the  Bence 
Jones  protein,  which  is  precipitated  at  60°  C 
and  redissolves  on  boiling. 

Hematuria  is  always  abnormal,  often  be- 
ing the  first  sign  of  tuberculosis  and  car- 
cinomas of  the  renal  tract.  However,  micro- 
scopic hematuria  in  the  male  due  to  chronic 
prostatitis  is  not  uncommon.  Patients  with 
chills  may  not  show  red  cells  although 
Hemastix®  will  pick  up  hemoglobin  in  the 
urine  from  hemolysed  cells. 

Diabetics  can  follow  their  progress  and 
watch  for  the  presence  of  early  acidosis  with 
Ketostix  Strips®  and  will  know  that  they 
have  to  increase  their  carbohydrate  and  in- 
sulin intake  when  this  occurs.  They  can  cer- 
tainly follow  their  urine  sugar  level  with 
Testape®  although  for  adequate  control  their 
renal  threshold  should  have  been  estimated 


Dia^nex  Binetest  and  Prothombin  Time  Equipment 


first.  Following  rectal  examination  the 
plastic  glove  can  be  tested  for  blood  with 
Hemastix®  or  Hematest®  to  detect  occult 
blood  (hemorrhoids  of  course  having  been 
excluded). 

A $ 1.00-bread-box,  a 50-cent-chicken  coop 
thermostat  and  two  60-watt  light  bulbs 
make  an  excellent  office  incubator.  Pre- 
pared media  can  be  used  and  where  there 
is  doubt  about  a strep  throat  a culture  will 
soon  establish  the  need  for  prophylaxis 
against  rheumatic  fever  and  nephritis.  Re- 
sults and  sentivities  should  be  available  with- 
in 24  hours. 

Ancillary  investigations  which  should  be 
made  are  those  using  the  electrocardiograph 
(EKG),  the  phonocardiograph  and  the  pho- 
tomotograph. 

Realizing  that  the  family  physician  is 
working  mainly  in  the  field  of  preventive 
medicine  today  it  is  probably  best  to  obtain 
a routine  EKG  at  30  years  of  age  which  will 
act  as  a baseline  for  comparison  in  future 
years  and  follow  this  with  Master  2-step  tests 
at  age  of  40  and  each  5 years  thereafter  and 
routine  EKG’s  in  the  years  in  between  in  men 
and  in  postmenopausal  women. 

The  heart  sounds  are  probably  listened  to 
more  than  any  other  facet  of  the  examina- 
tion of  the  patient  yet  a year  later  there  are 
only  written  notes  to  try  and  remember 
them  by ; there  is  now  available  a simple  pre- 
amplifying mechanism  which  can  be  hooked 
up  to  the  EKG  machine  which  will  record 
the  heart  sounds  onto  the  tracing  either  by 
itself  or  in  conjunction  with  the  EKG.  This 
is  available  at  the  present  time  only  through 
Burdick,  Inc.  I feel  that  heart  sounds 
should  be  recorded  annually. 

Overweight  patients  are  a large  propor- 
tion of  our  practice  and  these  people  insist 
that  their  problem  is  “glandular.”  A simple 
scout  test  of  thyroid  activity  can  be  made 
Avith  the  aid  of  the  Burdick  Photomotograph 
which  measures  the  relaxation  time  of  gas- 
trocnemius muscle  following  the  achilles  re- 
flex. The  A’ast  majority  of  patients  Avill  fall 
Avithin  the  normal  range  of  300  to  360  micro- 
seconds. If  the  relaxation  time  exceeds  these 
limits  a PBI  or  other  test  may  be  obtained. 
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Summary 

The  basic  tests  on  the  chemistry  of  the 
blood  as  performed  in  the  office  are  shown 
as  are  the  tests  on  the  physical  constituents 


of  the  blood.  The  presentation  is  made  to 
show  that  a better  equipped  laboratory  re- 
sults in  a better  practice  of  medicine  and 
today  is  available  to  all  practitioners  not  just 
those  in  big  medical  centres. 


THE  DOCTOR’S  DRUG  DILEMiVIA 

Regulations  under  the  Federal  Food,  Drug,  and  Cosmetic  Act 
of  1962  require  more  stringent  evidence  of  safety  for  new  drugs. 
Included  are  tests  for  genetic  and  teratogenic  effects  over  several 
generations  of  animals.  Usefulness  as  well  as  safety  is  introduced 
as  a criterion  of  acceptability  of  new  agents.  There  are  also,  un- 
fortunately, provisions  regarding  labeling  that  are  interpreted  as 
prohibiting  interstate  shipment  of  placebos  required  in  double- 
blind tests.  And  the  whole  act  has  generated  an  increasingly  un- 
digestible  bolus  of  reports,  forms,  and  other  paper  that  makes 
life  unhappy  for  pharmaceutical  firms,  investigators  and  govern- 
ment officials.  A fair  estimate  of  the  act  lies  somewhere  between 
the  view  that  this  is  another  horrible  example  of  government  control 
over  free  enterprise,  and  the  view  that  it  will  solve  all  problems. 
In  any  case,  the  medical  profession  is  square  in  the  middle  of 
the  issues  and  cannot  avoid  being  involved.  Mere  opposition  would 
represent  a withdrawal  syndrome  that  invites  further  restrictions. 
Complete  acquiescence  would  imply  a confidence  in  Washington  ap- 
proaching delusional  euphoiia.  (Michael  S.  Shimkin,  MD,  in  Public 
Health  Reports,  79:1  (Jan.)  1964. 
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Changing  Patterns  of  Diphtheria 

OMAHA-DOUGLAS  COUNTY,  I860  - 1963 
Comment  on  Family  Immunization 
Using  Leap  Year  As  a Guide 


Introduction 

Diphtheria  has  virtually  been 
eliminated  in  the  northeast  and 
far  west  regions  of  the  United 
Statesd  The  West  North  Central  region 
which  includes  Omaha  reported  24.8  per  cent 
of  all  diphtheria  cases  in  1962.  This  was 
only  exceeded  by  the  South  Atlantic  (28.9 
per  cent)  and  the  West  South  Central  (26.6 
per  cent)  regions.  Four  well-defined  out- 
breaks of  diphtheria  have  occurred  in  Omaha 
since  1954.2.3,4 

The  purpose  of  this  paper  is  to  present  a 
historical  review  of  diphtheria  in  Omaha, 
its  present  status  and,  finally,  suggestions 
and  recommendations  for  its  further  con- 
trol. 

Methods  of  Study 

Death  certificates  have  been  reviewed*  for 
every  fifth  year  beginning  in  1880,  and  diph- 
theria deaths  were  tabulated  by  age  and  sex 
(Table  1). 

Health  department  annual  reports,  mor- 
tality and  morbidity  data,  the  Omaha-Doiig- 
las  County  Medical  Society  Bulletin,  the 
Workl-H erald  newspaper,  and  various  scrap- 
books collected  by  the  Visiting  Nurse  Asso- 
ciation and  the  health  department  were 
perused.®'  Diphtheria  cases  and  deaths 
have  been  recorded  since  1890,  but  were  not 
classified  by  age  and  sex  until  1954  (Tables 
2 and  3).  Geographical  distribution  was 
computed  from  1954  through  1962  (Figure 
3). 

Historical  Findings 

Omaha  experienced  its  worst  epidemic  of 
diphtheria  in  1890  when  186  deaths  were  re- 
corded for  a mortality  rate  of  118.5  per 
100,000  population.  The  case-fatality  rate 
was  38  per  cent  (Table  2). 

‘James  Chambers,  Ak-Sar-Ben  Fellow,  Creighton  School  of 
Medicine. 


ROBERT  C.  EELKEMA,  MD,  DVM 
and 

E.  D.  LYMAN,  MD,  MPH 
Omaha,  Nebraska 


In  May  1890,  22  cases  of  diphtheria  were 
reported  and  one-half  were  fatal. 

At  that  time,  however,  seven  leading 
physicians  of  the  city  declared  “that  the  city 
has  been  and  is,  at  present,  exceptionally  free 
of  diphtheria  and  that  the  cases  that  have 
occurred  have  all  been  sporadic  and  in  no 
sense  an  epidemic.” 

In  October  1890,  several  physicians  in  the 
city  confessed  to  a World  Herald  reporter 
that  they  “were  afraid  to  report  cases  of 
diphtheria  to  the  Board  of  Health  because 
if  they  did  so  they  would  cease  to  be  em- 
ployed by  the  family  which  were  reported  as 
afflicted.” 

The  identification  of  the  diphtheria  bacil- 
lus by  Krebs  (1883)  and  Loeffler  (1884),  the 
development  of  passive  immunization  by  von 
Behring  (1890-93),  the  introduction  of  the 
toxin  neutralized  by  antitoxin  by  the  same 
researcher  (1913)  and  finally  the  develop- 
ment of  an  active  toxoid  introduced  bj" 
Ramon t (1923)®  obviating  the  use  of  the 
more  reactive  horse  serum  are  the  events 
that  led  up  to  a still  more  interesting  story, 
namely,  the  lag  between  introduction  of  an 
effective  preventive  agent  and  its  accept- 
ance, a lag  still  frustrating  public  health  and 
comprehensive  medical  practitioners  today. 

Passive  protection  utilizing  hyperimmune 
horse  serum  was  introduced  in  Omaha  in 

tDr.  Gaston  L.  Ramon,  a veterinary  bacteriologist  and  former 
director  of  tbe  Pasteur  Institute  died  this  summer  (1963)  at 
tbe  age  of  76. 
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Table  1 

DIPHTHERIA  MORTALOGRAM* 
OMAHA-DOUGLAS  COUNTY.  NEBRASKA,  1880-1962 


CvJ 

- 

W 

rr 

o 

1 

Per  100,000 
Population 

X 

o 

Age 
0 - 1 

O 

lO 

rf 

Total 
by  Sex 

Total 

at  Kisk 

By  Sex  Total 

Median 

M 

3 

9 

14 

26 

120.2 

5 

1880 

F 

2 

8 

5 

1 

16 

42 

97.6 

110.5 

3 

M 

2 

12 

3 

1 

18 

33.8 

3 

1885 

F 

1 

13 

5 

19 

37 

42.8 

37.9 

3 

M 

8 

49 

25 

1 

4 

3 

1 

1 

2 

94 

110.9 

3 

1890 

F 

4 

47 

31 

7 

1 

1 





I 



92 

186 

127.3 

118.5 

3 

M 

2 

18 

7 

1 

28 

37.7 

3 

1895 

F 

— 

13 

10 

23 

51 

33.3 

34.3 

4 

M 



7 

1 

1 

1 

10 

13.5 

3 

1900 

F 

— 

4 

5 

2 

1 

12 

22 

18.2 

15.7 

6 

M 

1 

3 

1 

5 

6.1 

3 

1905 

F 

__ 

2 

5 

7 

12 

9.6 

8.3 

7 

M 



4 

2 

1 

7 

7.9 

4 

1910 

F 



5 

1 

2 

1 

9 

16 

11.4 

9.5 

4.5 

M 

7 

10 

3 

1 

21 

21.6 

6 

1915 

F 

i 

8 

9 

18 

39 

20.2 

21.0 

4.5 

M 

6 

9 

6 

1 

22 

20.8 

8 

1920 

F 

2 

7 

8 

3 

20 

42 

20.3 

20.5 

4 

M 

6 

4 

1 

11 

9.9 

4 

1925 

F 

2 

6 

1 

1 

10 

21 

9.3 

9.6 

7 

M 

3 

3 

6 

5.8 

4.5 

1930 

F 

1 

1 





2 

8 

1.7 

3.4 

30 

M 

1 

1 

1 

1 

1 

1 

6 

5.1 

12 

1935 

F 

1 

1 

7 

0.8 

2.9 

40 

M 

1 

1 

2 

1.6 

4.5 

1940 

F 

1 

1 

3 

0.8 

1.2 

40 

M 

1945 

F 

1 

1 

2 

2 

1.5 

0.8 

44.6 

M 

1 

1 

0.7 

50 

1950 

F 

1 

1 

2 

0.7 

0.7 

.5 

M 

1 

1 

0.7 

7 

1955 

F 



i 

1 

2 

0.6 

0.6 

2 

M 

1960 

F 

M 

1 

1 

0.6 

0.3 

50 

1961 

F 

0 

i 







M 

1962 

F 

1 

1 

1 

0.6 

0.3 

30 

♦This  Mortalogram  was  constructed  from  a review  of  all  death  certificates  recorded  during 
the  indicated  years.  Deaths  were  tabulated  to  Diphtheria  (Diphtheritic  croup.  Membranous 
croup.  True  croup,  Laryngeal  croup  and  Croupous  pneumonia)  when  such  disease  was 
indicated  as  the  cause  of  death. 


1896.  By  1900  the  deaths  attributed  to  diph- 
theria had  declined  from  the  peak,  in  1890, 
of  118.5  per  100,000  to  15.7  per  100,000 
population  (Figure  1).  Subsequent  to  1900 
deaths  exceeded  this  only  twice  in  the  five 
year  study,  1915  and  1920,  a period  com- 
plicated by  international  hostilities.  Routine 
culturing  for  Corynebacterium  diphther-iae 
was  instituted  by  the  Omaha  Health  Depart- 
ment in  1903,  utilizing  Loeffler’s  medium,® 
and  the  basic  routine  has  not  changed  much 
in  sixty  years. 

By  1925  the  death  rate  declined  to  9.6  per 


100,000;  this  may  be  attributed  to  the  intro- 
duction, in  1922,  of  the  toxin-antitoxin  vac- 
cine, the  first  attempt  at  active  immuniza- 
tion. 

Aided  by  the  local  medical  society.  Doctor 
Pinto,  the  City  Health  Commissioner  in 
1927,  launched  a vigorous  campaign,  “No 
Diphtheria  in  Omaha  by  1930.”  A special 
movie,  donated  by  two  life  insurance  com- 
panies was  shown  at  thirty-odd  movie  houses 
in  1927.'^  Included  in  the  film  was  a pub- 
lic demonstration  at  Technical  High  School 
of  200  children  being  given  the  fii'st  toxin- 
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Table  2 

DIPHTHERIA  MORTALITY  AND  MORBIDITY  REPORTS 
OMAHA  AND  DOUGLAS  COUNTY 


Case 

Fatality 

Year  Cases  Deaths  Per  Cent 

1880  — 42 

1881  — 35 

1882  — 24 

1883  — 48 

1884  — 52 

1885  — 37 

1886  — 52 

1887  — 63 

1888  — 92 

1889  — 89 


534 

1890  471  181  38.42 

1891  429  157  36.59 

1892  266  113  42.48 

1893  166  62  37.34 

1894  139  56  40.28 

1895  114  41  35.96 

1896  205  47  22.92 

1897  219  39  17.80 

1898  148  16  10.81 

1899  103  20  19.41 


2260  732 

1900  185  20  10.81 

1901  118*  13  11.01 

1902  95  13  13.60 

1903  70  10  14.20 

1904  72  14  19.40 

1905  __  9 

1906  __  28 

1907  __  28 

1908  103  22  21.35 

1909  321  18  5.60 


964  175 

1910  __  22 

1911  30  23  76.66 

1912  87  15  17.24 

1913  179  37  20.67 

1914  491  85  17.31 

1915  507  35  6.90 

1916  300  31  10.33 

1917  158  17  10.75 

1918  410  50  12.19 

1919  198  17  8.58 


2360  332 

*1901-  Diphtheiia  antitoxin  first  used. 

**1927 — Active  immunization  with  Toxin-Antitoxin 
first  used  through  the  schools. 

***1954  Clinical  and  nonclinical  cases  were  com- 
bined. 


Case 

Fatality 

Year 

Cases 

Deaths 

Per  Cent 

1920 

446 

38 

8.52 

1921 

828 

84 

10.14 

1922 

440 

37 

8.40 

1923 

452 

37 

8.18 

1924 

304 

33 

10.85 

1925 

159 

22 

13.83 

1926  _ . 

95 

10 

1.05 

1927 

99** 

16 

1.61 

1928 

318 

16 

5.03 

1929 

289 

12 

4.15 

3430 

305 

1930 

334 

11 

3.29 

1931 

307 

19 

6.18 

1932 

336 

16 

4.76 

1933 

44 

3 

6.81 

1934 

182 

6 

3.29 

1935 

183 

7 

3.82 

1936 

110 

6 

5.45 

19,37 

23 

1938 

13 

1 

7.69 

1939 

27 

2 

7.40 

1559 

71 

1940 

20 

4 

20.00 

1941 

17 

1942 

34 

1 

2.94 

1943 

56 

3 

5.35 

1944 

60 

2 

3.33 

1945 

47 

1 

2.13 

1946 

26 

2 

7.69 

1947 

27 

1 

3.70 

1948 

7 

1949 

18 

2 

11.11 

312 

16 

1950 

26 

2 

7.69 

1951 

20 

1 

5.00 

1952 

7 

1953 

3 

19.54*** 

2 

3.38 

1955 

65 

3 

4.67 

1956 

21 

1957 

1958 

4 

— 

1959 

18 

1 

5.55 

223 

9 

1960 

1 

1961 

8 

1 

12.50 

1962 

18 

1 

5.50 

27 

2 

antitoxin  immunization.  Diabolically,  in 
1930,  344  cases  of  diphtheria  resulting  in 
11  deaths  were  reported,  only  five  deaths 
fewer  than  the  campaign  year  1928  (Table 
2).  By  1933,  a safe  toxoid  had  been  perfect- 
ed for  immunization  of  children.  The  use 
of  horse  serum*  caused  much  consternation 

♦The  use  of  the  blood  of  hoi*ses  for  the  treatment  of  human 
illness  in  the  twenties  caused  as  much  stir  as  the  fluorida- 
tion question  does  today. 


among  some  physicians  and  interested  citi- 
zens of  the  communitj',  threatening  to  scut- 
tle the  immunization  program. 

The  time  between  conception  of  an  idea, 
and  its  ultimate  widespread  application  is 
discouraging  slow  as  the  record  implies.  In 
February  1930,  a Health  Committee  Council 
with  lay  and  professional  representation  was 
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Table  3 

DIPHTHERIA  MORBIDOGRAM 
OMAHA-DOUGLAS  COUNTY,  NEBRASKA,  1954-1962* 


Per 

100.000 

0)  ^ 
b£  • 

T 

a 

Tf 

IN 

CC 

LA 

O 

'a 

Total 

by 

Sex 

Population 
at  Risk 

rear 

< = 

la 

* 

S 

W 

lA 

Total 

By  Sex 

Total 

Median 

M 

11 

13 

3 

3 

1 

4 

35 

23.8 

7 

1954 

F 



5 

2 

5 

4 

4 

2 





1 

22 

57 

14.4 

18.9 

13 

M 

1 

4 

12 

3 

6 

3 

2 

2 

33 

22.0 

9 

1955 

F 



3 

10 

4 

7 

4 

1 

3 





32 

65 

20.5 

21.2 

13 

M 

1 

2 

4 

1 

2 

1 

11 

7.2 

8 

1956 

F 



2 

3 



2 



i 

2 





10 

21 

6.3 

6.7 

12 

M 

2 

1 

3 

1.9 

20 

1957 

F 

1 

1 

4 

0.6 

1.3 

42** 

M 

1958 

F 

M 

1 

1 

6 

3 

1 

1 

13 

8.1 

8 

1959 

F 



1 

1 



2 

1 



5 

18 

2.9 

5.5 

15 

M 

1 

1 

0.6 

44^=t- 

1960 

F 

1 



0.3 



M 

1 

2 

4 

1 

8 

4.7 

45 

1961 

F 

8 



2.3 



M 

1 

1 

1 

1 

2 

3 

1 

2 

1 

13 

7.1 

’ 25 

1962 

F 





2 

1 

2 

5 

18 

2.6 

4.8’ 

10 

*lncludes  clinical  and  nonclinical  laboratory  confirmed  diphtheria 
cases  and  carriers  for  specified  years. 

**Age  of  patient. 


organized  to  study  health  problems  in  Oma- 
ha and  to  develop  immunization  programs  in 
particular. 

At  a council  meeting  in  1930,  Dr.  Herman 
Jahr,  pediatrician  at  the  University  of  Ne- 
braska, suggested  that  sponsors  of  children’s 
summer  camps  be  advised  to  accept  only 
those  who  had  been  immunized  against  ty- 
phoid, smallpox,  and  diphtheria.  No  action 
on  this  recommendation  was  recorded. 

In  1931,  a family  interview  study  con- 
ducted by  the  Visiting  Nurse  Association  re- 
vealed that  only  nine  per  cent  of  the  children 
under  six  years  were  immunized  and  that  a 
lower  percentage  prevailed  in  the  lowest  eco- 
nomic class. 

Dr.  Pinto,  President  of  the  Medical  So- 
ciety, and  several  other  public-health-inter- 
ested individuals  in  1932,  advocated  a city 
ordinance  requiring  a thorough  physical  ex- 
amination by  a physician,  and  a vaccina- 
tion against  smallpox  and  immunization 
against  diphtheria  before  a child  entered 
school.  No  ordinance  was  enacted.  In  the 
school  year  of  1931-32,  the  public  health  de- 
partment with  the  Visiting  Nurse  Associa- 


tion gave  diphtheria  immunization  to  over 
3000  children. 

The  new  era  in  public  health  stimulated 
response  from  practicing  physicians.  An 
article  reprinted  in  the  local  medical  society 
bulletin  in  1930  claimed  that,  “the  physician 
has  not  yet  his  rightful  place  in  the  public 
health  field.  The  encroachment  of  health 
departments  and  foundations  upon  private 
practice  has  not  been  abolished  en  toto  (sic). 
Nevertheless,  a definite  tendency  is  apparent 
to  have  the  family  doctor  perform  the  func- 
tion of  preventive  medicine  whenever  pos- 
sible, a trend  which  will  undoubtedly  in- 
crease if  he  shows  a willingness  to  assume 
the  duties  involved: 

In  1934,  the  medical  society  made  a com- 
plaint that  the  city  was  practicing  medicine 
through  immunization  and  vaccination  of 
possible  paying  patients  and  through  cer- 
tification by  a city  doctor  for  a child  re- 
turning to  school  after  absence  because  of 
a contagious  disease.  Dr.  Jahr  replied  with 
a statement,  “that  those  able  to  pay  request 
immunization  from  the  Department  of  City 
Health  because  private  physicians  aren’t 
urging  this  or  making  it  available.’’ 
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Figure  / ^ 

DIPHTHERIA  mortality  AND  MORBIDITY  RATES 
every  FIFTH  YEAR,  1880-1960,  AND  EPIDEMIC  YEARS,  1961-1963 

OMAHA-DOUGLAS  COUNTY,  NEBRASKA 


With  popularization  of  diphtheria  prophyl- 
axis among  preschool  and  school-age  children 
during  the  thirties,  diphtheria  cases  and 
deaths  declined  precipitousljx 

Modern  Era 

By  1940,  there  were  20  cases  resulting 
in  four  deaths,  and  by  1945  there  were  only 
two  deaths,  but  a new  pattern  for  diphtheria 
was  evolving.  Morbidity  and  mortality  be- 
gan to  be  relatively  more  frequent  among 
older  age  groups  (Tables  1 and  3). 

Two  distinct  outbreaks  occurred  in  1954 
and  1955  (Table  3).  The  1954  outbreak  in- 
volved, primarily.  East  Omaha,  with  only 
a scattering  of  cases  in  the  near  north  side, 
and  South  Omaha  in  the  vicinity  of  a public 
housing  project.  Residents  of  East  Omaha, 
soon  after  the  appearance  of  the  disease  in 


1954,  received  extensive  immunization.  The 
other  two  areas  were  again  involved  in  the 
1955  epidemic. 

The  age  distribution  is  interesting  in  that 
32  per  cent  of  the  cases  were  among  indi- 
viduals 15  years  of  age  and  over.  There  were 
122  cases  and  carriers,  resulting  in  five 
deaths  for  the  two  years.  All  cases  and 
deaths  were  either  un-immunized  or  not  cur- 
rently immunized.2 

In  the  two  years  preceding  the  1954-55 
outbreaks  only  10  cases  and  no  fatalities  were 
reported.  In  the  absence  of  disease,  people 
understandably  lose  interest  and  become  un- 
concerned about  the  need  for  continuing  pro- 
tection. Under  such  circumstances  even  the 
medical  profession  finds  it  difficult  to  sus- 
tain interest  in  an  on-going  protection  pro- 
gram. 
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Cases  occurred  chiefly  in  the  low  socio- 
economic areas.  In  these  areas,  traditional- 
ly regarded  as  the  domain  of  the  health  de- 
partment, only  epidemics  associated  with  fa- 
talities, provide  the  necessary  stimulus  for 
individuals  to  visit  the  free  immunization 
clinics. 

During  the  winter  of  1961-62  a small 
diphtheria  outbreak  occurred  among  home- 
less, skid-row  men.^  The  outbreak  included 
eight  cases,  with  one  death,  all  associated 
with  a charity  mission  providing  food  and 
shelter  for  migrant  homeless  men.  This  out- 
break prompted  the  local  health  department 
to  institute  the  use  of  adult  Tetanus-Diph- 
theria toxoid  routinely  for  all  persons  over 
10  years  of  age,  a practice  not  yet  adopted 
routinely  by  private  physicians.  An  adult- 
type  diphtheria  toxoid  was  developed  in 
1955  and  has  been  shown  to  confer  solid  im- 


munity with  minimum  local  and  general- 
ized reactions.  This  toxoid  has  obviated  the 
common  use  of  the  Shick  test  in  adults. 

Present  Situation 

On  November  28,  1962,  a 33-year-old, 
white,  obese  woman  was  admitted  to  the 
emergency  room  of  a local  hospital,  unable 
to  talk,  but  coherent  enough  to  answer  by 
a nod  of  the  head.  She  had  had  a sore  throat 
for  approximately  10  days,  becoming  weak 
with  onset  of  fever,  sweating,  coughing  and 
chilling  three  days  prior  to  admission.  A 
pharyngeal  membrane  was  noted;  a culture 
was  taken  and  she  was  immediately  started 
on  intravenous  diphtheria  antitoxin,  after 
a sensitivity  test.  Later,  a tracheostomy  was 
performed,  but  the  patient  expired  five 
hours  after  admission.  A virulent  diphtheria 
organism  was  cultured  from  the  admission 


Figurt  2 

AGE  DISTRIBUTION  OF  DIPHTHERIA  DEATHS  EVERY  FIFTH  YEAR,  1880-1960 
AND  EPIDEMIC  YEARS,  1961-1962 
0MAHA-00U6LAS  COUNTY,  NEBRASKA 


November,  1964 


617 


nose  and  throat  specimens  and  from  the 
tracheal  membrane  obtained  at  autopsy. 
The  patient  had  no  prior  immunization. 

The  deceased  was  breast  feeding  an  un- 
immunized, asymptomatic,  culturally  nega- 
tive, 11-month-old  girl.  Ten  contacts  were 
examined  and  cultured.  No  other  active 
cases  were  found,  but,  interestingly,  three 
members  of  the  household  were  carriers  of 
a non-virulent  Corynehacterium  dijjhtheriae. 
None  of  the  contacts  ranging  in  age  from  8 
to  59  years  were  adequately  immunized. 

Query  of  contacts  and  association  of  ad- 
dresses revealed  that  the  deceased  had  had 
association  with  a 26-year-old  negro  male 
who  had  been  hospitalized  in  September  at 
the  same  hospital.  This  patient  exhibited 
a pharyngeal  membrane  with  partial  lar- 
yngeal paralysis  and  was  treated  as  a viru- 
lent diphtheria,  although  on  repeated  cultures 
a non-toxic,  avirulent  diphtheroid  was  iso- 
lated. Two  fully  immunized  asymptomatic 
contacts,  ages  11  and  15  years,  were  carrying 
a Corynebacterium  diphtheriae  mitis  type, 
one  toxigenic  and  the  other  non-toxigenic. 

Special  free  immunization  clinics  were  held 
in  the  neighborhood,  and  were  given  wide 
publicity. 

On  January  25th,  1963,  a 6-month-old  ne- 
gro boy  succumbed  to  suspected  diphtheria. 
Although  a positive  culture  was  not  ob- 
tained either  ante  mortem  (the  initial  culture 
was  lost)  or  post  mortem  (the  child  had  re- 
ceived antibiotics  one  day  prior  to  death), 
two  close  contacts,  age  two  and  one,  nephew 
and  brother  of  the  initial  case,  were  hos- 
pitalized on  succeeding  days,  (January  24 
and  25)  for  acute  pneumonia.  Virulent 
Corynebacterium  diphtheriae  was  obtained 
from  the  latter  cases.  Diphtheria  antitoxin 
was  administered  followed  by  uneventful  re- 
coveries. Several  months  previously  the 
well-child  clinics  had  dropped  this  family 
from  the  rolls,  due  to  non-attendance  after 
three  visits  by  the  Visiting  Nurse  Associa- 
tion. It  is  also  significant  to  note  that  this 
family  lived  one  block  from  the  residence  of 
the  lady  who  died  in  November  1962.  Forty- 
two  contacts  were  cultured,  of  which  two 
proved  to  be  carriers  of  an  avirulent  strain. 


All  individuals,  including  the  death,  cases, 
carriers,  and  contacts  were  un-immunized. 

Age  Distribution  and 
Immunization  Status 

The  present  emerging  pattern  reveals  two 
susceptible  populations,  namely,  older  indi- 
viduals (Tables  1 and  3)  and  those  very 
young  whose  parents  have  neglected  immun- 
izations. The  state  of  protection  among  in- 
fants in  the  lower  socio-economic  groups  is 
also  ominously  low.  A survey  of  180  one- 
year-old  infants  in  Douglas  County^^  revealed 
the  lowest  socio-economic  population  (Class 
V Hollingshead  Index)*  to  have  26.7  per 
cent  completion  rate  of  the  recommended 
series  of  baby  shots,**  24.5  per  cent  had  a 
partial  series,  and  11.1  per  cent  had  no  im- 
munizations. In  the  higher  socio-economic 
groups,  72.2  per  cent  were  complete,  22.2 
per  cent  partial,  and  there  were  no  infants 
that  had  not  started  their  immunization 
series. 

Utilizing  a quota  sampling  survey  tech- 
nique^i’^^  it  was  shown  that  of  those  indi- 
viduals between  15-39  years  of  age,  less  than 
20  per  cent  had  had  diphtheria-tetanus 
boosters  within  the  past  four  years. 

Case  Fatality 

It  is  also  apparent  that  the  case-fatality 
or  number  of  deaths  to  cases  has  not  changed 
materially  since  1920  (Table  3).  Even  with 
such  modern  tools  as  antitoxin,  antibiotics, 
and  excellent  nursing  care,  there  has  not 
been  a perceptible  decline  in  the  death-case 
ratio.  Diphtheria  is  a serious  disease,  lead- 
ing to  death  in  4 to  12  per  cent  of  cases. 

Socio-Economic  Factors 

Analysis  of  all  cases  of  diphtheria  from 
1954-62  by  census  tract  reveals  a significant 
association  of  diphtheria  with  those  areas 
of  Omaha  having  the  highest  per  cent  of 
dilapidated  housing  units  tabulated  from 
the  1960  census  (Figure  2).  Investigations 
revealed  as  many  as  eight  people  living  in  a 

*“Two  Factor  Index  of  Social  Position”  by  H.  B.  Hollings- 
head, Yaie  University,  1957. 

♦‘Complete  series  is  defined  as  any  child  having  three 
polio  injections  and/or  all  three  attenuated  live  polio 
virus  vaccine  and  three  DPT  shots  by  age  of  one  year. 
Smallpox  as  recommended  should  be  completed  by  one 
year  of  age. 
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Figure  3 

GEOGRAPHICAL  DISTRIBUTION  OF  DIPHTHERIA,  CORRELATED  WITH 
DELAPIDATED  DWELLING  UNITS,  BY  CENSUS  TRACTS 
OMAHA,  NEBRASKA-1954- 1962 


W c«n$ut  Tract  with  Reported  Coeai  of  Olphtherlo 
A Death  Due  to  Diphtheria.  1954-1962 


one-bedroom  apartment.  The  bathroom  in 
one  house  was  shared  by  17  individuals.  An 
average  size  older  house  that  consisted  of 
three  one-bedroom  apartments  having  19  in- 
habitants, provided  an  income  to  the  land- 
lord of  $48.50  per  week  or  $210  per  month. 
For  taxation  purposes  this  house  was  valued 
at  $750  and  the  owner  (a  large  real  estate 
agency)  paid  $30.08  a year  real  estate  taxes. 
The  majority  of  individuals  involved  in  this 
outbreak  were  supported  through  welfare 
programs,  and  living  under  comparable  con- 
ditions. 


Conclusions 

With  the  advent  of  effective  immunizing 
weapons  civic  and  professional  groups  con- 
fidently and  optimistically  anticipated  the 
complete  control  and  elimination  of  diph- 
theria from  Omaha.  The  hope  that  such 
could  be  accomplished  by  1930  proved  futile. 
Nor  did  the  appearance  of  the  sulfa  drugs 
in  the  thirties  or  the  antibiotics  of  the  forties 
result  in  its  eradication. 

In  retrospect  it  is  apparent  that  the  pro- 
cess by  which  susceptibles  are  eliminated 
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from  the  community  is  a never-ending  almost 
Herculean  task.  The  susceptibles  of  today 
are  never  quite  the  same  tomorrow,  and  the 
techniques  for  reaching  one  group  are  not 
necessarily  applicable  to  the  other.  Whether 
eradication  of  diphtheria  or  any  diseasef 
is  a possibility  within  the  reach  of  man  is  a 
moot  question.  As  a disease  approaches  the 
apparent  irreducible  minimum,  public  inter- 
est, professional  leadership,  and  political 
support  cannot  be  sustained,  and  as  a result, 
the  constant  vigilance  is  relaxed.  Apathy 
is  the  breeding  ground  for  resurgence  of 
that  disease. 

Today  we  may  make  the  following  con- 
clusions respective  to  diphtheria  confront- 
ing the  citizens  of  Omaha. 

1.  Diphtheria  continues  to  be  a real  prob- 
lem chiefly  affecting  the  lower  socio- 
economic groups,  particularly  the  very 
young,  and  adult  segment  thereof. 

2.  Diphtheria  affects  population  groups 
characterized  by  transiency,  not  only 
of  residents  within  the  city  but  also 
of  immigrants  from  other  areas  of  the 
country. 

3.  Three  areas  of  the  city  seiwe  as  foci 
of  infection  to  the  community.  In  gen- 
eral, these  areas  are  East  Omaha, 
near  north  side,  and  far  south  side  in 
the  packing  house  area. 

4.  Substandard  housing  with  the  attend- 
ant overcrowding  and  insanitation 
provide  an  environment  predisposing 
to  the  spread  of  the  disease. 

5.  The  population  mainly  at  risk  are  em- 
ployed chiefly  in  service  occupations 
such  as  maids  in  private  homes,  un- 
skilled workers  in  hospitals,  and  em- 
ployees of  the  food  service  industries 
such  as  restaurants,  hotels,  and  bars. 

6.  A death  from  diphtheria  is  a double 
tragedy  from  a medical  viewpoint. 
First,  active  immunization  was  neither 
obtained  nor  kept  current.  Second, 
after  illness  had  developed,  medical 
care  was  not  sought  in  time.  A death 
reflects  failure  on  the  part  of  the  in- 

tSmallpox,  Yellow  Fever  and  Malaria  are  examples  of  dis- 
eases which  have  been  essentially  eradicated  in  the  United 

States  yet  these  diseases  are  still  endemic  in  many  areas 

of  the  World. 


dividual  to  avail  himself  of  protection 
and  may  reflect  dereliction  on  the 
part  of  society  to  see  that  preventive 
medical  services  are  provided  to  those 
unable  to  pay  for  private  care.  7m- 
munization  in  infancy  and  a recall 
booster  every  four  years  through 
adulthood  has  proved  thus  far  the 
only  effective  deterrent  to  diphtheria 
fatality. 

Medical  needs  of  the  depressed  areas  of 
our  large  cities  should  be  defined,  and  em- 
phasis placed  on  proven  preventive  measures 
such  as  immunization.  We  must  remember, 
moreover,  that  it  is  not  only  the  interaction 
of  the  causative  agent  and  the  host,  but  also 
the  environmental  conditions  that  truly  af- 
fect the  resistance  of  the  host,  and  even  im- 
munization procedures  can  be  of  no  avail  if 
we  neglect  the  economical,  sociological,  en- 
vironmental, and  constitutional  factors  bear- 
ing upon  the  individual  and  his  society. 

Recommendations 

With  the  susceptible  populations  identified 
efforts  should  be  directed  toward  vaccination 
of  these  groups.  Therefore  it  is  recom- 
mended that: 

a.  Physicians  incorporate  immunization 
as  a routine  procedure  for  adults. 

b.  Clinics  be  provided  for  immunization 
of  adults  unable  to  pay  for  private  care. 

c.  Certain  high  - risk  adult  populations 
keep  immunization  current.  Included 
would  be  physicians,  dentists,  nurses, 
ambulance  drivers,  police,  teachers, 
and  others  engaged  in  direct  and  in- 
timate public  service  occupations. 

d.  Leap  years  be  designated  as  vaccina- 
tion years  in  which  emphasis  be  given 
to  adult  immunization. 

e.  Children  have  basic  immunization 
completed  or  at  least  started  by  the 
end  of  the  first  year  of  life. 

f.  The  Health  Department  provide  im- 
munization in  their  homes  to  indi- 
viduals who  have  failed  to  secure  im- 
munizations at  either  the  Immuniza- 
tion or  Child  Health  Clinics.  Thought 
might  well  be  given  to  the  creation  of 
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a specific  immunization  team  or  squad 
to  caiTy  out  this  vital  work. 

g.  Thought  be  given  toward  developing 
newer  patterns  of  immunization  need- 
ed to  provide  protection  against  the 
existing  hazards.  For  example,  pedia- 
tricians might  well  immunize  all  mem- 
bers of  the  family. 

Summary 

1.  Morbidity  and  mortality  figures  for 
diphtheria  occurring  in  Omaha  and 
Douglas  County  from  1880  to  the  pres- 
ent are  presented. 

2.  Present  data  identifies  foci  of  infection 
in  the  lower  socio-economic  groups, 
resident  in  three  blighted  areas  of 
Omaha. 

3.  Survey  data  reveal  inadequate  im- 
munization levels  among  the  low  socio- 
economic groups,  of  all  ages,  adults 
and  the  very  young. 

4.  Recommendations  are  made  regard- 
ing adult  immunization  and  ideas  are 
offered  relative  to  reaching  other  high- 
risk  populations.  Consideration  for 
development  of  new  patterns  of  im- 
munization is  suggested. 

5.  Leap  years  should  be  designated  as 
vaccination  years  in  which  special 
emphasis  is  given  by  physicians  to 
adult  immunization. 
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It  costs  hospitals  twice  as  much  to  cai’e  for  a patient  today 
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a day,  primarily  because  of  rising  wages  of  hospital  personnel, 
new  equipment  and  new  services. 
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ORGANIZATION  SECTION  ^ 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
November  7 — Norfolk,  Norfolk  State 
Hospital 

November  21  — Alliance,  Central  School 
Building 

December  5 — North  Platte,  Senior  High 
School  Building 

December  19  — Falls  City,  Elks  Club 

REGIONAL  MEETING,  New  Jersey,  Amer- 
ican College  of  Physicians;  New  Bi’uns- 
wick,  N.J.,  Rutgers  University,  Institute 
for  ^Microbiology,  University  Heights 
Campus;  November  4,  1964. 

MID-STATE  MEDICAL  MEETING— 
Kearney,  Nebraska,  November  17,  1964. 
Fort  Kearney  Hotel.  See  also  “Announce- 
ments.” 

REGIONAL  MEETING,  Montana  - Wyo- 
ming, American  College  of  Physicians ; 
Billings,  Montana,  St.  Vincent’s  Hospital, 
November  14,  1964. 

SOUTHERN  MEDICAL  ASSOCIATION, 
SECTION  ON  OPHTHALMOLOGY  — 
Annual  meeting,  Memphis,  Tennessee,  No- 
vember 16-19,  1964.  Contact  Secretary  of 
the  Section  on  Ophthalmologj’,  Dr.  George 

S.  Ellis,  812  Maison  Blanche  Building, 
New  Orleans  16. 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  POSTGRADUATE 
COURSES  COMING  UP— 

5.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  Diseases  of  the  Heart 
and  Lungs:  International  Inn,  Wash- 
ington, D.C.,  November  9-13,  1964. 

6.  Recent  Advances  in  the  Diagnosis  and 
Treatment  of  the  Heart  and  Lungs; 
Barbizon  Plaza  Hotel,  New  York  City; 
November  16-20,  1964. 

7.  Same  title : Hotel  Fontaineblau,  Miami 
Beach,  February  1-5,  1965. 

Registration  is  limited  and  tuition  fee 
charged. 

THE  AMERICAN  ACADEMY  OF  DER- 
MATOLOGY, 23rd  Annual  Meeting  — 
Chicago,  Palmer  House,  December  5-10, 


1964.  For  further  information,  Stanley  E. 
Huff,  MD,  636  Church  Street,  Evanston, 
Illinois. 

CONFERENCE  ON  BLOOD  AND  BLOOD- 
BANKING — American  Medical  Associa- 
tion; Chicago;  Drake  Hotel;  December  11- 
12,  1964. 

AMERICAN  COLLEGE  OF  CARDIOL- 
OGY, 14th  Annual  Convention  — Boston, 
Statler  Hilton  Hotel.  Make  reservations 
early  for  February  17-21,  1965. 

BOARD  OF  COUNCILORS,  Nebraska  State 
IMedical  Association  — Mid-Winter  Meet- 
ing, Sunday,  February  21,  1965,  Fort 
Kearney  Hotel,  Kearney. 

HOUSE  OF  DELEGATES,  Nebraska  State 
IMedical  Association  — IMid-Winter  Meet- 
ing, Saturday  and  Sunday,  February  27 
and  28,  1965,  Fort  Kearney  Hotel,  Kear- 
ney. 

AMERICAN  INDUSTRIAL  HEALTH 
CONFERENCE  — April  5-8, 1965 ; Amer- 
can  Hotel,  Bal  Harbour,  Miami  Beach, 
Florida,  Industrial  Health  Conference,  55 
East  Washington  Street,  Chicago,  111. 
60602. 

AMERICAN  SOCIETY  OF  CLINICAL 
PATHOLOGISTS  — Interim  meeting; 
Dallas,  Texas;  April  21-25,  1965. 

PUBLIC  HEALTH  AND  MEDICAL, 
CHEMICAL  AND  BIOLOGICAL  DE- 
FENSE COURSE  — To  be  given  at  the 
U.  S.  Army  Chemical  School  at  Fort  Mc- 
Clellan, Alabama,  on  April  26-30,  1965. 

CONTINUING  COURSES  FOR  PHYSI- 
CIANS — At  University  of  Nebraska 
College  of  Medicine.  See  “Announce- 
ments.” 

Future  ^leetings  of  the  American 

College  of  Surgeons — 

— 1965  — 

ATLANTA,  GEORGIA,  Januaiy  25-27  — 
Sectional  Meeting.  Dr.  Duncan  Shepard, 
Local  Chairman.  Atlanta  Biltmore  Hotel. 

PHILADELPHIA,  PENNSYLVANIA,  Feb- 
ruary 15  - 17.  Sectional  Meeting.  Dr. 
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George  P.  Rosemond,  Local  Chairman. 
Bellevue-Stratford  Hotel. 

SEATTLE,  WASHINGTON,  March  8-11. 
Annual  4-Day  Sectional  Meeting  for  Doc- 
tors and  Graduate  Nurses.  Olympic  Ho- 
tel and  nearby  hotels.  Dr.  Edward  B. 
Speir,  Local  Chainnan  for  surgeons’  pro- 
gram. Elizabeth  Giblin,  RN,  Local  Chair- 
man for  nurses’  program. 

ANNUAL  CLINICAL  CONGRESS,  October 
18-22,  1965,  Atlantic  City,  New  Jersey. 

— 1966  — 

BAL  HARBOUR,  FLORIDA,  January  IS- 
IS. Sectional  Meeting.  Americana  Hotel. 

HOUSTON,  TEXAS,  January  31  - February 
2.  Sectional  Meeting.  Sheraton-Lincoln 
Hotel. 

CLEVELAND,  OHIO,  March  14-17.  Annual 
4-Day  Sectional  Meeting  for  Doctors  and 
Graduate  Nurses.  Sheraton-Cleveland  and 
nearby  hotels. 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address : 
Secretary,  American  College  of  Surgeons,  55 
East  Erie  Street,  Chicago,  Illinois  60611. 


Medicare  in  Operation 

Submission  of  the  Nonavailability  Statement — 

If  a dependent  is  residing  with  the  spon- 
sor, a nonavailability  statement  which  is  a 
DD  Fomi  1251,  must  be  presented  in  addi- 
tion to  the  identification  card  when  a de- 
pendent is  seeking  medical  care  from  a 
civilian  source.  The  nonavailability  state- 
ment assures  the  physician  that  the  specific 
care  required  by  the  dependent  is  not  now 
available  at  a nearby  uniformed  services 
medical  facility. 

However,  the  nonavailability  statement 
does  not  assure  the  physician  that  the  re- 
quired care  is  authorized  within  the  scope 
of  the  Medicare  program.  The  physician 
rendering  care  must  make  sure  that  the  de- 
pendent has  the  statement  made  retroactive 


to  the  first  date  of  care,  otherwise  all  care 
rendered  before  the  date  of  issue  on  the 
statement  is  the  responsibility  of  the  spon- 
sor. 

Cases  when  a nonavailability  statement  is 
not  required  are : 

1.  When  it  is  a bona  fide  emergency. 

2.  When  the  sponsor  and  dependents  are 
residing  apart. 

3.  When  the  dependent  is  on  a trip 
away  from  the  sponsor’s  duty  station. 

A dependent  residing  in  the  immediate 
vicinity  of  the  sponsor’s  home  port  or  duty 
station  while  the  sponsor  is  temporarily 
away  at  sea,  school,  et  cetera,  is  considered 
to  be  residing  with  the  sponsor,  therefore, 
must  produce  a nonavailability  statement, 
when  requiring  care  from  a civilian  facil- 
ity. 

Unless  a nonavailability  statement  is  at- 
tached when  a Medicare  form,  DA  1863-2 
is  submitted  by  a physician  for  services  ren- 
dered, these  services  are  not  covered  under 
the  Medicare  program.  Exceptions,  of 
course,  are  those  mentioned  in  paragraph 
three. 


THE  MONTH  IN  WASHINGTON 

A House  - Senate  conference  committee 
deadlocked  over  the  Johnson  Administra- 
tion’s so-called  medicare  proposal  before  ad- 
journing to  campaign  for  the  November  elec- 
tions. 

It  meant  the  death  of  such  legislation  for 
this  year  unless  Congress  should  be  called 
back  in  special  session  after  the  elections 
for  further  consideration  of  the  legislation 
by  the  conference  committee. 

However,  medicare  supporters  said  they 
would  revive  the  issue  next  year  and  make 
another  attempt  to  get  Congressional  ap- 
proval for  hospitalization  for  the  aged  fi- 
nanced by  a social  security  tax  increase. 

Failure  of  the  committee  to  reach  agree- 
ment on  medicare  also  killed  a cash  increase 
in  social  security  benefits.  The  House  over- 
whelmingly voted  for  the  cash  increase. 
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The  Senate  voted  49-to-44  to  add  an  admin- 
istration proposal  that  Avould  have  financed 
some  hospitalization  and  nursing  home  care 
for  the  aged  under  social  security. 

A majority  of  the  House  conferees  — 
Ways  and  IMeans  Committee  Chairman  Wil- 
bur D.  IMills  (D.,  Ark.),  Reps.  John  W. 
Byrnes  (R.,  Wis.),  and  Thomas  B.  Curtis 
(R.,  Mo.)  — stood  pat  against  medicare. 
Democratic  Reps.  Cecil  R.  King  (Calif.)  and 
Hale  Boggs  (La.)  voted  for  it. 

Four  of  the  seven  Senate  conferees  voted 
to  the  last  in  the  conference  for  medicare. 
All  Democrats,  they  were  Sens.  Clinton  P. 
Anderson  (N.  Mex.),  George  A.  Smathers 
(Fla.),  Russell  B.  Long  (La.),  and  Albert 
Gore  (Tenn.).  Opposing  medicare  were  Fi- 
nance Committee  Chairman  Harry  F.  Byrd 
(D.,  ^"a.),  and  Sens.  John  J.  Williams  (R., 
Del.),  and  Frank  Carlson  (R.,  Kan.). 

The  conferees  from  each  the  Senate  and 
the  House  voted  as  a group  with  a majority 
determining  how  the  group  vote  is  cast. 

Byrnes  pointed  out  that  the  pro-medicare 
senate  conferees  had  denied  an  increase  in 
social  security  cash  benefits  by  refusing  to 
have  any  bill  approved  if  it  didn’t  include 
medicare. 

“Adequate  cash  benefits  and  medicare  can- 
not both  be  financed  through  a social  se- 
curity tax,”  Byrnes  said.  “Adoption  of  the 
Senate  amendment  would  make  it  impos- 
sible, as  a practical  matter,  to  adjust  cash 
benefits  in  order  to  meeting  increase  in  the 
cost  of  living.  Cash  benefits  under  social 
security  would  be  ‘frozen’.” 

Meantime,  the  federal-state  Kerr-Mills  is 
paying  part  or  all  of  the  costs  of  medical 
care,  including  hospitalization,  for  thou- 
sands of  aged  Americans  who  need  such 
help. 

Payments  for  medical  care  under  the  Na- 
tion’s federally-aided  public  assistance  pro- 
grams neared  the  $1  billion  mark  in  1963 
— an  increase  of  almost  $150  million  over 
1962,  according  to  recent  Health,  Education 
and  Welfare  Department  figures. 

Almost  three-quarters  of  the  total  — 
nearly  $745  million  — was  for  medical  as- 


sistance to  the  aged  under  the  Kerr-]\Iills 
Old  Age  Assistance  (OAA)  and  Medical  As- 
sistance for  the  Aged  (MAA)  programs. 
These  costs  alone  increased  by  nearly  $110 
million  over  1962. 

Medical  Assistance  for  the  Aged,  totalled 
$330  million,  an  increase  of  $79  million 
over  1962,  while  medical  care  costs  for  re- 
cipients of  Old  Age  Assistance  totalled  $415 
million,  an  increase  of  $31  million  over 

1962.  The  MAA  program  covers  the  aged 
who  can  provide  for  themselves  ordinarily 
but  need  help  on  their  medical  expenses. 
The  OAA  program  provides  medical  care 
for  the  aged  on  public  welfare  rolls. 

Total  costs  of  medical  care  in  1963  for 
the  needy  aged,  blind,  disabled,  and  fam- 
ilies with  children  totalled  $964,276,000,  a 
large  percentage  of  which  was  paid  for  hos- 
pitalization. 

The  figures  for  1963  showed  that  for  the 
federally-aided  programs : 

— Hospital  bills  accounted  for  about  40  per 
cent  of  the  expenditures,  or  $384,888,- 
000,  an  increase  of  $52  million  over 
1962. 

— Nursing  homes  received  $333,867,000, 
an  increase  of  $62  million  over  1962. 

— Physicians  were  paid  $88,942,000,  in- 
creased $7  million. 

— Dentists  received  $21,203,000,  increased 
$3  million. 

— Drug  payments  totalled  $89,216,000,  in- 
creased $12  million. 

— Various  other  services  such  as  optome- 
trists, pediatrists,  special  medical  sup- 
plies, etc.,  totalled  $46,072,000. 

Medical  care  for  needy  children  and  their 
parents  accounted  for  $111.7  million  or  $15 
million  over  1962.  Recipients  of  aid  to  the 
permanently  and  totally  disabled  received 
medical  care  benefits  of  $97.9  million  in 

1963,  about  $21  million  more  than  1962;  and 
aid  to  the  needy  blind  medical  care  reached 
$10.8  million,  an  increase  of  $1  million. 

Expenditures  under  the  Kerr-Mills  pro- 
gram, which  was  enacted  late  in  1960,  are 
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running  much  higher  now  than  in  1962 
because  more  states  have  the  program  in 
operation  and  its  benefits  have  been  ex- 
panded by  some  of  the  states  that  were 
among  the  first  to  start  it.  Kerr-Mills 
MAA  expenditures  totalled  about  $36.3  mil- 
lion for  185,641  aged  patients  in  July  1964. 

Kerr-Mills  programs  were  in  operation  by 
the  fall  of  1964,  in  38  states  and  four  other 
jurisdictions:  Alabama,  Arkansas,  Cali- 

fornia, Colorado,  Connecticut,  Delaware, 
Florida,  Hawaii,  Idaho,  Illinois,  Iowa,  Kan- 
sas, Kentucky,  Louisiana,  Maine,  Maryland, 
Massachusetts,  Michigan,  Minnesota,  Ne- 
braska, New  Hampshire,  New  Jersey,  New 
York,  North  Carolina,  North  Dakota,  Okla- 
homa, Oregon,  Pennsylvania,  South  Caro- 
lina, South  Dakota,  Tennessee,  Utah,  Ver- 
mont, Virginia,  Washington,  West  Virginia, 
Wisconsin,  Wyoming,  Guam,  Puerto  Rico, 
the  Virgin  Islands,  and  the  District  of  Co- 
lumbia. 

Four  other  states  — Georgia,  Indiana, 
Mississippi  and  New  Mexico  — have  au- 
thorized MAA  programs.  It  will  begin  in 
Indiana  on  January  1,  1965  and  is  sched- 
uled to  start  in  Rhode  Island  by  then. 

The  states  themselves  gave  favorable  re- 
ports on  their  experiences  with  the  Kerr- 
Mills  program.  For  instance.  Gov.  George 
Romney  of  Michigan,  one  of  the  first  states 
to  start  a Kerr-Mills  program,  told  the  Sen- 
ate Finance  Committee  that  his  state  “is 
proud  of  its  MAA  program  and  of  our  ef- 
forts to  provide  better  medical  and  hospital 
services  for  our  senior  citizens.” 

Romney’s  letter  was  prompted  by  charges 
that  Michigan’s  Kerr-Mills  program  is  in- 
adequate, does  not  reach  enough  people,  and 
is  too  heavy  a financial  burden  for  the  state. 
The  charges  were  made  by  HEW  Assistant 
Secretary  Wilbur  Cohen.  Romney  cited 
facts  to  show  that  none  of  Cohen’s  charges 
were  justified. 

To  inform  the  public  on  the  broad  range 
of  health  care  available  under  Kerr-Mills 
to  aged  persons  unable  to  pay  for  it  them- 
selves, the  American  Medical  Association,  in 
cooperation  with  state  and  county  medical 


societies,  conducted  a nationwide  educa- 
tional program. 

The  educational  program  included  explan- 
ations by  physicians  to  patients,  newspaper 
and  magazine  ads,  and  television  and  radio 
broadcasts.  Much  of  it  coincided  with  Com- 
munity Health  Week,  Oct.  18-24. 

The  government  has  started  an  investiga- 
tion of  thousands  of  drugs  in  an  effort  to 
determine  if  some  of  them  should  be  re- 
moved from  the  market. 

Drug  law  amendments  approved  by  Con- 
gress in  1962  established  Oct.  9,  1964,  as  the 
deadline  for  submission  by  drug  manufac- 
turers of  evidence  that  their  products  are 
effective. 

Food  and  Drug  Administration  officials 
expect  some  of  the  drugs  to  be  ruled  off  the 
market  as  worthless  and  others  to  be  re- 
quired to  change  their  labels. 

The  investigation  is  expected  to  take  three 
or  four  years.  It  will  encompass  all  drugs 
marketed  since  1938  with  the  possible  ex- 
ception of  a group  involved  in  a court  case 
in  Wilmington,  Del. 

FDA  Medical  Director  Joseph  F.  Sadusk 
announced  that  13  categories  of  drugs  have 
been  given  priorities  in  the  investigation. 
On  top  of  the  priority  list  are  nutritional 
drugs  called  proteolytic  enzymes  which  come 
in  the  form  of  pills  and  injections.  Others 
on  the  priority  list  are  fertility  drugs,  tran- 
quilizers, iron  preparations,  pediatric  drugs, 
antibiotic  combinations,  bioflavonoids,  hor- 
mone creams,  drugs  used  in  pregnancy,  anti- 
histamines and  local  anesthetics. 


Doctors  and  Medicine  in  the  News 

We  see  by  the  papers  that — 

Dr.  Cecil  L.  Wittson  became  the  dean  of 
the  University  of  Nebraska  College  of  Medi- 
cine on  September  1,  1964  following  the 
resignation  of  Dr.  J.  Perry  Tollman.  Dean 
Wittson,  a graduate  of  the  University  of 
South  Carolina  in  1931,  certified  by  the 
American  Board  of  Neurology  and  Psychi- 
atry, in  psychiatry,  and  by  the  American 
Psychiatric  Association  in  Mental  Health 
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Administration,  has  been  a member  of  the 
faculty  of  the  University  of  Nebraska  Col- 
lege of  Medicine  since  1950.  He  has  been 
professor  and  chairman  of  the  department 
of  neurology'  and  psychiatry  and  director  of 
the  Nebraska  Psychiatidc  Institute.  (From 
the  Pulse  of  the  University  of  Nebraska 
College  of  Medicine,  September,  1964). 

Dr.  and  Mrs.  J.  Perry  Tollman  will  be 
going  to  Thailand  where  the  Doctor  will 
spend  the  next  academic  year  as  Advisor  to 
the  Medical  School  at  Chiengmai.  After  this 
year  of  sabbatical  leave,  he  will  return  to 
the  College  of  Medicine  as  a professor  of 
pathology". 

Dr.  Tollman  has  been  dean  of  the  college 
for  12  years,  during  which  many  important 
developments  were  initiated  at  the  College 
of  Medicine.  Some  of  these  were  construc- 
tion of  the  Eugene  Eppley  Institute  for  Re- 
search in  Cancer  and  Allied  Diseases,  the 
Nebraska  Psychiatric  Institute,  the  new 
School  of  Nursing  Building,  and  the  Chil- 
dren’s Rehabilitation  Center.  (From  the 
Pulse  of  the  U of  Nebr  College  of  Medicine 
for  September,  1964). 

Dr.  Sehnert  Admitted  to  College  of  Clinical 
Pharmacology  and  Chemotherapy — 

Keith  W.  Sehnert,  MD,  Dorsey  Labora- 
tories, Lincoln,  Nebraska,  has  been  accepted 
as  a member  of  the  American  College  of 
Clinical  Pharmacologj'  and  Chemotherapy. 


DR.  KEITH  SEHNERT 


He  will  be  inducted  into  the  College  during 
its  first  annual  meeting  in  New  York  City, 
October  29-30,  1964. 

The  College  is  devoted  to  the  search  for 
and  development  of  professional  talent  dedi- 
cated to  pharmaceutical  research.  Dr. 
Sehnert  was  chosen  for  this  honor  because 
of  his  professional  contributions  in  the  fields 
of  medicine  and  drug  research. 

Dr.  Sehnert  is  the  Assistant  Medical  Di- 
rector for  Dorsey  Laboratories  and  is  an 
Instructor  in  the  Department  of  Medicine  at 
the  University  of  Nebraska  College  of  Medi- 
cine in  Omaha.  He  is  also  a member  of  the 
American  Medical  Association,  Nebraska 
State  Medical  Association,  Lancaster  County 
Medical  Society  and  the  American  Medical 
Writers’  Association. 

Dr.  Sehnert,  his  wife,  Colleen,  and  3 
daughters  reside  in  Lincoln,  Nebraska. 


Omaha  Doctors  Report  to  American 
Roentgen  Ray  Society — 

Included  among  the  50  reports  of  prog- 
ress in  radiology  made  to  the  convention  of 
the  American  Roentgen  Ray  Society,  Sep- 
tember 29-October  2,  at  Minneapolis  was  a 
paper  by  Drs.  Lawrence  R.  James,  John  J. 
Matoole,  Paul  Hodgson  and  Herbert  L. 
Davis,  PhD  of  Omaha. 

The  topic  was  “Pro-Coagulant  Effects  of 
Intravascularly  Administered  Contrast 
Media.’’  (From  News  from  American 
Roentgen  Ray  Society). 

A Creighton  researcher.  Dr.  Alfred  W. 
Brody,  lost  a three-inch  piece  of  teflon  tub- 
ing in  the  vein  of  his  arm  a week  or  so 
ago.  He  was  injecting  a new  product,  spok- 
en of  as  a triple  indicator,  into  himself  on 
an  experimental  basis.  Operation,  X ray, 
etc.,  have  failed  to  locate  it.  On  antibiotics 
and  anticoagulants,  the  doctor  says  he  is  not 
worried.  (Omaha  World-Herald,  Sept.  29, 
1964). 

Drs.  Kenneth  D.  Rose  and  F.  Lowell  Dunn 
have  dubbed  the  frequent  heart  attacks  at 
football  games  as  stadium-deaths.  Some 
have  occurred  before  the  television  screen. 
(Nebraska  City  News-Press,  Sept.  18,  1964). 
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An  editorial  in  the  Nebraska  City  Netvs- 
Press  stresses  the  ease  with  which  politicians 
make  new  programs  like  medicare  look 
cheap  but  with  equal  ease  add  to  them  until 
the  cost  is  out  of  hand.  The  writer  believes 
the  program  we  have — Kerr-Mills — is  ade- 
quate. 

“Non-organized  medical  staffs”  and  defi- 
cient records  are  blamed  for  the  failure  of 
144  hospitals  in  the  U.S.  to  be  accredited 
this  year  by  Dr.  Kenneth  Babcock  of  Chi- 
cago, as  reported  in  Lincoln  Evening  State 
Journal  for  Sept.  23,  1964. 

The  American  Association  of  Clinical 
Immunology  and  Allergy  and  a “Board” 
under  the  same  name  have  been  formed 
and  the  latter  incorporated  in  Nebraska. 
Dr.  S.  H.  Jaros  of  Omaha  is  president  of  the 
association  and  chairman  of  the  Board. 
(Columbus,  Nebr.  Tele, gram.  Sept.  22,  1964). 

Two  Nebraska  doctors  have  earned  the 
title  Hopie.  These  are  Dr.  H.  C.  Stewart 
of  Pawnee  City  and  Dr.  C.  M.  Foote  of 
Hastings.  They  were  volunteers  on  the 
famed  Hospital  Ship  HOPE  in  her  stay  in 
Ecuador  the  past  summer.  The  staff  of 
HOPE  takes  care  of  the  sick  and  teaches 
the  local  profession  in  methods  of  medicine 
and  surgery  during  its  stay.  Ecuador  was 
the  fourth  nation  to  be  visited  and  the  HOPE 
is  now  enroute  to  an  African  port.  About 
250  patients  a week  are  cared  for  during 
the  ship’s  stay.  (Lincoln  Morning  Star, 
Sept.  15,  1964). 


Announcements 

Symposium  on  Therapy  of  Shock — 

Physicians  are  invited  to  attend  all  or  a 
part  of  a two  and  one-half  day  program 
emphasizing  therapy  of  bacteremic  shock 
and  hear  more  than  twenty-five  guest  au- 
thorities in  the  field  of  bacteremic  shock 
from  various  parts  of  the  nation  discuss 
their  findings,  theories  and  therapeutic  ef- 
forts. 

The  symposium  on  Therapy  of  Shock  of 
interest  to  specialists  and  practitioners  and 
jointly  sponsored  by  the  Civil  Aeromedical 
Research  Institute  and  the  University  of 


Oklahoma  Medical  Center  is  scheduled  for 
November  19-21,  1964  at  the  Center  for 
Continuing  Education,  Norman,  Oklahoma. 
This  program  will  stress  therapy  of  shock 
based  on  laboratory  experiments  and  the 
wealth  of  clinical  experience  of  the  guest 
participants. 

Preceding  the  symposium,  the  twenty-five 
guest  authorities  will  gather  in  Oklahoma 
City  and  conduct  research  projects  accord- 
ing to  their  specific  interests.  This  “Shock 
Tour”  will  be  limited  to  the  guest  research- 
ers on  November  16,  17  and  18  at  the  Civil 
Aeromedical  Research  Institute.  Results  of 
the  three  days  laboratory  work  will  be  pre- 
sented and  discussed  with  current  therapeu- 
tic measures  being  stressed  at  the  Sym- 
posium on  Therapy  of  Shock. 

(Nebraska  and  Oklahoma  physicians  will 
be  interested  in  the  Nebraska  vs.  Oklahoma 
football  game  November  21st.) 

For  final  program  and  other  information, 
write;  Office  of  Postgraduate  Education, 
University  of  Oklahoma  Medical  Center,  801 
Northeast  13th  Street,  Oklahoma  City,  Okla- 
homa 73104. 


Section  on  Ophthalmology  of  Southern 
Medical — 

The  Section  of  Ophthalmology  of  the 
Southern  Medical  Association  announces  a 
most  outstanding  and  interesting  program 
to  be  presented  this  year  at  their  annual 
meeting,  November  16-19,  1964,  in  Mem- 
phis, Tennessee. 

The  live  television  surgical  program  will 
feature  surgery  of  cataract  and  strabismus 
by  Drs.  Ralph  S.  Hamilton,  J.  Wesley  Mc- 
Kinney, and  Daniel  F.  Fisher  of  Memphis, 
Tennessee  and  a panel  of  Ophthalmologists 
moderated  by  Dr.  Philip  M.  Lewis  of  Mem- 
phis, chairman-elect  of  the  section,  and  in- 
cluding Drs.  William  B.  Clark  of  New  Or- 
leans, Louisiana;  Louis  J.  Girard  of  Hous- 
ton, Texas,  and  DuPont  Guerry,  III,  of  Rich- 
mond, Virginia. 

The  program  will  feature  symposiums  on 
Retinal  Surgery,  Cataract  Surgery  and 
Corneal  Surgery  plus  papers  on  Exoph- 
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thalmos,  the  A and  Syndromes,  Cystinosis, 
and  so  forth. 

The  chairman,  Dr.  Albert  C.  Esposito,  also 
announced  that  Dr.  Harold  F.  Falls  of  Ann 
Arbor,  ^Michigan,  will  be  the  guest  speaker 
at  this  year’s  meeting. 

For  additional  information,  please  con- 
tact the  secretary  of  the  Section  of  Oph- 
thalmology', Dr.  George  S.  Ellis,  812  IMaison 
Blanche  Building,  New  Orleans,  Louisiana. 

Newer  Concepts  of  Diagnosis  and  Treatment 
Of  Some  of  the  Renal  Diseases — 

November  17,  1964 
Fort  Kearney  Hotel 

10:00  Dr.  E.  Gordon  Margolin,  “Proteinuria  and 
Examination  of  Urinary  Sediment” 

10:30  Dr.  Austin  Vickery,  “The  Pathology  of 
Pyelonephritis” 

11:00  Dr.  Kenneth  Urwiller,  “Treatment  of 
Pyelonephritis” 

11:30  Dr.  Robert  Vernier,  “Urinary  Tract  Infec- 
tions in  Children” 

1:00  Drs.  Vickery  and  Urwiller,  “New  Ideas  in 
Management  of  Renal  Calculi” 

1:30  Dr.  Margolin  and  Vernier,  “Peritoneal  Di- 
alysis” 

2:00  Dr.  Margolin,  “Renal  Failure” 

2:30  Dr.  Vernier,  “The  Nephrotic  Syndrome” 

3:00  Dr.  Urwiller,  “Use  and  Abuse  of  the  Cath- 
eter” 

4:00  Dr.  Vickery,  “Clinical  Pathological  Confer- 
ence” 

7 :30  Evening  Speaker  for  Doctors  and  Wives  — 
Mr.  Herbert  A.  Philbrick,  Former  FBI 
Counter  Spv  and  author  of  “I  Led  Three 
Lives” 

GUEST  SPEAKERS 

E.  Gordon  Margolin,  MD  — Department  of  In- 
ternal Medicine,  Jewish  Hospital,  Cincinnati, 
Ohio 

Austin  Vickery,  Jr.,  MD  — Pathologist,  Massa- 
chusetts General  Hospital,  Boston,  Massa- 
chusetts 

Kenneth  L.  Urwiller,  MD  — St.  Joseph  Mercy  Hos- 
pital, Pontiac,  Michigan,  Pontiac  General  Hos- 
pital 

Robert  L.  Vernier,  MD  — Associate  Professor,  De- 
partment of  Pediatrics,  University  of  Minne- 
sota 


Continuing  Courses  for  Physicians — 

The  titles  and  dates  for  continuing  cours- 
es at  U of  X College  of  iMedicine  from  No- 
vember to  iMay,  inclusive  are  indicated  be- 


low by  name  and  date.  No  further  informa- 
tion is  available  for  them  at  present.  If  you 
reserve  these  dates  on  your  calendar,  further 
information  will  be  sent  you  about  six  weeks 
prior  to  each  such  course: 

November  19  and  20,  1964  — Congenital  Malfor- 
mations 

December  7 and  8,  1964  — Basic  Review  of  Bio- 
chemistry for  Practicing  Physicians 

December  18  and  19,  1964  — New  Horizons  in  Lym- 
phoma and  Leukemia 

Januai-y  21  and  22,  1965  — Obstetrics  and  Gyne- 
cology 

February  5 and  6,  1965  — Basic  Vectorcardiography 

Febnaary  25  and  26,  1965  — Neui’ology  and  Psy- 
chiatry 

March  8,  1965  — Closed  Chest  Cardiac  Resuscitation 
April  5 and  6,  1965  — Pediatrics 

May  10  and  11,  1965  — Surgery  and  Ti'auma 
All  Courses  Applicable  for  Category  1 
Credit  — American  Academy  of 
General  Practice 

Physicians  are  also  invited  to  take  part  in  de- 
partmental rounds,  seminars  and  other  teaching 
activities  on  the  College  of  Medicine  campus.  A 
schedule  of  events  can  be  obtained  from  the  Office 
of  Continuing  Education. 

Special  arrangements  can  be  made  for  “post- 
graduate traineeships”  of  extended  periods  in  vari- 
ous clinical  departments.  Inquiry  should  be  made  to 
Office  of  Continuing  Education. 

Course  programs  will  be  mailed  to  your  office 
six  weeks  prior  to  each  course. 

For  further  information  write: 

Director  of  Continuing  Education 
University  of  Nebraska  College  of  Medicine 
42nd  and  Dewey,  Omaha,  Nebraska  68105 

Viruses  in  Leukemia — 

New  clues  to  the  possible  role  of  viruses 
in  human  leukemia  are  described  in  four 
scientific  reports  in  the  September  issue  of 
the  Journal  of  the  National  Cancer  Insti- 
tute. 

Two  of  the  articles  report  findings  by 
Public  Health  Service  scientists  of  the  De- 
partment of  Health,  Education,  and  Welfare 
working  in  the  laboratories  of  the  National 
Cancer  Institute,  Bethesda,  Maryland.  The 
others  are  by  Public  Health  Service  grantees 
at  Baylor  University,  Houston,  Texas. 

In  electron  miscroscopy  studies  by  a team 
of  National  Cancer  Institute  scientists  in- 
cluding Dr.  Albert  J.  Dalton,  now  Chief  of 
NCI’s  Laboratory  of  Viral  Carcinogenesis, 
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virus-like  particles  were  observed  in  thin- 
section  preparations  of  concentrated  blood 
and  bone  marrow  from  8 of  the  56  leukemia 
patients  studied.  These  particles  were 
somewhat  similar  in  shape  and  size  to  mouse 
leukemia  viruses.  No  particles  were  seen 
in  samples  of  blood  from  six  patients  in 
clinical  remissions  (temporary  absence  of 
symptoms  following  treatment)  nor  in  the 
blood  of  51  randomly  selected  volunteers.  A 
single  particle  was  found  in  the  blood  of 
one  of  36  normal  volunteers  matched  by 
age  (average,  8 years)  and  sex  with  a ma- 
jority of  the  patients  in  the  study. 

In  related  studies,  Dr.  Mary  A.  Fink  of 
the  Institute’s  Laboratory  of  Viral  Oncology 
and  Dr.  Richard  A.  Malmgren  of  the  Labor- 
atory of  Pathology  and  their  associates  pre- 
pared in  rabbits  an  antiserum  from  leu- 
kemic blood  plasma  in  which  Dr.  Dalton’s 
team  had  obseiwed  virus  - like  particles. 
The  resultant  antibodies  were  combined 
with  a fluorescent  chemical  substance.  This 
specific  antiserum  preparation,  used  as  a 
fluorescent  stain,  reacted  positively  with 
blood  and  bone  marrow  cells  from  the  ma- 
jority of  leukemia  patients  tested.  This 
positive  reaction,  possibly  indicating  the 
presence  of  a specific  viral  antigen,  was  ob- 
served in  specimens  from  49  out  of  72 
leukemia  patients  tested.  No  fluorescent 
reaction  was  observed  when  the  antiserum 
was  tested  on  material  from  non-leukemic 
individuals. 

Drs.  Fink  and  Malmgren  and  their  co- 
workers also  found  that  antiserum  prepared 
against  a known  mouse  leukemia  virus  re- 
acted positively  when  tested  on  blood  and 
bone  marrow  specimens  from  a significant 
number  of  leukemia  patients.  This  reac- 
tion suggested  to  the  investigators  that 
there  may  be  antigenic,  as  well  as  structural, 
similarities  among  strains  of  leukemia  virus 
infecting  various  species. 

Attempts  to  demonstrate  the  biological  ac- 
tivity of  the  particles  observed  with  the 
electron  microscope  by  Dr.  Dalton  and  con- 
firmed through  immunofluorescence  by 
Drs.  Fink  and  Malmgren  are  now  being  at- 
tempted. 
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Animal  Care  Panel — 

The  Griffin  Award  Banquet,  highlight  of 
the  15th  Annual  Meeting  of  the  Animal 
Care  Panel,  was  held  Thursday  night,  Sep- 
tember 24th  at  the  New  York  Hilton. 

An  association  of  Scientists  and  research- 
ers, the  Animal  Care  Panel  is  a non-profit 
educational  organization  of  institutions  and 
individuals  interested  in  the  production, 
care  and  study  of  animals  used  in  biomedical 
research.  The  membership  of  the  ACP  in- 
cludes representatives  from  medical,  dental 
and  veterinary  medical  schools,  pharmaceu- 
tical and  biological  manufacturing  firms, 
hospitals,  independent  and  government  lab- 
oratories, cage,  feed  and  equipment  manu- 
facturers. 

Wyeth  Donates  Medicine  for  U.S. 

Olympic  Team — 

Wyeth  Laboratories  has  sent  off  its  con- 
tribution of  drugs  for  use  by  the  U.  S. 
Olympic  team  in  Tokyo. 

Through  the  Medical  Services  Committee 
for  the  Olympics,  the  Radnor-based  phar- 
maceutical manufacturer  donated  quantities 
of  PEN-VEE  Oral  (R)  tablets,  a type  of 
penicillin;  COLLYRIUM  (R)  drops  for 
soothing  eye  irritations;  EQUANIL  (R), 
mild  tranquilizer  and  muscle  relaxant; 
POLYMAGMA  (R)  tablets  for  diarrhea, 
and  UNIPEN  (R),  a unique  antibiotic. 

S.  S.  Hope  Sails  for  Africa — 

The  S.S.  HOPE  sailed  for  Guinea  at  2 
the  afternoon  of  Sept.  30th,  on  its  maiden 
voyage  to  Africa.  The  white  hospital  ship 
weighed  anchor  in  New  York  harbor  after 
a two-week  refurbishing. 

Some  80  doctors,  nurses  and  medical  tech- 
nicians waved  goodbye  to  friends  and  rela- 
tives at  the  Farrell  Line  pier  at  the  foot  of 
33rd  Street,  Brooklyn.  They  will  not  be 
back  for  about  a year. 

Aboard  the  floating  medical  center  will  be 
several  staffers  who  have  served  on  the 
HOPE’S  three  previous  voyages. 

The  ship  will  be  under  the  command  of 
Capt.  Alfred  Boerum,  who  commanded  the 
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S.  S.  African  Pilot  when  it  made  its  first 
voyage  to  Havana,  Cuba,  in  December  of 
1962,  carrying  drugs  that  were  used  as  ran- 
som for  the  Bay  of  Pigs  prisoners. 

Paul  Felix  Warburg,  Project  HOPE  vice 
chairman,  presided  over  dockside  cere- 
monies, which  included  speeches  by  Francis 
C.  Brown,  HOPE  chairman,  and  Dr.  Wil- 
liam B.  Walsh,  founder  and  president  of 
Project  HOPE. 

The  HOPE  is  scheduled  to  arrive  in 
Conakry  on  October  15.  The  vessel  is  mak- 
ing the  trip  at  the  personal  request  of  Guinea 
President  Sekou  Toure,  who  has  invited  med- 
ical personnel  from  neighboring  African 
countries  to  participate  in  the  HOPE’S  teach- 
ing-training program. 

In  addition,  nutrition  and  immunization 
programs  initiated  by  the  late  Dr.  Dinah 
Kohner  will  be  set  up.  Dr.  Kohner,  of  Bel- 
fast, North  Ireland,  died  from  injuries  sus- 
tained in  a plane  crash  in  Ecuador.  Under 
these  programs,  mothers  are  educated  in 
child  nourishment  and  thousands  are  inocu- 
lated for  polio,  diphtheria,  tetanus  and 
whooping  cough. 

Also,  the  “Iron  Cow,’’  a machine  aboard 
the  S.  S.  HOPE,  will  continue  making  milk 
from  desalinized  water,  fats,  and  whole 
milk,  which  will  be  distributed  to  under- 
nourished African  children. 

The  African  trip  puts  HOPE  onto  its 
third  continent.  The  ship’s  first  journey 
was  to  Indonesia  and  South  Viet-Nam,  in 
Asia ; its  second  trip  was  to  Peru  and  its 
third  to  Ecuador,  both  in  South  America. 

As  in  previous  voyages,  the  permanent 
staff  of  some  80  Americans  will  be  augment- 
ed by  specialists  flown  in  at  two-month  in- 
tervals to  conduct  examinations,  treatments 
and  surgeries,  without  pay. 

Permanent  staffers  w o r k at  minimal 
salaries,  except  volunteers,  who  work  with- 
out pay.  Nearly  half  of  the  permanent  staff 
is  made  up  of  nurses;  several  staffers  are 
doctors,  and  the  remainder  are  technicians 
and  volunteers. 


News  and  Views 

AM^^  A Honors  Medical  Teacher  and  Author — 

The  American  Medical  Writers’  Associa- 
tion (AMWA),  at  its  1964  - meeting,  con- 
ferred its  highest  individual  honors  on  a 
medical  teacher  and  author,  and  the  editor 
of  one  of  the  nation’s  leading  medical  jour- 
nals. The  Association’s  “honor  award,” 
presented  annually  to  a non-member  who 
has  made  “distinguished  contributions  to 
medical  communications,”  was  given  to  Dr. 
Tinsley  R.  Harrison,  Professor  of  IMedicine 
of  the  Medical  College  of  Alabama.  Dr.  Har- 
rison was  cited  for  “high  accomplishment  as 
a teacher,  writer,  counsellor  and  practition- 
er of  medicine.”  The  award  was  presented 
to  Dr.  Harrison  on  behalf  of  the  AMWA 
by  Dr.  George  G.  Stilwell  of  Rochester,  Min- 
nesota, chairman  of  the  AMWA  Board  of 
Trustees. 

The  “Harold  S w a n b e r g Distinguished 
Service  Award,”  named  for  the  founder  and 
honorary  president  of  the  association.  Dr. 
Harold  Swanberg  of  Quincy,  111.,  was  pre- 
sented to  Dr.  Joseph  Garland,  of  Boston, 
editor  of  The  New  England  Jouimal  of  Medi- 
cine. Dr.  Garland  was  honored  for  hav- 
ing “brought  one  of  the  most  distinguished 
medical  publications  of  the  United  States 
to  a peak  of  superiority  for  the  scientific 
character  and  literary  quality  of  its  pre- 
sentations.” The  association  further  stat- 
ed of  Dr.  Garland:  “You  have  spoken  fear- 
lessly in  behalf  of  high  standards  in  medical 
education  and  practice  . . . Your  books  . . . 
have  inspired  young  men  into  medical  ca- 
reers. Your  perspicacity  and  humor  have 
endeared  you  to  physicians  everywhere.” 

The  award  to  Dr.  Garland  was  presented 
by  Dr.  Swanberg. 

AMWA  Cites  Medical  Journals  for  Excellence — 

Citations  for  “distinguished  service  in 
medical  journalism  to  the  medical  profes- 
sion” were  presented  by  the  American  Med- 
ical Writers’  Association,  at  its  1964-ses- 
sions, to  six  medical  publications. 

The  journals  honored  at  the  21st  Annual 
^Meeting  of  AMWA  were  Perspectives  in 
Biology  and  Medicine,  selected  as  outstand- 
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ing  in  the  category  of  specialty  and  re- 
search journals;  Clinical  Symposia  (of  the 
Ciba  Pharmaceutical  Co.),  cited  as  best 
among  many  “controlled  circulation”  jour- 
nals distributed  without  subscription  charge 
to  the  medical  profession;  Northivest  Medi- 
cine, honored  as  the  “best  national  or  re- 
gional general  medical  journal  in  1964;  Chi- 
cago Medicine,  selected  as  best  among  city 
and  county  medical  publications;  California 
Medicine,  outstanding  among  journals  of 
state  medical  associations;  and  ABBOT- 
TEMPO  (of  the  Abbott  Laboratories),  as 
outstanding  among  the  pharmaceutical  house 
organs. 

National  Scientific  Awards  Program  of  the 
Arthritis  and  Rheumatism  Foundation — 

In  order  to  promote  interest  in  investiga- 
tion of  cause  and  cure  of  rheumatoid  ar- 
thritis, the  Foundation  offers  four  annual 
awards,  as  follows: 

1.  The  Floyd  B.  Odium  Arthritis  Re- 
search Award; 

2.  Two  lectureship  awards,  research  and 
clinical ; 

3.  National  Fellows  Recognition  Award; 
and 

4.  Writing  awards  in  allied  professional 
fields,  of  which  there  are  five. 

Honoraria  of  up  to  $1000  plus  the  priv- 
ilege of  reading  their  papers  or  of  lectur- 
ing are  offered  in  each  category. 

Diet  and  Arthritis — 

An  answer  to  the  oft  repeated  question  of 
patients,  “What  about  diet  for  my  con- 
dition?” the  Arthritis  and  Rheumatism 
Foundation  has  a 16-page  booklet  contain- 
ing the  answers.  These  may  be  obtained 
from  the  state  chapters  of  the  Foundation. 

Osteoarthritis — 

While  more  than  90  per  cent  of  people 
past  60  years  of  age  have  some  degree  of 
osteoarthritis,  only  about  15  per  cent  have 
disabling  symptoms.  This  15  per  cent, 
however,  amounts  to  a considerable  number. 
The  Arthritis  and  Rheumatism  Foundation 


has  produced  several  booklets  designed  to 
instruct  patients  on  the  nature  of  their  af- 
fliction, the  possibilities  of  cure  or  ameli- 
oration of  symptoms,  and  methods  of  care  of 
the  diseased  patient.  These  booklets  are 
available  from  the  Foundation  at  10  Colum- 
bus Circle,  New  York,  New  York  10019 
or  from  the  78  chapters  in  various  states. 

Applicants,  Applications,  and  Acceptances 
To  Medical  Schools — 

From  the  “datagram”  of  the  Association 
of  American  Medical  Colleges  we  learn  that 
the  total  number  of  applicants  for  1963-1964 
was  11.5  per  cent  above  that  for  1962-1963, 
and  23  per  cent  above  that  for  1961-1962. 
“The  increase  in  number  of  applications  is 
proportionately  greater.”  “The  ratio  of  ap- 
plicants to  acceptances  is  almost  2:1..  .” 
This  gives  the  schools  a much  greater  chance 
to  be  selective.  These  data  would  seem  to  be 
encouraging. 


News  From  Our  Medical  Schools 

Five  Doctors  and  Others  Receive  25- Year 
Service  Awards  at  Creighton — 

Creighton  University  presented  25-year 
service  plaques  to  seven  teachers  at  a Foun- 
ders Week  dinner  for  the  faculty  Tuesday 
night. 

The  recipients  were:  The  Rev.  Raymond 
J.  Bishop,  S.J.,  professor  of  education  and 
psychology;  The  Rev.  Edmund  J.  Stumpf, 

S.J.,  university  spiritual  director;  Dr.  John 
W.  Gatewood,  clinical  professor  of  surgery; 
Dr.  Leo  V.  Hughes,  assistant  clinical  pro- 
fessor of  obstetrics  and  gynecology;  Dr. 
Frank  J.  Iwersen,  associate  clinical  profes- 
sor of  orthopedic  surgery;  Dr.  William  E. 
Kelley,  chairman  of  the  department  of 
dermatology,  and  Dr.  Wilber  A.  Muehlig, 
assistant  clinical  professor  of  surgery. 

Changing  Role  of  Professional  Nurse — 

The  changing  role  of  the  professional 
nurse  in  rendering  patient  care  is  demon- 
strated by  the  need  for  a new  series  of 
courses  for  the  practicing  nurse  offered  by 
the  University  of  Nebraska  School  of  Nurs- 
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ing  and  the  College  of  Business  Administra- 
tion. The  first  of  a series  labeled  “Toward 
Self  Improvement  in  Administrative  Tech- 
nique” will  be  a course  dealing  with  prob- 
lems of  management  faced  by  the  nurse  in 
her  everyday  duties  in  the  modern  hos- 
pital. 

The  first  course,  “Management  in  Nurs- 
ing,” will  be  held  each  Saturday  morning 
from  9 until  12  at  the  University  of  Ne- 
braska School  of  Nursing  in  Omaha,  begin- 
ning October  10  and  ending  November  21. 

William  G.  Dick,  Associate  Professor  of 
Business  Organization  and  Management,  of 
the  College  of  Business  Administration,  will 
teach  the  course. 

The  Office  of  Continuing  Education  at  the 
College  of  Medicine  is  in  charge  of  admin- 
istering the  course. 


Creighton’s  New  Three-MilHon-Dollar 
Medical-.School  Building — 

Creighton  University  broke  ground  Thurs- 
day, Sept.  24,  for  a three-million-dollar 
building  which  will  be  part  of  a new  School 
of  Medicine  on  the  Hilltop  campus. 

The  five-story  structure  will  house  the 
IMedical  School’s  administrative  offices  and 
classrooms  and  laboratories  for  first  and 
second-year  medical  students.  It  will  stand 
at  the  west  end  of  the  old  football  stadium 
area,  fronting  on  Twenty  - seventh  Street, 
and  will  form  the  second  unit  of  the  Dr. 
C.  C.  and  Mabel  L.  Criss  Medical  Center. 
Unit  One,  a niedical  re- 

search building,  was  completed  a year  ago. 

Guest  of  honor  at  the  3 p.m.  ground- 
breaking was  i\Irs.  Criss,  first  vice  presi- 
dent and  director  of  personnel  and  planning 
for  Mutual  of  Omaha.  Her  gift  to  Creigh- 
ton of  more  than  four  million  dollars  made 
the  project  possible. 

The  new  structure  will  contain  some 
seventy-thousand  square  feet  of  floor  space. 
Offices  for  the  dean  and  assistant  dean,  a 
dual-purpose  entrance  lobby  and  reception 
room  and  a temporary  library  will  be  on  the 
first  floor. 


The  second  floor  will  have  five  sixteen- 
man  laboratories  and  classrooms  for  first- 
year  students.  Similar  facilities  for  second- 
year  students  will  be  on  the  fourth  floor.  The 
third  and  fifth  floors  will  contain  depart- 
mental offices  and  departmental  labora- 
tories. An  anatomy  laboratory,  a conven- 
tional laboratory,  a lecture  room,  locker 
rooms  and  service  facilities  will  be  in  the 
basement.  Research  animals  will  be  quar- 
tered in  a 6,600-square-foot  deck  on  top  of 
the  building. 

Enclosed  bridges  will  connect  the  new 
unit  to  the  medical  research  building  at  the 
third,  fourth  and  fifth  floors.  The  struc- 
ture will  be  of  reinforced  concrete  faced 
with  buff  brick  veneer.  Peter  Kiewit  and 
Sons  Company  is  the  general  contractor. 
Tinsley,  Higgins,  Lighter  and  Lyon  of  Des 
Moines,  la.,  are  the  architects. 

Construction  of  three  units  of  the  Criss 
Medical  Center  was  a major  objective  in 
the  24-million-dollar  New  Goals  expansion 
program  launched  by  the  university  last 
year.  Unit  Three  in  the  five-year  program 
will  be  another  five-story  structure  hous- 
ing teaching  facilities  for  third  and  fourth- 
year  medical  students,  the  School  of  Phar- 
macy, medical  and  pharmacy  outpatient 
clinics  and  a permanent  medical  library. 

New  Staff  Members  at  University  of 
Nebraska  College  of  Medicine — 

During  the  summer  months,  five  n e w 
members  joined  the  staff  of  the  University 
of  Nebraska  College  of  Medicine,  as  follows: 

George  Dubes,  PhD,  came  from  the  Uni- 
versity of  Kansas  Medical  Center,  as  asso- 
ciate professor  of  microbiology'. 

Aaron  Smith,  PhD,  came  following  post- 
graduate work  at  Oxford,  as  assistant  pro- 
fessor in  neurology  and  psychiatry,  at  Ne- 
braska Psychiatric  Institute. 

W'arren  Fieber,  MD,  assistant  professor 
of  surgery  (anesthesia). 

Perry  Gardner  Rigby,  i\ID,  from  Beau- 
mont General  Hospital  (Army)  as  assistant 
professor  of  internal  medicine  and  section 
head  of  hematology,  Eppley  Institute. 
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Joseph  C.  Scott,  MD,  from  residency  at 
Mayo  Clinic,  as  instructor  in  obstetrics  and 
gynecology. 

More  Women  in  Med  School — 

The  largest  representation  of  femininity 
to  enroll  as  medical  freshmen  at  the  Univer- 
sity of  Nebraska  College  of  Medicine,  Oma- 
ha, in  recent  years  arrived  on  campus  Sept. 
17. 

Eight  girls  and  81  men  comprise  the  roster 
for  incoming  freshmen.  Orientation  was 
held  Thursday,  Sept.  17,  and  the  class  reg- 
istered for  its  first  term  on  Sept.  18. 
Classes  will  begin  on  Monday,  Sept.  21. 

The  future  feminine  physicians  are  pic- 
tured with  Cecil  L.  Wittson,  MD,  dean  of  the 
University  of  Nebraska  College  of  Medicine, 
at  one  of  the  orientation  sessions. 

Feminine  counterparts  of  the  class  are: 


Scholarship  Awards  for  19fi4-65 — 

Twenty  students  at  the  University  of  Ne- 
braska College  of  Medicine,  Omaha,  have 
been  awarded  $7,720  in  scholarships  for  the 
1964-65  academic  year.  Recipients  of  the 
scholarships  were  unanimously  recommend- 
ed by  the  College  of  Medicine’s  committee 
on  scholarships  and  awards  and  were  ap- 
proved by  the  College’s  dean. 

The  Pfizer  Laboratories  Medical  Schol- 
arship in  the  amount  of  $1,000  was  awarded 
to  junior  medical  student  Guy  T.  Haven.  He 
is  the  son  of  Mr.  and  Mrs.  W.  J.  Haven, 
3523  South  117th,  Omaha. 

Avalon  Foundation  Scholarships  were 
awarded  to  Paul  E.  Collicott,  junior  medical 
student,  son  of  Mr.  and  Mrs.  K.  Paul  Colli- 
cott, Broken  Bow;  Duane  G.  Koenig,  medi- 
cal junior,  son  of  Mr.  and  Mrs.  Albert  G. 
Koenig,  Route  1,  Beatrice;  Martin  R.  Lipp, 
medical  junior,  son  of  Dr.  and  Mrs.  Frank 
E.  Lipp,  5812  Pierce,  Omaha;  Joseph  C. 


Back  row,  left  to  right  — Linda  High,  Bertrand,  Nebraska;  Sally  Schneider,  8112  Arbor, 
Omaha;  Dorothy  Burner,  Oshkosh,  Nebraska;  Carol  Scott,  715  North  57th  Ave.,  Omaha.  Front 
row  — Sandra  Grummert,  Deshler,  Nebraska;  Barbara  Lawrence,  Alliance,  Nebraska;  Eliza- 
beth Maier,  3908  “U,”  Omaha;  Marilyn  Koehn,  3225  Pershing  Road,  Lincoln,  and  Cecil  L.  Witt- 
son, MD,  dean  of  the  College  of  Medicine. 
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Anderson,  medical  sophomore,  son  of  i\Irs. 
Clement  L.  Anderson,  Stromsburg;  Grace 
E.  Buehrens,  medical  sophomore,  daughter 
of  i\Ir.  and  Mrs.  H.  F.  Buehrens,  1710  East 
9th,  Winfield,  Kans. ; and  Jan  C.  Buhl,  soph- 
omore medical  student,  son  of  Mr.  and  Mrs. 
Clayton  E.  Buhl,  311  Mission,  Wichita,  Kan- 
sas. Each  scholarship  was  in  the  amount 
of  $600. 

The  August  Frederick  Jonas  Senior  Me- 
morial Fund  Scholarships,  in  the  amount  of 
$500  each,  were  awarded  to  Roy  N.  Xeil, 
medical  senior,  son  of  Mr.  and  i\Irs.  Lloyd 
Xeil,  Route  1,  Cozad;  and  Philip  G.  Rosene, 
medical  senior,  son  of  Mr.  and  Mrs.  W.  A. 
Rosene,  5304  iMadison,  Lincoln. 

Medical  sophomores  Earle  E.  Baillie  and 
Loren  H.  Jacobsen  received  the  Dr.  George 
E.  Lends,  Sr.  Fund  scholarships  of  $250 
each.  Baillie  is  the  son  of  Mr.  and  Mrs. 
Earle  C.  Baillie,  Loup  City;  Jacobsen  is  the 
son  of  Mr.  and  Mrs.  John  H.  Jacobsen,  Brok- 
en Bow.  The  Jetur  Riggs  Conkling  and 
Jennie  Hanscom  Conkling  Foundation  schol- 
arships were  awarded  to  David  A.  Sell,  med- 
ical senior,  son  of  Dr.  and  Mrs.  Paul  M. 
Sell,  Beatrice;  Joseph  S.  Henderson,  medi- 
cal junior,  son  of  Mr.  and  Mrs.  J.  H.  Hender- 
son, 1715  John  Creighton  Blvd.,  Omaha; 
Robert  R.  IMenter,  medical  junior,  son  of 
Mr.  and  Mrs.  R.  W.  Menter,  1301  So.  Xew- 
ton,  Sioux  City,  Iowa;  and  John  W.  Rob- 
erts, medical  sophomore,  son  of  Mr.  and  Mrs. 
Jack  Roberts,  1314  Ave.  “F,”  Scottsbluff. 
Conkling  scholarships  are  in  the  amount  of 
$250  each. 

The  Alpha  Kappa  Kappa  Alumni  Asso- 
ciation scholarship,  in  the  amount  of  $200, 
was  awarded  to  Sam  L.  Watson,  a junior 
medical  student.  He  is  the  son  of  Mr.  and 
Mrs.  Ira  L.  Watson,  Inman,  Xebr.  David 
C.  Babbitt,  junior  medical  student,  received 
the  Dr.  Ernest  Tibbetts  Manning  Memorial 
scholarship  in  the  amount  of  $120.  Bab- 
bitt is  the  son  of  Mr.  and  Mrs.  D.  C.  Bab- 
bitt, Arapahoe,  Xebr. 

The  Xu  Sigma  Xu  Alumni  Association 
scholarship  of  $100  was  awarded  to  Lonnie 
Lee  Waltner,  a senior  medical  student.  He 
is  the  son  of  i\Ir.  and  Mrs.  Ralph  Waltner, 
Hurley,  S.  D.  \’ernon  F.  Garwood,  medical 


senior,  son  of  i\Ir.  and  Mrs.  Ford  Garwood, 
Bassett,  received  the  Dundee  Kiwanis  schol- 
arship of  $50. 

Roberta  D.  Godfrey,  medical  senior  and 
daughter  of  Mrs.  Clarence  D.  Godfrey,  3074 
So.  41st  St.,  Omaha,  was  awarded  the  Fac- 
ulty Women’s  Club  scholarship  of  $150. 

Additions  to  Creighton  Medical  Faculty — 

Addition  of  nine  faculty  members  to  the 
staff  of  the  Creighton  University  School  of 
Medicine  was  announced  by  Dr.  Richard  L. 
Egan,  Dean. 

They  are:  John  M.  Barton,  PhD,  Assist- 
ant Professor  of  Anatomy ; K o r n e 1 ^1. 
Berenkey,  i\ID,  Assistant  Professor  of  Ob- 
stetrics and  Gynecologj’;  John  F.  Byers, 
MD,  Instructor  in  Pathology*;  Robert  0. 
Creek,  PhD,  Assistant  Professor  of  Physi- 
ology* and  Pharmacology*;  Rainer  Fried, 
PhD,  Assistant  Professor  of  Biochemistry; 
George  X.  Grant,  MD,  Assistant  Professor 
of  Surgery;  Xosrat  A.  Massih,  MD,  Instruc- 
tor in  Medicine;  Sheryvin  Mizell,  PhD,  As- 
sociate Professor  of  Physiology*  and  Pharma- 
cology*; and  John  Arlen  Thomas,  PhD,  As- 
sociate Professor  of  Physiology*  and  Phar- 
macology*. 

Dr.  Barton  holds  graduate  degi’ees  from 
Creighton  University  and  the  University* 
of  Xebraska.  He  has  been  on  the  faculty* 
of  the  Medical  College  of  Virginia,  Rich- 
mond, Va. 

Dr.  Berenkey*  received  his  medical  de- 
gree from  Albert  Einstein  College  of  Medi- 
cine, Xeyy*  York  City,  yvhere  he  had  been  on 
the  faculty*  since  1960. 

Dr.  Byers  is  a Creighton  medical  gradu- 
ate and  completed  a pathology*  residency*  at 
Creighton  Memorial  - St.  Joseph  Hospital 
after  serving  in  the  Air  Force. 

Dr.  Creek  received  graduate  degrees 
from  the  University*  of  Southern  Illinois 
and  the  University*  of  Indiana  and  yy*as  for- 
merly* on  the  faculty*  of  Indiana  University*. 

A native  of  Worms,  Germany*,  Dr.  Fried 
received  his  doctorate  in  Sao  Paulo,  Brazil, 
and  has  been  an  assistant  professor  at  In- 
diana University*  School  of  Medicine. 
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Dr.  Grant  received  his  medical  degree 
from  the  University  of  Oklahoma  and  a 
Master  of  Medical  Science  from  Ohio  State 
University  where  he  completed  a surgery 
residency. 

A graduate  of  the  University  of  Geneva, 
Switzerland,  School  of  Medicine,  Dr.  Mas- 
sih  has  been  a fellow  in  cardiology  at  the 
University  of  Louisville  School  of  Medicine. 
He  is  a native  of  Shiraz,  Iran. 

Dr.  Mizell  was  an  assistant  professor  at 
the  Medical  College  of  South  Carolina  be- 
fore coming  to  Creighton.  He  received  MS 
and  MD  Degrees  from  the  University  of 
Illinois. 

An  assistant  professor  at  the  University 
of  Virginia  before  coming  to  Omaha,  Dr. 
Thomas  received  his  graduate  degrees  from 
the  State  University  of  Iowa.  He  also 
taught  at  the  State  University  of  Iowa. 


Human  Interest  Tales 

Doctor  Donald  Harvey  has  joined  Doctor 
Brinkman  in  practice  at  Benson. 

Doctor  W.  Gerald  Fowler  arrived  in  De- 
Witt  in  September  and  opened  his  practice. 

Doctor  C.  R.  Williams,  Syracuse,  was  hon- 
ored at  a special  recognition  program  by  his 
community. 

Doctor  Roland  W.  Tyson,  Murray,  was 
honored  by  a special  recognition  program  in 
late  September. 

Doctor  Richard  B.  Svehla,  Omaha,  has 
been  appointed  Chief  of  Medical  Services 
for  Omaha-Douglas  County  Civil  Defense. 

Doctor  Donald  W.  Jones  is  moving  his 
practice  from  Hastings  to  Holdrege  where 
he  will  be  associated  with  the  Brewster 
Clinic. 

Doctor  Clifford  J.  Sells,  Epidemiologist, 
has  joined  the  Omaha  - Douglas  County 
Health  Department  for  a two  year  term  of 
service. 

Doctor  S.  H.  Brauer,  Norfolk,  was  re- 
elected President  and  Chief  of  Staff  of  the 


Lutheran  Community  Hospital  Medical  Staff 
in  September. 

Doctor  Harry  H.  McCarthy,  Omaha,  lec- 
tured at  a postgraduate  assembly  at  Santa 
Monica  and  Los  Angeles,  California,  dur- 
ing September. 

Doctor  Harold  V.  Smith,  Kearney,  spoke 
at  the  monthly  meeting  of  the  Kearney 
Registered  Nurses  discussing  the  Kerr-Mills 
Bill,  in  September. 

Doctor  and  Mrs.  Frank  H.  Tanner,  Lin- 
coln, were  visitors  in  Russia  in  the  first  Doc- 
tor to  Doctor  visit  of  its  kind  as  guests  of  the 
Soviet  Ministry  of  Health. 

Doctor  Otis  Miller,  Ord,  was  elected 
President-elect  of  the  Nebraska  Chapter  of 
the  American  Academy  of  General  Prac- 
titioners at  its  convention  in  September. 

Doctor  Keith  W.  Sehnert,  Lincoln,  was  in- 
ducted into  the  American  College  of  Clin- 
ical Pharmacology  and  Chemotherapy  at 
the  group’s  annual  meeting  held  in  New 
York  during  October. 

The  following  Nebraska  doctors  were  in- 
ducted into  the  American  College  of  Sur- 
geons on  October  8,  1964:  Drs.  Louis  A. 
Sojka,  Columbus;  William  J.  Chleborad, 
Fremont;  Dwaine  J.  Peetz,  Neligh,  and  P' 
William  Karrer,  Omaha. 


Deaths 

McGEE  — Dr.  Robert  R.  McGee  died 
September  17,  1964  at  the  age  of  42.  A 
practitioner  in  St.  Edward  since  1962,  Dr. 
McGee  had  previously  practiced  at  Howells 
and  Columbus.  He  was  a veteran  of  both 
World  War  II  and  the  Korean  crisis  and  a 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine. 

ALBRIGHT  — Dr.  J.  H.  Albright  died 
August  31,  1964  at  the  age  of  58.  He  had 
practiced  in  Columbus  since  1939  and  pre- 
viously at  David  City. 

FLETCHER  — Dr.  D.  L.  Fletcher,  a prac- 
titioner at  Orchard  since  1908,  died  Sep- 
tember 13,  1964.  Dr.  Fletcher  was  79  years 
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old  and  a graduate  of  the  Sioux  City  College 
of  Medicine,  Sioux  City,  Iowa. 

MacVEAN  - EDMONDS  — Dr.  Mary 
MacVean-Edmonds  died  August  24,  1964,  in 
Nebraska  City,  at  the  age  of  94.  From  1918 
until  1957  she  served  as  city  physician  of 
Nebraska  City.  She  was  a graduate  of 
Gross  Medical  College  in  Denver,  Colorado. 


Woman's  Auxiliary 

Dawson  County — 

Thirteen  members  of  the  county  medical 
auxiliary  met  Friday,  September  18,  at  the 
home  of  Mrs.  Jerry  Haskins  in  Lexington, 
to  view  a film  on  mental  health  shown  by 
Dr.  ^Tctor  Norall.  The  film  was  “A  Cry  for 
Help,”  made  up  by  the  Louisiana  State 
Mental  Health  Association. 

The  Health  Careers  Committee  composed 
of  IMrs.  Sam  Perry,  IMrs.  Charles  Hranac, 
and  Mrs.  Ed  Watson  announced  plans  for  a 
Health  Careers  Tea  to  be  held  at  the  Elks 
Club  in  Cozad  the  afternoon  of  October  14, 
with  all  auxiliary  members  assisting.  Guests 
will  be  all  county  students  of  Junior  and 
Senior  level  who  are  interested  in  para- 
medical careers.  A film  will  be  shown  and 
many  pamphlets  and  written  information 
concerning  various  types  of  medical  ca- 
reers will  be  available.  It  was  also  an- 
nounced that  three  girls  are  currently  using 
loans  made  possible  by  our  auxiliary  for 
nursing  and  technician  students. 

Our  legislative  chairman,  Pat  Perry,  point- 
ed out  the  interesting  but  little  recognized 
fact  that  the  King- Anderson  bill  being  con- 
sidered by  congress,  which  proposes  IMedical 
Care  for  the  Aged  Through  Social  Security, 
carried  some  fine  print  that  the  rate  of  tax 
through  Social  Security  will  be  10.4  per 
cent  on  an  income  base  of  $5600,  instead  of 
7.7  per  cent.  This  would  be  over  $560  per 
year,  half  paid  by  employer,  half  by  em- 
ployee. Quickly  reviewing  this,  one  of  our 
mathematicians  figured  that  if  a 23-year-old 
started  paying  this  in  1971,  he  and  his  em- 
ployer would  set  aside  $22,680  in  the  next 
42  years,  until  retirement.  Had  he  placed 


$540  in  a savings  account  at  4V-2  per  cent 
interest  he  would  have  a sum  of  $67,109.27 
in  the  same  period  of  time,  and  could  buy 
his  own  choice  of  medical  care  plus  many 
other  commodities  or  services. 

Mrs.  Ray  Wycoff,  our  Community  Seiw- 
ice  chairman  expressed  our  desire  to  be  ac- 
tive in  various  community  projects  includ- 
ing, assisting  the  Ministerial  Association  in 
any  way. 

A supply  of  sample  medicines  has  been 
gathered  and  sent  to  headquarters  for  dis- 
tribution in  International  Health  and  Dis- 
aster programs,  according  to  Mrs.  Jack 
Scholz.  The  group  voted  to  continue  the 
project. 

Gladys  Olsson,  Rural  Health  Chairman,  is 
hopeful  that  the  national  convention  for 
Rural  Health  will  be  held  in  Nebraska  in 
1965. 

The  members  attending  the  meeting  were 
Mesdames  Wycoff,  Norall,  Haskins,  Mc- 
Gee, Olsson,  and  Long  of  Lexington;  Pyle 
and  Perry  of  Gothenburg;  Rosenau,  Sheets, 
Hranac,  Scholz  and  Sitorius  of  Cozad. 

The  president,  Nancy  Long,  announced 
the  doctors  and  their  wives  will  have  a joint 
meeting  in  Gothenburg  October  5. 

Lancaster  County  Medical  Auxiliary — 

The  annual  Get-Acquainted  Tea  of  the 
Lancaster  County  Medical  Auxiliary  was 
held  at  the  home  of  Mrs.  Fred  S.  Webster. 
Welcoming  guests  to  this  first  fall  meet- 
ing, along  with  Mrs.  Webster,  were  Mrs. 
Frank  Cole,  auxiliary  president,  and  co- 
hostesses i\Irs.  John  Baldwin  and  Mrs.  Wil- 
bur Mhedman. 

Special  guests  for  the  occasion  were  the 
wives  of  new  members  of  the  Lancaster 
County  IMedical  Society,  wives  of  medical 
officers  at  the  Lincoln  Air  Force  Base  and 
wives  of  internes  at  the  Lincoln  hospitals. 


NOTICE  TO  ALL  COxNTRIBUTORS 
The  deadline  for  items  to  appear  in  the  fol- 
lowing' issue  of  the  JOURNAL  is  'the  10th  of  'the 
month.  The  JOURNAL  goes  to  press  on  the  12th. 
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Books 


“Infectious  Diseases  of  Children”  — 3rd  edition. 
Written  by  Saul  Krusman,  MD,  Professor  and 
Chairman  of  the  Department  of  Pediatrics,  New 
York  University  School  of  Medicine,  and  Robert 
Ward,  MD,  Professor  and  Chairman  of  the  De- 
partment of  Pediatrics  at  the  University  of 
Southern  California  School  of  Medicine.  Pub- 
lished in  August  1964  by  the  C.  V.  Mosby  Com- 
pany of  St.  Louis,  Missouri.  423  pages  (7"  by 
10")  with  66  figures  and  8 color  plates.  Price 
$15.75. 

This  book  provides  current,  practical,  clinical 
information  on  the  diagnosis,  treatment  and  possible 
complications  of  most  infectious  diseases  of  chil- 
dren, pai’ticularly  the  newer  viruses.  The  authors 
interpret  the  changes  which  have  occurred  in  this 
area  since  1960  when  the  previous  edition  was  pub- 
lished. 

This  new  3rd  edition  includes  these  important 
features : 

a.  Recommendations  for  the  use  of  the  new  vac- 
cines 

b.  Clinical  manifestations  of  cytomegalovirus  in- 
fections 

c.  Discussion  of  the  new  drugs  methisazone  for 
the  treatment  of  smallpox  and  IDU  for  the 
treatment  of  herpes  simplex  infections  of 
the  eye 

d.  Discussion  of  the  new  penicillins 

e.  New  methods  of  treatment  for  acute  bac- 
terial meningitis  and  staphylococcal  infections 

f.  A summary  and  chart  for  the  most  successful 
therapy  for  each  disease  described 

“Chemistry  and  Treatment  of  Adrenocortical  Dis- 
eases” by  F.  T.  G.  Prunty,  MD.  Published  in  1964 
by  Charles  C.  Thomas,  Springfield,  Illinois.  380 
pages  (6"  by  9")  with  33  figures  and  25  tables. 
Price  $14.00. 

This  book  will  be  of  tremendous  value  to  the 
clinician  and  to  the  clinical  biochemist  with  a par- 
ticular concern  for  this  field.  The  author  is  Pro- 
fessor of  Chemical  Pathology  in  the  University  of 
London  and  physician  in  charge  of  the  Department 
of  Metabolic  Diseases  at  St.  Thomas’s  Hospital 
in  London.  He  unravels  the  chemical  abnormalities 
in  adrenocortical  diseases  with  clarity  to  enable 
doctors  to  recognize  and  regulate  specific  biochem- 
ical lesions.  He  writes  with  foresight  to  alert 
biochemists  about  the  gaps  in  our  knowledge  of  the 
mode  of  action  and  metabolism  of  the  more  than  40 
steroid  hormones  isolated  from  the  adrenal  cortex. 

Adrenocortical  diseases  are  viewed  as  metabolic 
disturbances,  primary  and  secondary,  for  accurate 
clinical  diagnosis  and  effective  chemical  approach 
to  therapy.  The  newer  methods  of  investigation  and 
the  changing  concepts  that  have  ensued  are  clearly 
brought  into  focus  for  precise  clinical  application. 


Therapeutic  and  Diagnostic  Problems  in  Severe 
Renal  Failure”  by  Nils  Alwall,  MD,  and  24  col- 
laborators. Published  9 September  1964  by 
Charles  C.  Thomas,  Springfield,  Illinois.  744 
pages  (7"  by  10")  with  270  illu.strations,  radio- 
graphs, figures,  and  charts.  Price  $58.50. 

The  author  is  Professor  of  Internal  Medicine  and 
Head  of  the  Renal  Clinic  at  the  University  of  Lund 
in  Sweden.  He  presents  in  this  monograph  the 
clinical  and  experimental  studies  on  therapeutic 
and  diagnostic  problems  in  surgical,  urological,  ob- 
stetrical, and  medical  patients  with  severe  renal 
failure  including:  1075  patients,  2003  treatments 

with  the  artificial  kidney  (dialysis,  ultrafiltration), 
experiences  with  arteriovenous  shunt,  renal  biopsy, 
clinical  value  of  assessing  kidney  area  from  ab- 
dominal radiographs,  clinical  and  experimental 
studies  on  overhydration  in  renal  failure  with  em- 
phasis on  uremic  pulmonary  edema  and  cerebral 
edema. 

The  authors  draw  on  their  experience  with  the 
artificial  kidney,  which  experience  began  in  1946. 
The  accounts  presented  deal  mainly  with  patients 
treated  with  the  artificial  kidney,  but  some  prob- 
lems are  also  illustrated  by  cases  treated  conserv- 
atively. Appended  case-reports  are  presented  with 
sufficient  detail  to  enable  the  reader  to  follow  the 
development  of  the  artificial  kidney,  the  difficul- 
ties encountered,  and  the  results  obtained  over  the 
course  of  the  past  18  years. 

This  book  is  thus  an  answer  to  the  many  ques- 
tions that  doctors  from  all  parts  of  the  world  have 
asked  when  faced  with  difficult  clinical  problems. 
The  technical  aspects  of  the  discussion,  howevei’, 
have  not  diverted  the  authors  from  their  first  con- 
sideration, namely,  the  clinical  care  of  the  indi- 
vidual patient. 

677  case  histories  are  reviewed.  1387  references 
are  listed  in  the  bibliography. 


“Thyroid  Disorders  — A Guide  to  Diagnosis  and 
Treatment”  by  I.  P.  C.  Murray,  MD,  Physician  in 
Thyroid  Endocrinology  and  Nuclear  Medicine, 
Prince  Henry  Hospital,  Sydney,  Australia.  Pub- 
lished 9 September  1964  by  Charles  C.  Thomas, 
Springfield,  Illinois.  88  pages  (6"  by  9").  Price 
$3.50. 

Disorders  of  the  thyroid  comprise  a part  of  the 
practice  of  each  physician.  In  recent  years  there 
have  been  dramatic  advances  in  knowledge  regard- 
ing both  normal  and  abnormal  thyroid  function, 
which  have  led  to  the  introduction  of  many  new 
diagnostic  procedures. 

This  book  has  been  designed  to  provide  an  outline 
of  present-day  concepts  of  the  investigation  and 
treatment  of  disorders  of  the  thyroid.  In  the  first 
part,  normal  and  abnormal  iodine  metabolism  is 
considered  in  some  detail  to  provide  a basis  for 
understanding  the  use  of  radioactive  iodine  in  the 


November,  1964 


637 


diagnosis  of  thyroid  disorders.  In  the  second  half, 
major  clinical  disturbances  of  thyroid  function  are 
outlined. 


“Physiological  Problems  in  Space  Exploration,” 

edited  by  James  D.  Hardy,  PhD.  Published  by 

Charles  C.  Thomas,  Springfield,  Illinois,  on  1 June 

1964.  333  pages  (6"  by  9")  with  76  figures  and 

12  tables.  Price  S12.50. 

The  editor  of  this  book,  a Professor  of  Physiology 
at  the  Yale  University  Medical  School  was  for- 
merly Director  of  Research  for  the  U.  S.  Naval 
Aviation  Medical  Acceleration  Laboi-atoiy.  He,  and 
six  other  eminent  scientists,  have  presented  in  this 
book  background  information  and  the  state  of 
knowledge  in  the  following  aspects  of  space  psy- 
chophysiology: 

a.  Temperature  Problems  in  Space  Travel 

b.  High  Energy'  Radiations 

c.  The  Gaseous  Requirements  (Respiration) 

d.  Food  Requirements  in  Space 

e.  Acceleration 

f.  Weightlessness  and  Sub-Gravity  Problems 

g.  Sensoi-y  and  Perceptual  Problems  in  Space 
Flight 

h.  Isolation  and  Disorientation 

i.  Physiologic  Rhy'thms 


“Electronic  and  Computer- Assisted  Studies  of  Bio- 
Medical  Problems,”  edited  by  Otto  H.  Schmitt, 
PhD,  and  Cesar  A.  Caceres,  MD.  Published  in 
March  1964  by  Charles  C.  Thomas,  Springfield, 
Illinois.  314  pages  (6"  by  9").  Price  $12.50. 

This  book  is  a verbatim  transcript  of  a three-day 
meeting  of  34  of  our  country’s  leaders  in  the  field 
of  bio-medical  electronics,  with  especial  emphasis  of 
their  application  in  the  field  of  medicine  and  the 
life  sciences.  Topics  discussed  were  as  follows: 


Know  Your 
Blue  Shield  Plan 


A Personalized  Service:  Preprinted 
Report  Forms — 

To  facilitate  processing  of  medical  re- 
ports, Nebraska  Blue  Shield  preprints  your 
name  and  code  number  on  the  report  forms 
before  mailing  a supply  to  you.  It’s  im- 
portant, therefore,  that  you  use  only  those 
preprinted  forms  that  caiu’y  your  name  and 
code  number.  Otherwise,  a mix-up  could 
occur  — with  the  check  being  sent  to  the 
doctor  whose  name  is  preprinted  on  the 
form,  rather  than  to  the  doctor  who  rendered 
the  service. 


You  can  avoid  such  a mix-up  by  being  sure 
you  have  a supply  of  your  own  preprinted 
foi-ms  on  hand  at  all  times.  If  you’ve  run 
out  of  your  personalized  forms,  just  drop 
us  a card  asking  for  a new  supply.  Your 
request  will  be  promptly  filled.  And  sug- 
gest that  your  colleagues  do  the  same  thing 
next  time  one  of  them  asks  you  for  one  of 
your  preprinted  forms. 


“Test  of  Performance”  Completed — 

The  nationwide  “Test  of  Performance” 
survey,  conducted  under  the  auspices  of  the 
National  Association  of  Blue  Shield  Plans, 
has  now  been  completed. 


a.  What  Data  Should  Be  Recorded,  and  What 
Part  of  This  Data  Should  Be  Electronically' 
Extracted  for  Machine  Input  Purposes  to  Make 
Automated  Analy'sis  Most  Valuable  for  Re- 
search, for  Clinical  Use,  and  for  Epidemi- 
ological Studies? 

b.  What  Electronic  and  Computer  Techniques 
Should  Be  Utilized  in  Automated  Analysis  ? 

c.  What  Forms  of  Magnetic  Tape  Recording  Are 
Most  Economical,  Versatile,  and  Efficient  for 
Biophysical  Research  ? 

d.  What  Are  the  Special  Features  of  Good  Bio- 
telemetry, Magnetic  Tape,  and  Electronic 
Computer  Sy’stems  Which  Make  for  Com- 
patibility, Economy*,  Efficiency,  Accuracy*,  and 
Simplicity  ? 

e.  What  Features  Would  Characterize  a Widely 
Useful  Electronic  Computer  Specially  De- 
signed to  Seiwe  the  Needs  of  Research  in  the 
Life  Sciences? 

— F.M.N. 


It  is  felt  that  the  data  obtained  from 
the  survey  will  prove  to  be  of  great  value 
to  Blue  Shield  Plans  throughout  the  country 
in  evaluating  their  present  level  of  perform- 
ance, in  developing  comparisons  with  other 
Blue  Shield  Plans,  and  in  planning  for  fu- 
ture market  needs. 

Nebraska  Blue  Shield  would  like  to  take 
this  opportunity  to  thank  all  the  members 
of  the  medical  profession  for  their  coopera- 
tion in  making  this  suiwey  a success. 

Blue  Shield  Plans  Return  14%  More  in 
Benefits  Than  Commercial  Carriers — 

The  Blue  Cross/Blue  Shield  Plans  across 
the  country  returned  93  per  cent  of  subscrip- 
tion income  as  benefits,  compared  to  79  per 
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cent  for  the  commercial  insurance  industry 
— a 14  per  cent  higher  return  by  the  Blue 
Plans. 

These  data  — for  1962  — were  reported 
in  the  Social  Security  Bulletin,  December, 
1963,  issue.  The  comparative  figures  are: 

Blue  Cross/  Insurance 

Blue  Shield  Carriers 

Subsci’iption  Income  $3.1  Billion  $3.9  Billion 

Benefit  Return  2.9  Billion  3.1  Billion 

Retained  for  Operating 

Expense  and  Reserves 0.2  Billion  0.8  Billion 


MAN  OR  MOUSE? 

(Continued  from  page  587) 

ment-prescribed  and  government-controlled 
medical  practice  — socialized  medicine. 

At  first  flush  this  doctor’s  idea  seemed 
impossible  to  accomplish,  partly  because 
agreement  among  doctors  is  always  hard  to 
come  by  and  partly  because  we  might  be 
accused  of  daring  Congress  to  try  to  make 
us  accept  socialized  medicine.  This  might 
hurry  rather  than  prevent  passage  of  such 
legislation.  Today,  however,  came  the  cur- 
rent issue  of  the  World  Medical  Journal, 
the  official  organ  of  the  World  Medical  As- 
sociation. In  its  pages  there  is  an  analysis 
of  the  two  prominent  and  well  publicized 
“strikes”  by  doctors,  the  one  in  Saskatche- 
wan and  the  more  recent  one  in  Belgium. 
This  points  out  that  these  were  not  strikes 
in  the  true  sense  of  the  word.  In  both 
instances  the  medical  men  carefully  provid- 
ed for  care  of  all  the  medical  needs  of  the 
people,  though  not  in  the  usual  manner,  and 
in  neither  case  did  any  harm  result  to  the 
public.  It  also  points  out  that  in  both  in- 
stances the  “strike”  occurred  after  the  ac- 
complished fact  of  the  passage  of  the  dele- 
terious legislation,  not  before.  In  both  in- 
stances the  resistance  by  the  medical  pro- 
fession won  definite  though  partial  victories. 
The  analysis  of  the  Belgian  situation  is  a 
little  more  detailed  than  that  of  Saskatche- 
wan and  is  quite  enlightening. 

In  Belgium  the  law  was  passed  before 
strong,  organized  resistance  by  the  doctors 
began.  The  effective  resistance  was  by  con- 
siderably less  than  100  per  cent  of  the  pro- 


fession but  was  very  vigorous.  The  fight 
was  carried  on  for  171  days,  the  last  18 
of  which  included  closing  of  all  medical 
offices.  During  the  early  part  of  the  ar- 
gument the  older  medical  association,  or- 
ganized in  1864,  carried  on  the  negotia- 
tions. It  was  noted  that  the  attack  by  the 
old  medical  association  was  somewhat  weak 
and  showed  a tendency  to  give  up  on  many 
important  points.  Finally,  a group  of 
younger  physicians  in  the  Liege  area  formed 
a new  association  (which  eventually  includ- 
ed a majority  of  the  doctors  in  all  the  prov- 
inces) and  set  out  to  give  battle  to  the  gov- 
ernment. Under  pressure,  especially  when 
the  doctors  closed  their  offices,  the  govern- 
ment began  to  retreat.  However,  the  law 
was  on  the  books  and  could  not  be  changed 
until  the  next  session  of  Parliament.  The 
temporary  agreement  is  now  in  force  and 
satisfies  the  doctors  for  the  present.  A new 
bill  has  been  prepared  to  present  to  the 
next  Parliament,  a bill  which  resulted  from 
consultations  between  the  government  and 
the  medical  profession  and  which,  when 
passed,  will  be  satisfactoiy  to  the  physicians. 
This  is  better  than  the  Saskatchewan  status 
where  the  law  remains  unchanged  though 
the  doctors  work  under  an  agreement  that 
only  partly  satisfies  their  demands  and  with 
no  assurance  the  law  will  ever  be  changed. 

These  two  instances  of  organized  resist- 
ance by  the  medical  profession  have  shown, 
in  the  words  of  the  article  in  the  Journal 
of  WMA  (Cosset,  J.  R. : The  Belgian  medi- 
cal dispute  in  retrospect.  WMJ  11 :296, 
Sept.,  1964)  that  “.  . . it  is  very  difficult 
to  practice  medicine  without  the  doctors, 
and  that  it  is  impossible  to  impose  upon 
them  conditions  they  will  not  accept.”  Also, 
“Let  us  not  forget  that  governments  will 
always  hesitate  to  collide  head-on  with  a 
strong,  coherent  and  determined  medical 
association.  Weakness  and  internal  division 
are  always  helpful  to  our  opponents.” 

It  appears  that  my  friend  who  advises  giv- 
ing advance  notice  to  our  government  of 
what  our  profession  will  and  will  not  do 
has  a strong  point  and  perhaps  the  winning 
hand  in  this  serious  matter.  Perhaps  we 
hold  all  the  high  cards  in  a no-trump  hand. 


November,  1964 
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TUBERCULOSIS  ABSTRACTS 

TRANSTRACHEAL  ASPIRATION  TO 
DETERMINE  BACTERIAL  FLORA  OF 
LOWER  RESPIRATORY  TRACT 
When  the  oropharynx  is  bypassed  in  the 
search  for  bacteria  in  the  lower  respiratory 
passages,  mixed  organisms  are  seldom  re- 
covered, suggesting  that  patients  with  symp- 
toms of  “chronic  bronchitis”  seldom  harbor 
bacteria  in  these  passages. 

Infection  of  the  lower  respiratoiy  tract  is  re- 
ceiving increasing  attention  as  a possible  cause 
of  chronic  bronchitis  and  emphysema.  There  is 
evidence  that  Haemophilus  influenzae  and  pneu- 
mococci, organisms  said  to  be  the  most  frequent 
pathogens  in  chronic  bronchitis,  are  commonly 
isolated  from  the  mouth  and  pharynx  of  persons 
who  have  no  respiratory  ailment,  and  that  oro- 
pharyngeal secretions  mask  the  bacteriology  of 
those  expectorated  from  the  lower  respiratory  pass- 
ages. 

Aspirates  obtained  at  bronchoscopy  by  ordinary 
techniques  are  frequently  contaminated  with  oro- 
pharyngeal organisms.  To  overcome  this  diffi- 
culty, refinements  such  as  the  use  of  a polyethylene 
tube  to  protect  a retractable  cotton  swab  have 
been  employed  at  bronchoscopy,  and  transtracheal 
aspiration  was  developed  in  an  attempt  to  bypass 
the  orophai-ynx  completely. 

CULTURES  COMPARED 

In  the  present  study,  a comparison  was  made 
of  cultures  obtained  by  bronchoscopic  swabbing 
and  by  transtracheal  aspiration  in  44  unselected 
consecutive  patients  requiring  bronchoscopy. 

Of  the  44  patients,  all  but  two  had  roentgeno- 
graphic  evidence  of  pulmonary  disease.  Prior  to 
examination  14  patients  had  received  antibiotics 
that  might  have  eliminated  pre-existing  infection  of 
the  lower  respiratory  tract. 

Transtracheal  aspiration  was  performed  imme- 
diately before  bronchoscopy.  The  trachea  w a s 
punctured  between  the  cartilaginous  rings.  A six- 
inch  length  of  vinyl  tubing,  sterilized  by  auto- 
claving, was  inserted  into  the  trachea  through  the 
needle,  which  was  withdrawn. 

All  cultures  obtained  by  both  methods  were  in- 
cubated aerobically  at  37  degrees  centigrade  on 
blood  agar  plates  for  appi’oximately  48  hours.  In 
6 cases  (3  by  each  method)  3 or  fewer  colonies 
of  organisms  were  obtained.  Since  they  appeared 
to  be  extraneous  contaminants,  these  cultures  were 
included  with  the  negative  tests. 

The  transtracheal  method  yielded  the  higher 
number  of  negative  cultures  and,  in  addition, 
fewer  “single  organism”  positive  cultures.  Two 
patients  yielded  the  same  single  organism  (one 
a staphylococcus  and  the  other  a pneumococcus) 
b>'  both  methods.  Only  4 cultures  obtained  by  the 
transtracheal  route  yielded  mixed  organisms  as 
compared  with  11  by  the  other  method. 


MIXED  ORGANISMS  RARE 

Mixed  organisms  were  recovered  so  infrequent- 
ly by  the  transtracheal  route  that  one  suspects 
that  when  they  are  recovered  the  tip  of  the  vinyl 
tube  had  been  coughed  out  of  the  trachea  into  the 
pharynx.  This  theoi-y  is  partially  substantiated 
by  the  fact  that  cultures  obtained  later  at  pulmon- 
ary resection  were  negative  in  the  one  patient  with 
noninfectious  pulmonary  tuberculosis  whose  trans- 
tracheal culture  yielded  mixed  organisms.  Further- 
more, past  experience  indicates  that  patients  with 
pulmonary  tuberculosis  and  other  chronic  pulmon- 
ary affections  almost  invariably  have  sterile  lower 
respiratory  tracts  at  thoracotomy. 

The  one  patient  with  chronic  lung  abscess 
yielded  a nonhemolytic  streptococcus  by  trans- 
tracheal aspiration  on  two  occasions.  The  same 
organism  was  cultured  from  the  lung  when  the 
lesion  was  excised  later.  Bronchoscopic  culture 
yielded  a mixtui-e  of  organisms.  One  patient  with 
bronchogenic  carcinoma  yielded  negative  cultures 
by  the  transtracheal  method  and  from  pulmonary 
tissue  at  the  time  of  later  thoracotomy.  Broncho- 
scopic cultures  were  productive  of  a mixture  of 
organisms. 

TRANSTRACHEAL  METHOD  SAFE 

Transtracheal  aspiration  is  a safe  procedure. 
Approximately  400  have  been  performed  at  Ray 
Brook  without  a serious  complication.  Minor 
complications  have  consisted  of  mild  subcutaneous 
emphysema,  hematoma,  and,  in  two  cases,  infection 
of  the  needle  tract  by  tubercle  bacilli.  The  latter 
occurred  in  patients  who  harbored  viable  organisms 
resistant  to  commonly  employed  drugs.  Trans- 
tracheal aspiration  can  be  performed  by  the  physi- 
cian in  the  patient’s  room  after  a little  training. 
False-positive  cultures  may  be  obtained  if  a long 
vinyl  tube  is  used  and  the  patient  is  permitted  to 
expel  the  internal  tip  from  the  trachea  into  the 
pharynx.  False  negatives  may  be  obtained  if  the 
specimen  does  not  contain  mucus. 

The  bronchoscopic  technique  has  many  dis- 
advantages. The  procedure  must  be  performed  by 
one  expert  in  handling  a bronchoscope.  It  is  un- 
comfortable and  cannot  be  prescribed  lightly,  espe- 
cially on  repeated  occasions.  Contamination  by  oro- 
pharyngeal secretions  is  not  eliminated  since  the 
tip  of  the  bronchoscope  may  cany  them  to  the 
broncTiial  mucosa.  Some  agents  used  for  topical 
anaesthesia  are  bactericidal,  which  may  reduce  the 
number  of  positive  cultures.  The  opportunity  of 
obtaining  both  false  positives  and  false  negatives 
appears  to  be  greater  by  the  bronchoscopic  than  by 
the  transtracheal  method. 

GOOD  TECHNIQUE 

Thus,  the  transtracheal  method  of  culturing  the 
lower  respiratory  tract  would  seem  to  be  the  best 
technique  short  of  open  thoracotomy. 

Preliminary  results  of  the  transtracheal  method, 
confirmed  by  cultures  obtained  at  open  thoracoto- 
my, indicate  that  patients  with  chronic  cough  pro- 
ductive of  pui-ulent  sputum,  who  have  reddened 
bronchial  mucosa,  are  heavy  smokers,  and  who 
may  have  laboratory  evidence  of  obstructive  ven- 
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tilatory  disease,  rarely  harbor  viable  aerobic  bac- 
teria in  the  lower  respiratory  tract.  When  pyo- 
genic organisms  do  invade  the  lower  respiratory 
tract  they  appear  to  do  so  in  pure  culture  and  for 
relatively  short  periods. 

Perhaps  the  rarity  of  such  chronic  infections 
can  be  attributed  to  the  widespread  use  of  anti- 
bioctics.  If  this  is  so,  infections  of  the  lower 
respiratory  tract  respond  readily  to  small  amounts 
of  such  drugs,  for  many  of  our  patients  who  yield 
negative  cultures  by  the  transtracheal  method 
have  received  short  courses  of  treatment  prior  to 
admission.  On  the  other  hand,  many  patients 
with  no  demonstrable  infection  give  no  history  of 
dmg  therapy.  It  appears  more  likely  that  the 
respiratory  tract  is  able  to  sterilize  itself  rapidly. 
Since  they  are  based  upon  evidence  obtained  by  ex- 
amination of  expectorated  sputum,  many  of  the 
published  data  on  the  occurrence  of  infection  of  the 
lower  respiratory  tract  are  useless.  There  is  much 
evidence  that  respiratory  irritants  such  as  cigarette 
smoke  can  cause,  or  at  least  intensify  “chronic 
bronchitis.” 

— David  V.  Pecora,  MD,  Ray  Brook  Tuberculosis  Hospital, 
Ray  Brook.  N.Y.  ; The  New  England  Journal  of  Medicine, 
September  26,  1963. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


c^^ood^^uy  in 
*^ubUc^^^elationa 

^ Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 

1 1 L_ 


ORGANIZATIONS,  NATIONAL 


American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 

Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 

Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  0.  Underdahl,  M.D. 

1 East  45  Street 

New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 

Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 
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ORGANIZATIONS,  STATE 

Alcoholics  Anonymous 
1346  N Street,  Lincoln 
American  Red  Cross 

W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 
Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 
Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 
International  College  of  Surgeons 

James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 
IMiiltiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 
Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 
National  Foundation,  Inc. 

Clinton, Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 

National  Multiple  Sclerosis  Society 

257  Park  .A.venue  South,  New  York  10,  N.Y. 
Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 
Nebraska  Chapter 
American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building 
Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  Pi-esident 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Building 
Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Barbara  Holvick,  President 
26th  and  Dewey,  Omaha 


Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 

Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Undenvood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 

Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 
Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 

Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
Omaha,  Nebraska 

(Please  help  us  keep  these  addresses  correct,  by 
notifying  the  Editor  of  any  changes). 
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P E P T 


PRO-BANTHiNE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthine  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach’  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthine  (propantheline  bromide)  reduees  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergie  benefits  to  patients  with  peptic 
ulcer,  spastie  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologie  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-Banthine]. 

PEPTIC  ULCER  . FUNCTIONAL 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  dierapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Viinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occm-.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
senim-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
115.136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell,W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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Just  turned  hypertensive 


A 15  nun.  Hg  drop  in  diastolic  pressure 
would  also  suit  hervery  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


QUINETHAZONE  TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,''^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  irare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  elfects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  .1.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


The  Bronchodilator  with  the  intermediate  dose  ofKI 


The  fast-disintegrating,  uncoated  tablet  gives  re- 
lief to  the  asthmatic  in  15  minutes.  The  ephedrine- 
phenobarbital  balance  eliminates  nervousness.  It 
relaxes  broncho-constriction,  liquefies  mucus-plug- 
ging and  is  buffered  for  tolerance. 

Each  tablet  contains  Aminophylline  130  mg., 
Ephedrine  HCl  16  mg.,  Phenobarbital  22  mg. 
(Warning:  may  be  habit-forming).  Potassium 

Iodide  195  mg.  Dosage:  One  tablet,  3 or  4 times 
a day.  Precautions:  Usual  for  aminophylline- 

ephedrine-phenobarbital.  Iodides  may  cause 
nausea,  and  very  long  use  may  cause  goiter.  Iodide 
contraindications:  tuberculosis,  pregnancy.  Issued 
in  lOO’s,  lOOO’s. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Also  available  as 

TnildAonfi^GG 

Formula  is  identical  to  Mudrane 
except  that  Glyceryl  Guaiacolate 
100  mg.  replaces  the  Potassium 
Iodide  as  the  mucolytic  expecto- 
rant. Issued  in  lOO’s  and  lOOO’s. 

and 

mu)dA£Uie,GG 

ELIXIR 

The  formula  of  four  teaspoonfuls 
Elixir  equals  one  Mudrane  GG 
tablet.  Dosage  6 to  12  years: 
One  to  two  tecispoonfuls  3 or  4 
times  a day.  Under  6 years, 
adjust  dosage  according  to  age. 
Issued  in  pints  and  half  gallons. 
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A CLASSIC  Rx 

FOR  A CLASSIC  DIAGNOSIS 


Sudden  onset 
Anterior 

Vague  in  oharacter 
Effort 

SUBSTERNAL 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  tefranitrate  10  mg. 

IN  ANGINA  PECTORIS  AND  CORONARY  INSUFFICIENCY 


Provides  long-term  coronary  vasodilation  ’ 
Plus  long-term  control  of  anxiety  in  heart  disease*  ’ 


REFERENCES:  1.  Collicelli.  A.,  and  Nardelli,  A.:  Treatment  of  angina  pectoris  with  a combination  of  pentaerythritol  tetranitrate  and  meprobamate.  Pollclinico  (Prat) 
67:441,  Mar,  28,  1960.  2.  Marche,  J.:  Pentaerythritol  tetranitrate  (pentrite  or  pentanitrine)  — a coronary  vasodilator  with  prolonged  action.  J.  Med.  Chir.  Prat.  (In 
french)  121:252,  Nov.  1950.  3.  Plotz,  M.:  Pentaerythritol  tetranitrate:  A new  drug  for  the  treatment  of  coronary  insufficiency.  N.  Y.  J.  Med.  52:2012,  Aug.  15,  1952. 
4.  Plotz,  M.:  The  treatment  of  angina  pectoris  with  a new  prolonged  action  pentaerythritol  tetranitrate.  Amer.  J.  Med.  Sci.  239:194,  Feb.  I960.  5.  Russek,  K.  I.,  Urback,  K.  F., 
Doerner,  A.  A.  and  Zohman,  B.  L:  Choice  of  a coronary  vasodilator  drug  in  clinical  practice.  JAMA  153:207,  Sept.  19,  1953.  6.  Russek,  H.  I.,  Zohman,  B.  L and  Dorset, 
V.  J.:  Objective  evaluation  of  coronary  vasodilator  drugs.  Amer.  J.  Med.  Sci.  229:46,  Jan.  1955.  7.  Russek,  H.  1.,  Zohman,  B.  L,  Drumm,  A.  E.,  Weingarten,  W.  and 
Dorset,  V.  j.:  Long-acting  coronary  vasodilator  drugs:  Metamine,  Paveril,  Nitroglyn,  and  Peritrate.  Circulation  12:169,  Aug.  1955.  6.  Russek,  H.  I.:  Evaluation  of  drugs 
used  in  the  treatment  of  angina  pectoris  by  means  of  exercise-electrocardiographic  tests.  Ann.  N.  Y.  Acad.  Sci.  64:533,  Nov.  16,  1956.  9.  Talley,  R.  W.,  Beard,  0.  W., 
and  Doherty,  J.  E.:  Use  of  pentaerythritol  tetranitrate  (Peritrate)  in  treatment  of  angina  pectoris.  Amer.  Heart  J.  44:866,  Dec.  1952.  10.  Winsor,  T.  and  Humphreys,  P.: 
Influence  of  pentaerythritol  tetranitrate  (Peritrate)  on  acute  and  chronic  coronary  insufficiency.  Angiol.  3:1,  Feb.  1952.  11.  Eskwith,  I.  Holistic  approach  in  the 
management  of  angina  pectoris.  Postgrad.  Med.  27:203,  Feb.  1960.  12.  Friedlander,  H.  S.:  The  role  of  ataraxics  in  cardiology.  J.  Cardiol.  1:395,  Mar.  1958.  13.  Russek, 
H.  I.:  Meprobamate  in  the  treatment  of  angina  pectoris.  Amer.  J.  Cardiol.  3.-547,  Apr.  1959.  14.  Shapiro,  $:  Observations  on  the  use  of  meprobamate  in  cardiovascular 
disorders.  Angiol.  6:504,  Dec.  1957.  15.  Waldman,  S.  and  Pelner,  L.:  Modification  of  the  anxiety  state  associated  with  myocardial  infarction  by  meprobamate:  pre- 
liminary notes.  N.  Y.  J.  Med.  58:1285,  Apr.  15,  1958.  16.  Koehnke,  F.  K.:  Treatment  of  angina  pectoris  of  functional  origin  with  Corneural.  Med.  Klin.  54:1435,  Aug.  1959. 

Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety  is  a factor.  Contraindications:  Like 
all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to 
meprobamate  contraindicate  subsequent  use.  Precautions:  Meprobamate  — Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness. 
Meprobamate  may  increase  the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be  precipitated  in  persons  susceptible 
to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects:  Fentaerythritoi  tetraffiuate  — most 
common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been 
reported  on  a few  occasions.  Meprobamate  — Uzy  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular  rash.  Serious  reactions,  rarely 
encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms, 
hypotensive  crises,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is 
one  or  two  tablets  before  meals  and  at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  eircolar. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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o _ I ■ I ■ ® brand  of  phenylbutazone 

But3ZOMdin  Tablets  of  100  mg. 


Q . I ^ Each  capsule  contains: 

DULoZOMQID  phenylbutazone,  100  mg. 

11^  dried  aluminum 

olKo  hydroxide  gel,  100  mg. 

magnesium 

trisilicate,  150  mg. 

homatropine 
methylbromide,  1.25  mg. 


It  works! 


Proved  by  over  a decade 
of  clinical  experience. 

Geigy  Pharmaceuticals 
Division  of  Geigy 
Chemical  Corporation 
Ardsley,  New  York 


Current  Comment 


Hospital  Tops  $38 — 

Hospital  labor  costs  — the  prime  factor  in 
rising  hospital  costs  — have  increased  545 
per  cent  since  World  War  II,  the  American 
Hospital  Association  reports. 

Largely  due  to  increased  wage  costs,  the 
average  cost  to  the  hospital  for  each  day 
a patient  spends  in  the  hospital  has  risen 
from  $9.39  in  1946  to  $38.91  in  1963,  an 
increase  of  314  per  cent,  the  AHA  said. 

In  the  same  period,  the  Association  noted, 
the  total  expense  of  an  average  stay  in  the 
hospital,  slightly  more  than  a week,  in- 
creased from  $85  to  $298.  (From  The 
Pennsylvania  Medical  Jom-nal) 


DOCTOR  — Please  take  each  copy  of 
your  Journal  home.  The  wives  complain 
that  they  never  get  to  read  the  Aux- 
iliary column. 


When  you  gave  me  a picture  offer,  I didn’t 
know  you  wanted  to  X ray  my  liver. 


PHYSICIANS’  EXCHANGE 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursing  homes  in  town,  good  territoiy.  Write  Box 
8,  Beaver  City,  Nebraska. 

FOR  SALE  OR  SWAP  — 100  m.a.  Keleket  X-Ray 
complete  w’ith  fluoroscope,  etc.  $1200.00.  Also  mis- 
cellaneous medical  equipment.  Cantact  Dr.  Gelwick, 
1604  Grand  Ave.,  Grand  Island,  Nebraska . Phone 
382-0337. 

FOR  SALE  — Complete  set  of  medical  office 
equiprnent  for  general  practice.  Available  for  con- 
tinuation of  payments.  Will  give  expendable  sup- 
plies to  anyone  purchasing  entire  set.  Box  175, 
Stratton,  Nebraska. 

GENERAL  PRACTITIONER  wanted  to  join  two- 
man  partnership  in  unopposed,  very  active,  north- 
eastern Nebraska  practice.  Twenty-four  bed  hos- 
pital. Starting  salary  open,  then  full  partnership. 
J.  T.  Keown,  M.D.,  and  C.  G.  Muffly,  M.D.,  Pender, 
Nebraska. 

NEWLY  COMPLETED  CLINIC  BUILDING  in 
Northeast  Lincoln  area.  Ample  facilities  for  2 physi- 
cians — 2,000  square  feet  of  office  space.  Both 
rural  and  urban  practice.  Liberal  financing  avail- 
able. Contact  Havelock  Business  Men’s  Associa- 
tion, Mr.  Hubb  Hall,  Secretary,  4341  North  61st, 
Lincoln,  Nebraska. 

TWO  NEBRASKA  GRADS,  Robert  H.  Johnson 
’52  and  0.  Guy  Johnson  ’54  need  two  Doctors — GP, 
Internists  and/or  Pediatrician  for  organizing  new 
clinic  group  in  Maplewood,  east  side  of  St.  Paul, 
Minnesota.  Completely  modern  and  newly  equipped 
medical  clinic  building.  Contact  Johnson  Clinic  at 
739-5050  or  write  to  2716  Upper  Afton  Road,  St. 
Paul,  Minnesota. 

RESIDENCIES  in  Physical  Medicine  and  Re- 
habilitation offer  ideal  opportunity  to  general  prac- 
titioner considering  specialization.  Comprehensive 
training  utilizing  Mayo  Clinic  facilities  and  faculty. 
$3,600  - $8,000  stipend.  Attractive  community,  ex- 
cellent school  system,  cultural  advantages.  Contact 
E.  C.  Elkins,  M,D.,  Mayo  Foundation,  Rochester, 
Minnesota. 

PHYSICIAN  WANTED  — G.P.  with  additional 
surgical  and  O.B.  experience,  desired  to  associate 
with  two  G.P.’s  with  similar  experience  in  large, 
well  established  practice  in  Central  Minnesota. 
Hospital  accredited,  300  bed,  open  staff,  complete 
services.  Salary  leading  to  partnership.  Adequate 
housing  in  area.  Send  background  information,  pro- 
fessional and  personal  to  Box  47,  Nebi-aska  State 
Medical  Journal,  1315  Sharp  Bldg.,  Lincoln,  Nebr. 

RESIDENCIES  AVAILABLE  — January  1 and 
July  1,  1965.  Internal  Medicine  3 years.  Surgery 
4 years.  General  Practice  2 years.  American  physi- 
cians preferred.  Cooperative  medical  center  of  five 
private  hospitals  (1300  beds),  large  outpatient 
center  (50,000  annual  visits),  and  research  labora- 
tory. Total  complement  of  40  interns,  30  resi- 
dents, and  7 Directors  of  Medical  Education.  Stip- 
ends and  benefits  are  equivalent  to  6400-8200. 
Write  Dr.  W.  R.  Miller,  Medical  Director,  Saint 
Paul  Medical  Center,  279  Rice  Street,  Saint  Paul, 
Minnesota  55102. 
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Since  7925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


Eonley  medical 

SLPPLY  COMPAIVY 


2415  *'0"  St.,  UrcoIhI.  Nebraska 
AUTHORIZED  CONTRACT  AGENT 
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REPRINTS 

OF  YOUR 

Technical  Article 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor's  library. 


It  costs  very  little 
to  run  reprints — • 
write  us  for  prices 
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3ur  (Bhristmas  XDish 

This  Christmas  time 
I come  with  hand  out-stretched 
To  wish  you  Peace. 

• And  as  our  fingers  close 
In  the  warm  clasp  which 
Speaks  our  friendliness, 

I think  of  those 

Far  scattered  o'er  the  world 

Who  know  it  not. 


"Peace  I leave  with  you 
My  peace  I give  unto  you; 

Not  as  the  world  giveth 
Give  I unto  you. 

Let  not  your  heart  be  troubled 
Neither  let  it  be  afraid." 


The  words  I send 

To  you  in  Christmas  greeting 

Are  His  who  said: 


—Fern  Lowry 


Announcing 


the  Second  Volume  in  the  New  Series  from 
SAUNDERS 


Polypoid  Lesions  of  the 

Gastrointestinal  Tract 

by  Claude  E.  Welch,  M.D. 


Figure  3-25.  Location  of  cancer 
and  simple  adenomas  in  resected 
cancers  of  the  right  colon.  .Squares 
locate  cancers;  circles,  adenomas. 


Is  this  polyp  in  your  patient  benign  or  malignant?  Should  it  be  removed?  If  so, 
what  is  the  best  method  for  this  particular  lesion  in  this  particular  patient? 

This  book  was  written  to  help  you  answer  questions  such  as  those  above,  and 
others  like  them.  Its  author  has  drawn  on  the  experience  of  1124  Massachu- 
setts General  Hospital  patients,  plus  many  personal  cases.  Dr.  ^ elch  first 
sets  the  stage  for  a fruitful  discussion  by  defining  terms,  by  discussing  the 
incidence  and  location  of  polypoid  tumors,  and  summarizing  what  is  known 
about  the  etiology  of  adenomas.  He  then  proceeds  to  illuminate  the  various 
types  of  polypoid  lesions  you’ll  encounter  in  the  colon  and  rectum,  small 
intestine  and  stomach.  He  describes  and  illustrates  common  lesions  such  as 
adenomatous  polyps  and  papillary  adenomas,  and  such  rare  ones  as  pseudo- 
polyps, mucosal  excrescences,  Peutz-Jeghers  polyps,  etc.  Multiple  polyposis  and 
familial  polyposis  are  also  completely  covered.  Etiology,  incidence,  pathology, 
symptoms,  diagnosis,  prognosis,  treatment,  are  clearly  set  forth.  A full  chapter 
is  devoted  to  Diagnosis  of  Polypoid  Lesions  of  the  Colon  and  Rectum.  Here  you’ll 
find  description  of  symptoms  (bleeding,  change  in  bowel  habit,  abdominal 
cramps,  electrolyte  imbalance,  etc.)  and  physical  findings  from  palpation, 
sigmoidoscopic  examination,  and  radiologic  examination.  The  relationship  of 
single  adenomas,  papillary  adenomas,  and  cancer  is  discussed,  with  examina- 
tion of  today’s  thinking  on  the  adenoma-cancer  relationship.  A chapter  on 
treatment  delineates  location  and  identification  of  polyps,  giving  you  argu- 
ments for  and  against  their  removal.  Polypectomy  and  resection  are  discussed 
and  their  relative  merits  contrasted.  If  resection  is  decided  upon,  the  opinion 
of  various  authorities  as  to  the  amount  of  bowel  and  mesentery  that  should 
be  removed  are  reported.  The  author  states  his  own  conclusions  to  help  guide 
you.  You’ll  also  find  helpful  consideration  of  sub-total  and  total  colectomy, 
extraction  of  polyps  via  the  anus,  posterior  proctotomy,  resection  of  the 
rectum,  and  sigmoidoscopic  removal  of  polyps. 

By  Claude  E.  Welch,  M.D..  Visiting  Surgeon,  Massachusetts  General  Hospital,  Boston;  and 
Clinical  Professor  of  Surgerv,  Harvard  Medical  School.  Boston.  1 i8  pages.  6}/^"  x illus- 
trated. $7.50.  IVetv — Just  Ready! 


About  this  New  Series:  MAJOR  PROBLEMS  IN  CLINICAL  SURGERY 

J.  Englebert  Dunphy,  M.D.,  Consulting  Editor 


Each  volume  in  this  series  will  exhaustively  illuminate 
a significant  and  pressing  problem  met  in  surgical 
practice  by  the  clinical  surgeon.  These  monographs  aim 
to  fill  the  vital  gap  left  between  standard  textbooks  of 
surgery  and  relevant  journals.  Held  to  a consistently 
graduate  level  of  presentation,  they  give  rock -solid 
accounts  and  analysis  of  precisely  what  can  be  done 
today  in  managing  knotty  surgical  problems.  Each 
eminently  qualified  specialist-author  will  present  a 
critical  analysis  of  changing  approaches  to  therapy,  of 
etiology,  pathologic  physiology,  diagnosis  and  differ- 
ential diagnosis.  Where  operative  techniques  figure 
importantly  in  the  problem,  they  will  be  clearly  de- 
scribed and  fully  illustrated  in  abundant  detail.  Opera- 
tive and  postoperative  complications,  results  and 
prognosis  will  be  carefully  considered;  areas  of  conflict 
in  theory  and  hypothesis  fully  explored.  The  authors’ 
own  evaluations,  opinions  and  conclusions  will  be 
expressed  and  substantiated.  Several  volumes  will 
appear  each  year,  containing  between  150-300  gener- 
ously illustrated  pages. 

Child — The  Liver  and  Portal  Hypertension,  was  the  first 
volume  in  this  series,  published  June,  1964.  Future  vol- 


umes are  scheduled  to  cover:  Trauma  to  the  Liver — Sur- 
gical Problems  of  the  Pancreas — Peripheral  Arterial 
Disease. 

W hy  not  subscribe  to  the  entire  series  on  an  auto- 
matic, full  return  privilege  basis?  You  need 
merely  check  the  proper  square  below  to  see  each 
one  of  the  series  on  examination.  Sent  postpaid. 


W.  B.  SAUNDERS  COMPANY  ! 

West  Washington  Square,  Phila.,  Pa.  19105 

Please  send  and  bill  me: 

I I Welch — Polypoid  lesions $7.50 

□ Enter  my  series  subscription 

□ Begin  with  Child  □ Begin  with  Welch  \ 

S8.50  I 

I 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 


A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

•Reed,  G.  F.;  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2V0) 
and  children  (V4«/o),  in  solutions  of  Ve,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


1^/Mrop 


(1839M) 
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THE 

ARTHRITICS 
WHO  COULD  NOT 
TAKE 
STEROIDS 


The  bane  of  the  steroids,  new  and  old,  has  been  thcj 
certain  undesirable  metabolic  effects  — including  sa  l 
and  water  retention,  edema,  overstimulation  of  th 
appetite,  excessive  weight  gain,  mood  swings - 
seemed  to  be  firmly  linked  to  the  primary  anti] 
inflammatory  action.  For  arthritics  already  overweight 
or  with  cardiovascular  disease  complicated  by  edemai 
or  those  who  were  tense  and  anxious,  steroid  treat 
ment  could  aggravate  their  problems.  But  with  thi 
advent  of  ARISTOCORT®  Triamcinolone,  many  o 
these  arthritics  became  “steroid-treatable.”  The  real 
son:  Not  only  did  this  steroid  provide  gratifying  reliei 
of  inflammation  and  pain,  but  it  did  so  without  th(| 
penalty  of  overstimulation  of  the  appetite,  excessiv( 
weight  gain,  salt  and  water  retention,  edema,  anc 
undesirable  euphoria.  Six  years  of  widespread  use  ha: 
confirmed  these  benefits  for  other  arthritics  as  well  a'i 
those  formerly  untreatable. 


Side  Effects:  Since  it  may,  under  some  circumstances, 
pioduce  many  of  the  unwanted  effects  common  to  all 
cortisone-like  drugs,  discrimination  should  always  be 
exercised  in  administering  ARISTOCORT®  Triamcino- 
lone. Any  of  the  Cushingoid  effects  are  possible,  as  are 
purpura,  G.l.  ulceration,  increased  intracranial  pres- 
sure and  subcapsular  cataract.  Corticosteroids  gen- 
erally may  mask  outward  signs  of  bacterial  or  viral 
infections.  Catabolic  effects  to  watch  for  include 
muscle  weakness  and  osteoporosis.  Weight  loss  may 
occur  early  in  treatment  but  is  usually  self-limiting. 
Contraindications:  While  the  only  absolute  contra- 
indications are  tuberculosis,  herpes  simplex  and 
chicken  pox,  there  are  some  relative  contraindications 
(peptic  ulcer,  acute  glomerulonephritis,  myasthenia 


gravis,  osteoporosis,  fresh  intestinal  anastomoses, 
diverticulitis,  thrombophlebitis,  psychic  disturbance, 
pregnancy,  infection)  to  weigh  against  expected 
benefits. 

A single  daily  dose  may  provide  effective  control,  is 
convenient  for  the  patient,  and  can  be  employed  in 
both  initial  and  maintenance  therapy. 

MAXIMUM  STEROID  BENEFIT- MINIMUM  STEROID  PENALTY 


Triamcinolone 


scored  tablets  of  1 mg.,  2 mg.,  4 mg.,  8 mg.  or  16  mg. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


270-4 


Gilmour- Danielson 

DRUG  COMPANY 

142  South  13th  Street  800  South  13th  Street 
Phone  432- 1 246  Phone  432-885 1 

Medical  Village,  48th  and  "A"  St. 
Phone  488-2305 

— FREE  DELIVERY  — 

PRESCRIPTIONS  - ETHICAL  SERVICE 

Esfablished  1927 


Current  Comment 

Medical  Synthetics — 

For  years,  doctors  have  been  using  non- 
human substances  in  the  body.  One  of  the 
earliest  was  wood,  long  since  replaced  by 
plastics,  for  artificial  limbs,  and  metals  as 
pins  to  hold  fractures  together.  Industry 
is  now  accepting  a challenge  to  find  materi- 
als more  like  human  tissue  which  can  be  sub- 
stituted for  parts  of  or  entire  organs.  In- 
dustrial scientists,  according  to  The  Wall 
Street  Joru-nal,  are  working  particularly 
with  new  plastics  to  find  better  substitutes. 

General  Electric  Company  is  developing 
a new  silicone  rubber  which  is  permeable 
to  oxygen  and  carbon  dioxide,  and  it  is 
hoped  may  function  as  a substitute  for  the 
lung.  Silicone  rubbers  have  been  used  ex- 
perimentally for  small  implanted  heart 
pumps  which  have  functioned  for  several 
days.  There  are  thousands  of  silicone  com- 
pounds but  only  about  a dozen  are  said  to 
be  sufficiently  nontoxic  to  meet  medical 
standards. 


Some  50,000  Americans  are  said  to  have 
implanted  in  their  skulls,  tubes  of  silicone 
rubber  made  by  Dow  Corning  for  the  relief 
of  the  pressure  of  hydrocephalus. 

A plastic  which  is  used  as  the  setting 
agent  in  women’s  hair  sprays  is  said  to  be 
more  effective  than  cellophane  membrane  as 
a filter  which  may  have  application  for  the 
production  of  more  compact  artificial  kid- 
neys. 

Chemists  at  Ethicon,  Inc.,  are  modifying 
the  fibers  of  Dacron  in  an  attempt  to  pro- 
duce a material  for  artificial  arteries  that 
will  be  less  “foreign”  and  more  dependable 
than  the  knitted  Dacron  that  is  now  often 
used. 

At  the  Walter  Reed  Medical  Center,  a form 
of  Dacron  covered  with  acrylate  foam  is 
being  studied  as  a replacement  for  hyaline 
cartilage. 

Teflon  and  other  plastics  are  being  used 
in  experimental  animals  to  test  their  accept- 
ability for  the  construction  of  an  artificial 
cornea. 
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“Wonderful... haven’t  had  opening  in  hoth  nostrils  for  years”* 

(clearly  decongested  with  Dimetapp) 


Dimetapp  lets  your  “stuffed-up”  patients  breathe  easy  again. 
Each  long-acting  Extentab  works  hard  for  up  to  10-12  hours 
clearing  away  stuffiness,  turning  off  the  drip,  and  unplugging 
congestion  that  accompanies  upper  respiratory  conditions. 
Yet,  patients  seldom  experience  drowsiness  or  overstimu- 
lation. (A  key  to  success:  the  Dimetapp  formula.)  Now 
that  the  “stuffy”  season  is  here,  keep  dependable  Dimetapp 
Extentabs  on  tap.  They  get  the  job  done. 


FOR  NASAL  DECONGESTION  UP  TO  10-12  HOURS'  CLEAR 
IN  SINUSITIS,  COLDS,  U.R.I.  BREATHING  ON  ONE  TABLET 


(Dimetane® [brompheniramine  maleate],  12mg.;  Phenylephrine  HCI,  15mg.; 
Phenylpropanolamine  HCI,  15  mg.) 


BRIEF  SUMMARY:  Indications:  Dime- 
tapp reduces  nasal  secretions,  con- 
gestion, and  postnasal  drip  for 
symptomatic  relief  of  colds,  U.R.I., 
sinusitis,  and  rhinitis.  Side  Effects: 
In  high  dosages,  occasional  drows- 
iness due  to  the  antihistamine  or 
CNS  stimulation  due  to  the  sym- 
pathomimetics  may  be  observed. 
Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and 
hypertension.  Contraindications; 
Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 
♦Clinical  report  on  file.  Medical  Depart- 
ment, A.  H.  Robins  Co.,  Inc. 

A.  H.  ROBINS  CO..  INC..  RICHMOND  20,  VA. 


RECOGNIZE 
THIS  PATIENT? 


Indications;  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety,  insomnia,  and  related  symptoms.  Contraindications: 
Benactyzine  hydrochloride  is  contraindicated  in  glaucoma.  Previous  aMergic  or  Idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring 
alertness  should  be  avoided  If  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  In  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually 
after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  Including,  rarely,  epileptiform 
seizures.  Grand  mal  seizures  may  be  precipitated  In  persons  suffering  from  both  grand  and  petit  mal  Side  effects:  Side  effects  associated  with  'Deprol'  have  consisted 
primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and  nausea.  Benactyiine  hydrochloride  - Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred 
vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria. 


When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

—start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol’  Is  Indicated: 

marital  or  other  family  problems  ■ death  of  a loved  one  ■ financial  worries  ■ 
fear  of  cancer,  heart  disease  or  other  life-threatening  illness  ■ pre- 
and  post-operative  apprehensions  ■ retirement  problems,  and  many  other 
stressful  situations  which  cause  the  patient  to  feel  a sense  of  loss, 
guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol’  lifts  the  mood  of  the 
depressed  patient  without  the  agitation  and  “jitters”  that  often  accompany 
“energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’  is 
compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.-h  benactyzine  hydrochloride  1 mg. 


WALLACE  LABORATORIES/ C/-ar76iy/y,  /V.  J. 


CD-3561 


Meprobamate -Drovis'mess  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after 
one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  vrith  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria, 
stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  meprobamate  dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  daily  and  reduced  gradually  to  maintenance  levels  upon  estab- 
lishment of  relief  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine  hydrochloride  1 mg.  Betore  prescribing,  cansolt package  circular 
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Current  Comment 

Fluoride  and  Old  Age — 

A destructive  disease  of  old  age  which 
causes  the  bones  to  become  brittle,  weak- 
ened, and  painful  may  be  reversible  with  the 
use  fluorides,  which  have  been  receiving 
much  attention  recently  for  their  decay  pre- 
vention qualities. 

Fluorides,  which  harden  the  tooth  enamel, 
appear  to  have  the  same  effect  upon  the 
bones  of  the  body,  especially  when  studied 
in  relation  to  the  wasting  disease,  osteo- 
porosis, reported  Daniel  S.  Bernstein,  MD, 
Instructor  in  Medicine,  Haiward  Medical 
School  and  Senior  Associate  in  Medicine, 
Peter  Bent  Brigham  Hospital,  Boston. 

Addressing  a seminar  May  5,  in  Philadel- 
phia, on  Anabolism  and  Catabolism  in 
Health  and  Disease,  sponsored  by  Hahne- 
mann Medical  College  and  Hospital,  Dr. 
Bernstein  reported,  “Evidence  suggests  that 
fluoride  decreases  both  the  bone  formation 
rate  as  well  as  the  resorption  rate.  Since 
osteosclerosis,  which  reflects  a positive 


skeltal  balance,  is  the  end  result  of  fluoride 
ingestion,  the  bone  resorption  rate  would 
have  to  be  decreased  to  a greater  degree 
than  the  bone  formation  rate.”  He  noted 
also  that  X rays  indicate  that  the  bone 
crystals  become  larger,  and  therefore  hard- 
er, when  fluoride  is  orally  administered. 

“A  significant  number  of  patients  who 
have  osteoporosis  treated  with  floride  have 
described  an  appreciable  reduction  in  bone 
pain.  All  of  those  which  we  have  studied,” 
continued  Dr.  Bernstein,  “have  shown  no 
further  loss  of  height  or  increase  in  verte- 
bral fractures.” — The  Pennsylvania  Medical 
Journal. 

Blood  .\s  a Commodity — 

Using  as  a title,  “The  Mess  in  Blood,” 
The  Wisconsin  Medical  Joui'nal  describes 
the  present  status  of  a dispute  originating 
in  Kansas  City  regarding  an  alleged  re- 
straint of  trade  in  the  use  of  blood. 

The  ruling  of  a Federal  Trade  Commis- 
(Continued  on  page  14-A) 
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why  does 
150  mg. 

■jf 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3’/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained  in  v/Voactivity  with 
as  much  as  2 days’  extra  activity. 


DECLOMYCIN 

DEMETHYLCHLORTETMCYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also;  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCI. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 
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whether  it  is  X-Ray  Equipment  or  X-Ray 
Supplies,  or  accessories  such  as,  cassettes 
and  intensifying  screens,  developing  tanks, 
illuminators,  hangers,  loading  bins,  dark 
room  lamps,  interval  timers,  x-ray  film  and 
processing  chemicals.  The  K & W X-Ray 
Company  can  promptly  supply,  and  at 
sensible  prices. 

We  are  also  franchised  dealers  for  the 
H.  G.  Fischer  Electro  Medical  and  X-Ray 
apparatus  in  Nebraska. 

Our  "Johnny  on  the  spot"  availability 
for  service  and  co-operation  is  always 
available  for  those  who  need  it. 


Medical  Arts  Building 
111  So.  1 7th  Street 
Omaha,  Nebraska 


rA.  D. 


M 


Try  not  to  find  more  than  $30.00  worth  of 
sickness,  Doctor. 


Blood  As  a Commodity — 

(Continued  from  page  12- A) 
sioner  to  the  effect  that  human  blood  is  a 
commodity  came  as  a surprise.  This  ruling 
regarding  human  blood  implies  that  the  dis- 
tribution of  blood  is  entitled  to  the  same 
free  distribution  as  any  other  product 
brought  to  the  market  place.  A Community 
Blood  Bank  of  the  Kansas  City  Area,  Inc., 
the  Kansas  City  Hospital  Association,  and 
a number  of  pathologists  were  held  to  have 
acted  in  restraint  of  trade  by  refusing  to 
use  the  blood  and  plasma  collected  and  of- 
fered by  a commercial  blood  bank. 

The  citation  against  the  medical  groups 
was  brought  by  the  Federal  Trade  Commis- 
sion and  the  resulting  ruling  will  be  reviewed 
by  the  full  Commission.  If  the  initial  de- 
cision is  sustained  by  the  Commission,  the 
dependents  have  recourse  in  the  Federal 
Court  of  Appeals. 

The  Commissioner  held  that  the  consistent 
refusal  of  all  institutions  and  pathologists  to 
accept  the  blood  sold  by  the  commercial 
firm  was  indicative  of  a conspiracy  in  re- 


straint of  trade.  The  hospitals  and  patholo- 
gists claim  that  blood  is  not  a commodity 
within  the  meaning  of  the  Federal  Trade 
Commission  Act  and  that  nonprofit  institu- 
tions could  not  enter  into  a conspiracy  for 
the  restraint  of  trade.  They  further  argued 
that  it  was  immoral  to  sell  human  blood  for 
a profit  and  that  blood  storage  and  utiliza- 
tion for  medical  services  should  be  under 
medical  personnel. 

The  Federal  Trade  Commission  Examiner 
while  making  his  decision  indicated  that  his 
order  was  not  intended  to  regulate  the  duties 
of  individual  physicians  who  presumably 
may  exercise  their  medical  judgment  to  de- 
termine the  source  of  blood  that  they  may 
use  for  their  patients. 

The  crucial  question  is  whether  or  not  hu- 
man blood  is  a commodity  within  meaning 
of  the  Act.  The  dangers  inherent  in  free 
enterprise  purveyance  of  human  blood  are 
obvious  and  need  not  exist  if  the  collection 
and  distribution  of  blood  is  strictly  con- 
trolled so  that  the  doctor  may  have  confi- 
(Continued  on  page  16-A) 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND 
helps  relieve  pain  and  relax 
muscle.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma‘ Compound 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 


rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves 
pain.  Also  available  with  Va  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE: 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phos- 
phate 16  mg.  (Warning:  may  be  habit-forming.) 

BRIEF  SUMMARY 

'SOMA'  COMPOUND;  ‘SOMA’  COMPOUND  plus  CODEINE:  carisoprodol,  acetophenetidin,  caffeine,  codeine 
phosphate.  Warning:  Codeine  may  be  habit-forming.  Indications:  ‘Soma’  Compound  and  ‘Soma’ 
Compound  with  Codeine  are  indicated  for  relief  of  pain  and  stiffness  in  traumatic,  rheumatic  and  other 
similar  conditions.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol  or  codeine. 
Precautions:  Acetophenetidin— May  damage  the  kidneys  when  used  in  large  amounts  or  for  long  periods. 
Code/ne— Should  be  used  with  caution  in  addiction-prone  individuals.  Carisoprodol— U\f.e  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate.  Side  effects:  Code/ne-Nausea,  vomiting,  constipation,  and  miosis.  Cari- 
soprodol—The  only  side  effect  reported  with  any  frequency  is  drowsiness,  usually  on  higher  than  recom- 
mended doses.  One  instance  each  of  pancytopenia  and  leukopenia  occurring  when  carisoprodol  was 
administered  with  other  drugs  has  been  reported  as  has  an  instance  of  fixed  drug  eruption  with  cariso- 
prodol and  subsequent  cross-reaction  to  meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included 
one  case  each  of  anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  Other  rarely  observed  reactions  have  included  dizziness, 
ataxia,  agitation,  increase  in  eosinophil  count,  and  gastrointestinal  symptoms.  Massive  overdosage  may 
produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage:  ‘Soma’  Compound  and  ‘Soma’  Com- 
pound with  Codeine,  one  or  two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound, 
orange  tablets,  each  containing  carisoprodol  200  mg.,  acetophenetidin  160  mg.,  and  caffeine  32  mg. 
’Soma’  Compound  with  Codeine,  white,  lozenge-shaped  tablets,  each  containing  carisoprodol  200  mg., 
acetophenetidin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg.  Narcotic  order  form  required. 
Before  prescribing,  consult  package  circular. 
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The  doctor  informed  me  I’ve  got  to  get  more 
rest,  so  I’m  afraid  I’m  going  to  have  to  let  one 
of  you  girls  go. 


Blood  As  a Commodity — 

(Continued  from  page  14- A) 
dence  in  the  source  of  the  blood.  Addi- 
tional legislation  will  probably  be  needed  to 
clarify  the  status  of  blood  and  bills  have 
been  introduced  in  the  House  and  Senate  to 
accomplish  this  purpose.  If  the  price  which 
hospitals  place  upon  the  blood  which  they 
sell  to  their  patients  can  be  controlled  so  as 
to  make  competition  unprofitable,  no  com- 
mercial blood  bank  would  attempt  to  sell 
blood  and  the  danger  of  unrestrained  traffic 
would  be  eliminated.  The  job  of  the  hos- 
pitals is  not  to  condemn  commercial  blood 
banks  on  principal  but  to  create  circum- 
stances of  service  and  cost  with  which  they 
can  compete. 

Psychological  Problems  of  Children 
With  Rheumatoid  Arthritis — 

Psychological  problems  of  children  with 
rheumatoid  arthritis  are  among  the  findings 
of  a study  conducted  in  Houston  by  two  psy- 
chologists and  a pediatrician,  reported  at 
the  annual  scientific  session  of  the  American 


Rheumatism  Association  in  June.  Here  is 
a list  of  the  problems: 

— Children  suffering  from  rheumatoid 
arthritis  are  likely  to  have  been  highly 
active  physically  before  they  came  down 
with  the  disease; 

— Unfortunate  psychological  repercussions 
might  ensue,  if  total  immobility  is  pre- 
scribed for  such  children; 

— Boys  with  arthritis  react  with  more 
anxiety  and  concern  to  their  physical 
handicap  than  girls; 

— Mothers  of  such  children  may  exhibit 
feelings  of  guilt,  discouragement,  and 
pessimism.  — The  Pennsylvania  Medi- 
cal Journal. 


A New  Opinion  About  Rabies — 

Three  main  points  regarding  our  knowl- 
edge of  rabies  prophylaxis  and  treatment 
are  described  in  the  editorial  section  of  The 
Pennsylvania  Medical  Journal.  Rabies  has 
(Continued  on  page  20- A) 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

^EMPRAZIL 


TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 


‘Perazir®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine— on  prescription  only— as 

‘EMPRAZIL-C®  tablets 


Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 
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in  is  almost  invariably  a presenting  I 

symptom  in  cases  of  skeletal  muscle  spasm 


In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


pTOVOCatlVC  pain,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 


TCSldual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 


S6V6V6  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

emotionally  a^^ravated  pain,  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Phenaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAL  S 


iin^ 


Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 325  mg. 

U.S.  Pat.  No.  2770649 


ROBAXISAE-PH 

Each  green-and-white  laminated  tablet  contains; 

Robaxin  400  mg.  Phenacetin  (\Vz  gr.)..  97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (114  gr.) 81  mg.  Phenobarbital  (Vs  gr.)....8.1  mg. 

(Warning;  May  be  habit  forming) 


“PAIN  & SPASM” 

- a two-headed  dragon! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  There  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un-, 
toward  reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Since  1925 

Nebraska's 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  HE  5-2105 


2415  **0'*  St^  Lincelnl.  Ntbrosko 
AUTHORIZED  CONTRACT  AGENT 


in 

^ Place  it  in  your  reception  room 


Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  focal  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


A New  Opinion  About  Rabies — 

(Continued  from  page  16-A) 

been  recognized  and  feared  during  at  least 
four  millennia.  It  was  not  until  the  last 
century  that  Pasteur,  in  1885,  demonstrated 
that  rabies  was  caused  by  an  infectious  agent 
or  virus.  Pasteur  developed  a vaccine  which 
he  hoped  would  protect  against  rabies  but 
before  he  had  an  occasion  to  adequately  and 
critically  test  its  value  and  safety,  he  was 
forced  to  use  the  vaccine.  A young  boy  that 
had  been  bitten  by  a rabid  animal  was  given 
the  Pasteur  vaccine  and  survived  without 
contracting  rabies. 

The  news  of  this  use  of  Pasteur’s  vaccine 
was  welcomed  by  all  with  great  enthusiasm. 
The  subsequent  great  clinical  demands 
placed  upon  Pasteur’s  group  inhibited  fur- 
ther experiments  designed  to  prove  the  ef- 
fectiveness of  the  vaccine.  To  this  date, 
there  is  little  conclusive  evidence  that  active 
immunization  with  the  vaccine,  beginning 
after  a bite  from  a rabid  animal,  has  real 
value  in  the  prevention  of  rabies. 

(Continued  on  page  24- A) 
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The  discharged 


mental  patient . . . 
and  Thorazine*' 

brand  of  chlorpromazine 

“The  average  practitioner  is  quite  capable  of  ha^idling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulatioti  of  medication,  reassuratice,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.”  KUne,  n.s.:  Postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  SK&F)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient— and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  SK&F)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe” — with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&F)— -regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include;  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


QUINETHAZONE -TABLETS 


antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg,’-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Grifhn,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


A New  Opinion  About  Rabies — 

(Continued  from  page  20- A) 

An  antiserum  for  passive  immunization 
against  rabies  has  been  developed  and  has 
been  evaluated  in  clinical  trials  in  Iran  under 
the  auspices  of  the  World  Health  Organiza- 
tion. These  trials  suggest  that  if  an  indi- 
vidual, after  being  bitten  by  a rabid  and  in- 
fectious animal,  receives  the  antiserum 
within  24  hours,  he  may  benefit  from  the 
treatment.  The  antiserum  must  be  given 
within  72  hours  if  any  benefit  is  to  accrue. 
These  studies  suggest  the  hypothesis  that 
the  virus  of  rabies  when  introduced  into  the 
body  remains  localized  at  the  wound  site  as 
long  as  three  days  before  migi*ating  into  the 
nervous  tissue.  Once  the  virus  is  in  the 
nervous  tissue,  it  cannot  be  eradicated  by 
rabies  antibody.  So  far,  there  have  been  no 
failures  of  rabies  prevention  when  the  anti- 
serum was  administered  within  24  hours  and 
in  appropriate  doses  after  exposure.  It  is 
probable  that  the  antiserum  will  prove  to 
be  superior  in  the  prevention  of  rabies  as 
compared  to  the  vaccine. 


In  the  excitement  that  followed,  I don’t 
think  anyone  thought  to  mention  it,  but  never- 
theless, your  remark  was  clever. 


A third  new  development  in  our  under- 
standing of  rabies  is  the  indication  that  the 
bat  probably  transmits  the  disease  after  be- 
ing a relatively  healthy  reservoir  of  the  in- 
fection. There  is  some  evidence  that  bats 
may  transmit  the  infection  to  animals  and 
man  without  a bite  and  by  the  victim  in- 
haling a rabies  virus.  Bats  may  be  the 
chief  animal  reservoir  that  keeps  rabies 
a more  or  less  constant  threat  to  man. 

The  Medical  Politician — 

In  a general  way,  a politician  may  be  de- 
fined as  one  who  is  interested  in  public 
policy  and  who  is  judicious,  prudent,  and 
artful.  The  President’s  Page  of  “The  Wt's- 
consin  Medical  Jout'nal  contains  a tribute  to 
the  so-called  “medical  politician’’  describing 
him  as  one  who  is  desirous  of  doing  all  he 
can  to  better  the  atmosphere  in  which  he 
lives  and  works.  Such  an  individual  must 
also  be  willing  to  bear  the  brunt  of  many 
criticisms,  just  or  unjust,  which  may  re- 
ward his  efforts.  He  is  interested  in  all 
matters  which  are  of  vital  interest  to  the 
physicians  whom  he  represents,  and  to  the 
public  which  he  meets  and  cares  for  every 
day  of  the  year.  He  is  willing  to  make  a 
trip  to  a distant  part  of  the  state  and  Mali 
take  time  from  his  work  for  this  purpose 
without  thought  of  financial  recompense. 
All  physicians  should  be  grateful  to  the 
“medical  politicians,’’  who  are  willing  to 
contribute  of  their  time  and  ability  for  the 
good  of  the  profession. 


The  Main  Complaint  — P.  B.  S.  Fowler,  Lan- 
cet 1:12.51  (June  16)  1962. 

This  paper  is  concerned  with  the  signifi- 
cance of  presenting  symptoms.  Some  as- 
pects are  not  new  but  need  reemphasis,  such 
as  nocturnal  cough  in  left  ventricular  fail- 
ure, the  second-wind  effect  in  angina  pec- 
toris, indigestion  as  a presenting  symptom 
in  pulmonary  tuberculosis,  abdominal  pain 
in  diabetes  mellitus,  and  impotence  which,  as 
a main  complaint,  is  never  due  to  organic  dis- 
ease. Other  aspects  have  not  been  recog- 
nized before,  such  as  the  aggravation  of  an- 
ginal pain  by  trinitroglycerin  when  due  to 
anemia  and  the  panic  states  which  are  seen 
in  left  ventricular  failure.  Lastly,  there  is  a 
plea  for  sanity  in  the  use  of  special  investi- 
gations. 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SUBSTERNAL 


MILTRATE^ 

meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Effective  tranquilization 
plus 

long-acting  coronary  vasodilation 

for 

prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris  and  coronary  insufficiency,  especially  where  anxiety 
is  a factor.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for 
patients  with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
afeproiamar? —Patients  engaged  in  activities  requiring  alertness  should  be  warned  of  drowsiness.  Meprobamate  may  increase 
the  effects  of  excessive  alcohol,  and  the  possibility  of  dependence  should  be  considered,  particularly  in  patients  with  a history  of 
drug  or  alcohol  addiction.  Sudden  withdrawal  may  result  in  reactions,  rarely  epileptiform  seizures.  Grand  mal  attacks  may  be 
precipitated  in  persons  susceptible  to  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with 
suicidal  tendencies.  Side  effects:  Pentaerythritol  tetranitrate  — most  common  side  effects  are  transient  headache,  nausea,  and 
rash.  Weakness,  palpitation,  flushing,  gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions. 
Meprobamate  — May  cause  drowsiness  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dosage.  Allergic  or  idiosyncratic 
reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  include  urticarial  or  maculopapular 
rash.  Serious  reactions,  rarely  encountered,  include  dermatological  effects,  acute  nonthrombocytopenic  purpura,  chills,  fever, 
fainting  spells,  angioneurotic  edema,  bronchial  spasm,  hypotensive  crisis,  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treat- 
ment should  be  symptomatic,  and  the  drug  not  be  reinstituted.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and 
at  bedtime.  Individualization  of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  twelve  tablets  daily  are 
not  recommended.  Supplied:  White  tablets,  each  containing  meprobamate  200  mg.  and  pentaerythritol  tetranitrate  10  mg. 
Before  prescribing,  consult  package  circular. 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CML*4087 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hom’s,  they  are  re- 
tm’ned  for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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EDITORIALS 


THE  NEBRASKA  STATE  MEDICAL  JOURNAL 


if  I 

;?  THE  SEASON’S  GREETINGS  | 

if  Again  it  is  the  pleasure  and  the  S 
i*  privilege  of  the  staff  of  the  Journal  | 
f to  carry  our  best  wishes  to  each  and  g 
f every  member  of  our  Association;  | 
f so,  in  the  spirit  of  the  Christmas  I 
f season,  Merry  Christmas  and  a Hap-  i 
» py  New  Year!  & 

HAZARDS  TO  SAFE  DRIVING 

We  have  a long  way  to  go  before  we  can 
convince  legislators  of  the  limitations  which 
could  be  reasonably  imposed  on  the  develop- 
ment of  medical  criteria  for  the  licensing  of 
drivers.  The  Committee  on  Medical  Aspects 
of  Automotive  Safety  of  the  American  Med- 
ical Association  has  stated  that  there  are 
91  million  licensed  drivers  in  the  United 
States.  “To  give  medical  examinations  ini- 
tially or  periodically  to  this  number  for  the 
purpose  of  licensing  to  operate  a motor  ve- 
hicle is  to  use  medical  man-power  with  less 
than  optimum  effectiveness.”  The  identifi- 
cation of  persons  with  certain  diseases  is  of 
little  value  in  preventing  accidents.  The  lack 
of  mature  judgment  is  a critical  factor  in 
the  cause  of  accidents. 

There  are  a number  of  medical  condi- 
tions which  would  apply  to  “driver  limita- 
tion” based  on  medical  factors.  However, 
since  at  the  present  time  such  limitations 
apply  only  to  commercial  drivers,  the  doctor 
himself  must  serve  to  educate  the  patient- 
driver,  warning  him  of  his  limitations. 

In  addition  to  this,  patients  must  be 
warned  of  the  often  uncontrollable  drowsi- 
ness produced  by  antihistamine  drugs  and 
“cold”  preparations  which  contain  antihista- 
mines. Unless  the  patient  knows  and  can 
predict  the  effect  of  tranquilizers,  he  should 
not  drive  until  he  has  a sufficiently  long 
trial  period  to  understand  the  effects.  Fur- 
thermore, tranquilizers  are  apt  to  interfere 
with  the  patient’s  judgment  and  reaction 
time.  Also,  the  condition  for  which  the 


tranquilizer  is  given  may  be  a limiting  fac- 
tor in  itself,  and  if  the  tranquilizer  wears 
off  then  this  will  interfere  with  the  driver’s 
ability.  Truck  drivers  and  salesmen  who  are 
apt  to  be  on  the  road  for  a long  period  of 
time  may  take  stimulants,  such  as  Dexedrine, 
not  realizing  that  when  the  effect  wears  off 
the  counter  reaction  with  excessive  fatigue 
and  even  hallucinations  may  set  in. 

All  that  we  can  do  now  is  warn  our  pa- 
tients of  these  hazards.  Education  should  be 
better  than  legislation. 

The  Traffic  Safety  Committee  of  the  Ne- 
braska State  Medical  Association  will  not 
recommend  or  propose  legislation,  but  we  in- 
tend to  keep  all  pertinent  material  on  file 
so  that  we  may  testify  before  any  education- 
al body  or  legislative  committee  when  neces- 
sary. 

TRAFFIC  SAFETY  COMMITTEE; 
Ralph  Moore,  MD,  Omaha,  Chm., 
Theo.  A.  Peterson,  MD,  Holdrege 
George  B.  Salter,  MD,  Norfolk 
Vern  F.  Deyke,  MD,  Columbus 
P.  B.  Olsson,  MD,  Lexington 
John  Porter,  MD,  Beatrice 


OUR  PHARMACEUTICAL  ADS 

The  following  pharmaceutical  firms  car- 
ried advertising  in  our  Joivrnal  during  the 
month  of  October  1964.  The  page  numbers 
of  their  ads  are  to  be  found  in  the  Advertis- 
ing Index  on  page  36-A. 

Winthrop  Laboratories;  Lederle  Labora- 
tories; A.  H.  Robins  Co.;  Wallace  Lab- 
oratories; Pfizer  Laboratories;  Burroughs 
Wellcome  & Co.;  William  Poythress  & Com- 
pany; Best  Foods;  Lilly  and  Company;  Smith 
Kline  and  French;  Ames  Company,  Inc.,  and 
Roche  Laboratories. 

It  may  be  wise  to  keep  in  mind  the  little 
reminder  we  have  used  for  so  many  years, 
at  the  bottom  of  each  page:  “You  can  en- 
hance the  value  of  your  own  Journal  by 
patronizing  its  advertisers.” 


December,  1964 
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LIFE  OF  A DOCTOR 

It  is  difficult  enough  for  most  of  us  to 
saj’  much  in  prose,  let  alone  poetry.  When 
a doctor  does  well  on  the  poetic  side,  his 
efforts  merit  being  placed  where  all  of  us 
may  read  them. 

We  are  indebted  to  Dr.  G.  P.  McArdle  of 
Omaha  for  offering  us  the  following  (with 
the  permission  of  its  author,  Dr.  G.  J.  Kad- 
avy  of  2703  South  16th  Street,  Omaha) ; 

LIFE  OF  A DOCTOR 

So  you  yearn  to  be  a doctor. 

To  treat  the  lame  and  sick; 

Don’t  think  it’s  just  that  easy. 

You’ll  find  out  mighty  quick. 

You  go  to  school  for  ages. 

To  graduate  from  college; 

You  burn  a lot  of  midnight  oil. 

To  cram  your  head  with  knowledge. 

You  fret  and  stew  and  worry. 

Before  you  pass  the  Board; 

That’s  when  you  put  in  practice 
The  knowledge  you  have  stored. 

Now  that  all  is  finished. 

You’re  ready  for  location. 

But  really  you  have  worked  so  hard. 

You  need  a long  vacation. 

You  find  a town  and  settle  down 
To  a life  of  work  and  worry; 

You  have  no  time  for  wife  and  kids 
You’re  always  in  a hurry. 

You  call  upon  your  patients 
And  seiwe  them  day  and  night; 

You  plod  along  without  much  rest 
And  try  to  do  what’s  right. 

Some  tell  you  all  their  symptoms 
And  repeat  them  o’er  and  o’er; 

You’ve  heard  them  now  so  often 
They  really  are  a bore. 

Now  your  practice  is  extensive. 

But  you  can  plainly  see, 

A lot  of  it  is  charity. 

You  can’t  expect  a fee. 

You’d  like  to  take  the  family 
To  a picnic  or  a show; 

Some  accident  or  baby  case 
Will  pop  so  you  can’t  go. 


The  detail-men  disturb  you 
On  the  busiest  of  days, 
Braggin-up  their  products 
In  a hundred  different  ways. 

A doctor’s  life’s  not  rosy. 

As  you  may  now  surmise; 

If  you’re  still  in  the  notion. 
You’ll  get  a big  surprise. 

And  yet  if  you’re  ambitious 
To  help  some  suffering  soul. 
May  we  extend  best  wishes 
That  you  attain  your  goal. 

— GFK 


News  and  Views 

Closed-Circuit  TV  Network  to  Provide 
Hospitals  With  Medical,  Nursing  Shows — 

Sometime  in  the  next  12  months,  hospitals 
throughout  the  nation  will  be  linked  together 
in  a closed-circuit  television  network  which 
will  bring  to  physicians  and  nurses  outstand- 
ing programs  of  information  and  education 
on  a regularly  scheduled  basis. 

The  network,  scheduled  to  go  into  opera- 
tion by  mid-1965,  will  carry  hour-long  shows 
originating  at  medical  centers  in  all  parts 
of  the  nation.  Each  show  will  be  carried,  via 
AT&T  long  line  cables,  directly  into  hos- 
pitals and  there  shown  on  special  high-fidel- 
ity receiving  sets. 

Only  subscribing  hospitals  will  be  able  to 
receive  programming,  since  the  transmitting 
lines  will  be  hooked  up  directly  to  the  special 
receivers. 

The  network  called  MTC  (Medical  Tele- 
vision Communications),  will  carry  program- 
ming consisting  of  refresher  courses,  lec- 
tures, symposia,  colloquia,  reports  on  new 
developments  in  techniques,  diagnosis,  ther- 
apy, and  coverage  of  significant  medical 
and  nursing  meetings. 

Each  hour-long  medical  progi’am  will  be 
repeated  on  the  network  at  least  once,  to  fa- 
cilitate viewing  by  the  full  hospital  staff. 

Program  content  and  participants  will  be 
selected  in  consultation  with  a gi’oup  of  in- 
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dependent  advisors,  among  whom  will  be  Dr. 
Loyal  Davis,  past  president  of  the  American 
College  of  Surgeons,  and  editor  of  Surgery, 
Gynecology  and  Obstetrics. 

The  MTC  network  differs  from  other  pro- 
posed medical  television  networks  since  it 
will  regularly  broadcast  on  closed  circuit 
directly  into  the  hospital,  and  in  that  it  will 
carry  “commercials.” 

The  “commercials”  will  be  messages  from 
ethical  pharmaceutical  companies  on  prod- 
ucts of  interest  to  the  medical  and  nursing 
profession.  Charter  sponsors  on  the  net- 
work are  the  Wm.  S.  Merrell  Co.,  Cincinnati, 
and  G.  D.  Searle  & Co.,  Chicago.  A maxi- 
mum of  eight  sponsors  will  participate  in  the 
initial  programming  schedules. 

Commercial  sponsors  will  underwrite  the 
major  expenses  of  programming  and  produc- 
tion. Subscribing  hospitals  will  be  required 
to  pay  the  actual  costs  of  local  hookup  into 
the  television  long  lines.  This  cost  will  be 
$550.00/month/hospital. 

During  the  first  year  of  telecasting,  MTC 
will  originate  at  least  12  medical  and  three 
nursing  hour-long  programs,  each  of  which 
will  be  repeated  on  the  full  network.  It  is 
anticipated  that  program  frequency,  in  the 
future,  will  increase  to  one  original  show  per 
week. 

The  monthly  hookup  charge  to  subscribing 
hospitals  will  not  increase  as  program  fre- 
quency increases. 

Following  establishment  of  the  network, 
the  facilities  of  MTC  will  be  made  available, 
on  lease,  to  any  official  medical  body  which 
wishes  to  make  programs  of  continuing  edu- 
cation available  to  physicians  or  nurses. 

Although  much  of  the  programming  will 
be  arranged  in  advance,  there  will  be  flexi- 
bility in  scheduling  which  will  allow  MTC  to 
rapidly  report  on  any  major  new  develop- 
ment within  the  health  field. 

The  MTC  concept  was  developed  after 
years  of  intensive  study  of  the  problems  and 
opportunities  in  postgraduate  medical  edu- 
cation. The  MTC  approach  will  provide 
physicians  and  nurses  with  outstanding  in- 
formation about  the  art  and  science  of  medi- 


cine and  nursing  — within  the  hospital  en- 
vironment. 

The  network  will  go  oi)erational  once  50 
hospitals  have  signed  as  subscribing  mem- 
bers. It  is  anticipated  that  more  than  1,000 
hospitals  of  200  beds  and  over  can  be  sei’ved 
by  the  present  system  of  television  long  lines. 

Programs  will  be  scheduled  for  transmis- 
sion at  day-time  hours  deemed  most  satisfac- 
tory to  the  majority  of  subscribing  hospitals. 

MTC’s  president  is  David  N.  Hagues, 
Chicago,  who  developed  the  closed  circuit 
TV  concept  several  years  ago  and  since  then 
has  worked  on  its  implementation.  Hagues 
has  headed  a medical  communications  and 
promotion  agency,  and  in  this  capacity  has 
been  in  close  contact  with  both  the  medical 
profession  and  pharmaceutical  suppliers. 

Programming  director  of  MTC  is  Wyman 
Guin,  former  vice  president  of  a pharma- 
ceutical company  and  a 25-year  veteran  in 
medical  communications. 


Nobel  Laureate  Receives  AMA  Tobacco 
Research  Grant — 

A Nobel  Prize  winner.  Professor  Bovet,  in 
medicine  was  among  11  scientists  awarded 
grants  recently  for  tobacco  research  by  the 
American  Medical  Association  Education  and 
Research  Foundation. 

The  first-year  grants  for  the  11  projects 
amounted  to  $504,320.  Duration  of  the 
projects  ranges  from  one  to  five  years,  and 
full  commitment  for  the  duration  is  over  $1 
million.  Each  project  is  subject  to  annual 
review. 

In  making  the  announcement,  Raymond 
M.  McKeown,  MD,  Foundation  president, 
said  AMA-ERF  has  now  made  28  tobacco 
research  grants  in  the  past  five  months.  To- 
tal first-year  commitments  to  date  are  $1,- 
041,804  with  a potential  total  for  the  five- 
year  period  of  nearly  $2.5  million. 

The  grants  are  a part  of  a long-range  re- 
search program  on  tobacco  and  health  au- 
thorized by  the  AMA  House  of  Delegates 
last  December. 
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Comments  From  Your  President 


Now  that  the  smoke  of  battle  has  cleai’ed 
following  the  election,  perhaps  we  can  view 
some  of  the  issues  with  a little  more  clarity. 
There  is  little  doubt  that  some  type  of  so- 
cial legislation  concerning  medicine  will  be 
introduced.  It  is  quite  likely  that  when  this 
is  introduced,  it  will  be  much  more  exten- 
sive than  the  King-Anderson  Bill  of  the  last 
Congress.  Pessimistically,  it  could  be  com- 
plete socialized  medicine  for  all.  It  is  more 
apt  to  be  an  extension  of  King-Anderson 
philosophy  to  include  not  only  hospitaliza- 
tion but  also  medical  care  for  all  over  age 
65,  or  complete  socialized  medicine  for  a con- 
siderable segment  of  our  society.  Some  of 
our  stalwarts  against  socialized  medicine  in 
Congress  were  defeated.  Many  were  re- 
turned, and  some  of  the  new  members  will 
be  opposed  to  socialized  medicine  of  any 
type.  Party  affiliation  does  not  necessarily 
dictate  the  vote  in  this  type  of  legislation. 
In  the  next  few  weeks,  we  should  be  able 
to  assess  fairly  accurately  our  strength  and 
weakness  in  both  the  House  and  the  Senate. 
If  we  are  to  defeat  socialized  medicine  in  this 
session  of  Congress,  much  work  will  be  re- 
quired and  this  we  intend  to  do.  We  must 
depend  on  your  complete  cooperation,  and 
we  will  request  this  from  time  to  time.  Fur- 
thermore, we  shall  attempt  to  keep  you  up 
to  date  through  our  N.S.M.A.  Bulletins. 

It  is  noted  that  the  Eastern  Nebraska 
Mental  Health  Association  has  a proposal 
for  a Community  Mental  Health  Center  for 
the  Metropolitan  Omaha  area.  I feel  that 
the  important  features  of  this  project  are 
that  it  is  community  sponsored,  administered 
by  its  own  board,  and  advised  by  a Board 
of  Consultants  from  various  professions. 
It  would  be  available  to  all  private  indi- 
viduals on  a full  or  part  pay  basis.  Com- 
munity organizations  and  agencies  — 
schools,  courts,  family  agencies,  clergy,  law- 
yers — would  be  able  to  make  use  of 
diagnostic,  referral  services,  and  so  forth. 
This  project  has  the  backing  of  the  Ne- 


braska Academy  of  Private  Practice  of  Psy- 
chiatry, the  Psychiatry  Committee  of  the 
N.S.M.A.,  the  Executive  Committee  of  the 
Omaha-Douglas  County  Medical  Society,  and 
the  executive  steering  committee  of  the  Re- 
gion VI  Comprehensive  Mental  Health 
Study.  It  is  refreshing  to  hear  of  a mental 
health  center  to  be  organized  and  controlled 
by  a community  with  no  governmental  con- 
trol, and  it  behooves  the  medical  profession 
to  give  this  project  full  cooperation  to  insure 
its  continuation  and  growth.  May  we  wish 
the  Center  every  success. 

It  is  hoped  that  you  will  carefully  study 
the  booklet  you  received  concerning  the  Ne- 
braska Medical  Foundation.  The  expanded 
program  of  the  Foundation  has  had  remark- 
able success.  By  the  time  of  publication  of 
this  article,  there  should  be  well  over  $100,- 
000  in  loans  to  medical  students.  This  is 
a very  worthy  organization,  and  deserves 
your  consideration  and  support.  Your  sup- 
port may  educate  a medical  student  who 
otherwise  might  not  be  able  to  afford  to  be- 
come a doctor. 

Richard  E.  Garlinghouse, 
President. 
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Surgical  Management  of 
Omphalocele  or 
Umbilical  Eventration 


An  omphalocele  is  a rather  rare 
malfoi-mation  of  the  umbilicus 
presenting  as  a visible  peri- 
toneal sac  of  variable  size  which  is  not 
covered  by  skin.  Essentially,  the  condition 
is  a herniation  of  the  abdominal  viscera  into 
the  base  of  the  umbilical  cord,  being  covered 
only  by  the  peritoneum  internally  and  the 
amnionic  membrane  externally.  These  two 
layers  fuse  making  a very  delicate  covering 
which  is  quite  transparent  at  birth  but 
which  rapidly  becomes  cloudy,  shrunken, 
opaque,  and  increasingly  friable.  Suscepta- 
bility  to  infection  increases  rapidly  with  this 
transition  even  if  the  sac  remains  unbroken. 

Embry ologically  the  coelomic  cavity  from 
the  sixth  to  the  tenth  weeks  of  fetal  life  has 
a forward  expansion  into  the  base  of  the  um- 
bilical cord  which  contains  loops  of  intestine. 
This  occurs,  presumably,  as  a result  of  the 
more  rapid  growth  of  the  abdominal  viscera 
which  condition  changes  after  the  tenth 
week  of  fetal  life  with  enlargement  of  the 
abdominal  cavity  and  the  return  of  the 
viscera  to  this  space.  An  omphalocele  re- 
sults if  for  any  reason  a permanent  dispar- 
ity in  size  persists  between  the  abdominal 
cavity  and  its  viscera. 

Little  difficulty  is  encountered  in  making 
the  proper  diagnosis  at  birth.  The  omphalo- 
cele may  vary  in  size  from  a very  small  herni- 
ation of  small  bowel  alone  into  the  base  of  the 
umbilical  cord,  to  mammoth  lesions  larger 
than  the  entire  peritoneal  cavity  and  contain- 
ing practically  all  the  abdominal  viscera. 
The  actual  defect  in  the  abdominal  wall  may 
be  considerably  smaller  in  size  than  the 
diameter  of  the  omphalocele  sac,  varying 
from  2.5  cm  up  to  tremendous  defects  15  cm 
or  more  in  diameter.  All  the  viscera  may  be 
noted  within  the  sac  including  liver,  spleen, 
small  bowel,  colon  and  bladder.  The  pres- 
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ence  of  liver  within  the  sac  is,  in  general,  an 
ominous  sign  since  these  infants  do  poorly 
as  do  those  who  have  very  large  hernial 
rings  in  excess  of  10  cm  in  diameter. 

Associated  anomalies  are  extremely  com- 
mon and  were  present  in  55  per  cent  of  our 
series.  These  commonly  include  intestinal 
malrotation,  atresia  of  the  small  bowel  or 


Figure  1.  Newborn  infant  with  large  omphalocele  .seen 
four  hours  after  birth.  Sac  contains  liver,  small  bowel, 
and  color,  but  i.s  still  glistening  and  transparent. 
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Figure  2.  Newborn  with  very  large  omphalocele  admitted  to  hospital 
for  repair  five  days  after  birth.  Sac  is  grey,  cloudy,  thickened,  and  no 
longer  transparent.  It  was  found  to  contain  stomach,  colon,  spleen  and  liver. 


1 


Figure  3.  Massive  coils  of  small  bowel  seen  protruding  from  omphalo- 
cele ruptured  at  birth.  Note  loops  show  moderate  distention  but  are  free  and 
non-adherent. 


colon,  extrophia  of  the  bladder,  and  club 
feet. 

Rupture  of  the  omphalocele  sac  may  occur 
during  intra-uterine  life  or  at  birth.  It  is 
always  a serious  complication  but  much  more 
grave  when  it  occurs  during  intra-uterine  life 
so  that  at  birth  the  protruding  intestine  pre- 


sents as  a tobacco-brown,  swollen,  matted- 
together  mass  in  which  it  is  totally  impos- 
sible to  distinguish  the  small  bowel  from 
colon  or  the  presence  of  an  intestinal  ano-  j 
maly.  (Figures  1 to  4).  ( 

The  treatment  of  any  omphalocele  demands 
prompt  surgical  repair  and  the  sooner  this 
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Fi^re  4.  Nwbom  infant  with  intra-uterine  rupture  of  omphalocele  sac. 
Frotruding  intestinal  mass  is  edematous,  dark  brown,  and  so  fused  together 
that  small  bowel  is  indistinguishable  from  colon. 


be  accomplished  after  birth  the  better.  Im- 
mediate operation  is  obviously  indicated 
when  a sac  is  ruptured  and  bowel  presents 
on  the  abdomen.  However,  prompt  repair 
is  equally  important  with  an  intact  sac 
before  the  gastrointestinal  tract  becomes 
gas  filled  and  more  difficult  to  replace  into 
the  small  abdominal  cavity. 

Operation  is  ideally  accomplished  in  a 
single  stage.  Careful  inspection  of  all  ab- 
dominal viscera  is  manditory  for  associated 
congenital  defects  with  their  repair  or  cor- 
rection. Layer  closure  of  the  abdominal  de- 
fect is  then  accomplished  after  replacing  the 
protruding  abdominal  contents,  if  this  be 
feasible.  The  assistance  of  an  experienced 
anesthesiologist  using  some  of  the  modern 
relaxant  drugs  has  been  amazingly  helpful 
in  accomplishing  this  difficult  task  in  those 
infants  with  large  hernial  defects. 

With  very  large  omphalocele  sacs  pri- 
mary repair  may  be  impossible  since  the  ab- 
dominal cavity  is  not  of  sufficient  size  to 
receive  all  the  protruding  viscera  and  still 
permit  closure  of  the  umbilical  defect.  In 
such  instances  the  skin  alone  is  approximat- 
ed over  the  defect  after  very  wide  under- 
cutting, as  suggested  some  years  ago  by 
Ladd.  At  a later  date,  determined  by  the 
development  of  the  abdominal  cavity,  one 


may  safely  repair  the  umbilical  defect  by 
layer  repair.  In  all  such  procedures  fine  in- 
terrupted sutures  of  nonabsorbent  material 
are  essential  to  reduce  incidence  of  dehis- 
cence and  to  permit  healing. 

It  is  to  be  emphasized  that  omphaloceles 
are  not  common.  From  1948  to  January 
1964  the  Childrens  Memorial  Hospital  in 
Omaha  admitted  60,174  infants  and  chil- 
dren to  its  wards.  In  this  15-year-period  a 
total  of  only  17  omphaloceles  were  admitted 
for  care  with  an  overall  mortality  of  41.1 
per  cent.  We  have  had  an  opportunity  to 
care  for  1 1 omphaloceles,  nine  of  which  were 
in  the  Childrens  total  series  of  17  cases. 
Seven  of  our  11  infants  were  males.  The 
birth  weights  of  the  series  ranged  from  four 
to  seven  and  a half  pounds,  with  an  aver- 
age of  six  pounds.  Six  of  the  11  cases  were 
seen  within  six  hours  of  birth.  Four  infants 
were  admitted  24  hours  after  birth  and  one 
baby  was  five  days  old  when  brought  to  the 
hospital.  Four  of  the  11  cases  (37%),  had 
ruptured  sacs  with  protruding  bowel  on  ad- 
mission. Three  of  these  were  intra-uterine 
ruptures  and  in  one  instance  the  child’s  om- 
phalocele sac  was  ruptured  during  deliverj^ 

Our  experience  agrees  with  that  of  others 
who  record  a very  markedly  increased  mor- 
tality with  umbilical  defects  above  8 cm  in 
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diameter,  being  further  compounded  when 
the  liver  is  in  the  sac.  Delay  in  surgical 
closure  of  the  defect  also  greatly  increases 
the  mortality. 

Primary  layer  repair  was  undertaken  and 
accomplished  in  seven  cases.  In  two  in- 
fants partial  layer  closure  alone  was  pos- 
sible with  the  associated  extrophia  of  the 
bladder.  In  the  remaining  two  cases  only  the 
skin  could  be  closed,  utilizing  the  Ladd  tech- 
nique because  of  the  huge  umbilical  defects. 
Re-exploration  was  done  in  three  cases  be- 
cause of  symptoms  of  intestinal  obstruction 
developing  soon  after  the  initial  closure. 

Five  cases  in  our  series  of  11  infants  sur- 
vived, a mortality  of  54.6  per  cent,  which  is 
distressingly  high.  The  six  fatal  cases  sur- 
vived for  from  16  to  50  days,  or  an  average 
of  28  days  after  operation.  The  complica- 
tions resulting  in  death  were  multiple  con- 
genital defects  in  three  cases,  duodenal  and 
jejunal  fistula  in  two  infants,  and  pneu- 
monia in  one  instance. 

In  the  six  deaths  there  were  two  cases  in 


which  10  to  13  cm  abdominal  defects  were 
present  with  the  entire  liver  in  the  sac,  and 
two  cases  of  protruding  colon  vdth  complete 
extrophia  of  the  bladder  with  other  associat- 
ed congenital  defects.  Two  of  the  three  cases 
of  recognizable  small  bowel  atresia  recovered 
with  either  primary  or  secondaiy  resection. 

Conclusion 

Omphalocele  is  a rather  unusual  congenital 
defect  seen  in  infancy  requiring  immediate 
surgical  repair.  Associated  congenital  defects 
are  extremely  common  and  must  always  be 
suspected.  The  mortality  is  greatly  influ- 
enced by  the  size  of  the  abdominal  defect, 
its  content,  whether  it  be  ruptured,  the  pres- 
ence of  additional  congenital  defects,  and  the 
promptness  with  which  surgical  closure  can 
be  carried  out. 
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Notes  on  Nebraska  Snakebites* 


VERY  little  has  been  published 
about  poisonous  snakebites 
in  Nebraska.  The  notes  pro- 
vided in  this  study  were  collected  during  a 
nationwide  survey  of  poisonous  snakebites 
in  the  United  States.  The  purposes  of  this 
study  are : ( 1 ) to  provide  information  about 
the  pattern  of  snakebite  accidents  in  Nebras- 
ka (2)  to  relate  some  medical  findings  asso- 
ciated with  these  bites;  and  (3)  to  discuss 
briefly  current  concepts  of  snakebite  treat- 
ment. 

Snakebite  accidents  are  rather  common- 
place in  the  southern  states,  but  less  frequent 
in  the  northern  states,  of  the  West  North 
Central  Region  of  the  United  States.  Ne- 
braska has  the  fourth  highest  annual  inci- 
dence of  snakebites  of  the  states  in  this  re- 
gion. The  annual  snakebite  rates  per  100,- 
000  population  for  this  region  are : Missouri 
(5.42),  Kansas  (5.28),  South  Dakota  (4.56), 
Nebraska  (3.26),  North  Dakota  (0.79),  Iowa 
(0.33)  and  Minnesota  (0.09).  In  view  of 
these  findings  it  is  rather  surprising  that 
there  was  only  one  snakebite  death  in  Ne- 
braska during  the  ten  year  period,  1950 
through  1959.1 

Poisonous  Snakes 

According  to  Klauber,^  the  following 
species  and  sub-species  of  rattlesnakes  are 
indigenous  to  Nebraska : the  prairie  rattle- 
snake (Crotalus  viridis  viHdis),  the  timber 
rattlesnake  (Crotalus  horridus  horridus),  the 
eastern  massasauga  or  “swamp  rattler” 
(Sistrunis  catcnatus  catenaUis),  and  the 
western  massasauga  (Sistrm'us  catenatus 
tergeminus).  Conant,®  lists  the  northern 
copperhead  (Agkistrodon  contortnx  moke- 
son)  as  Nebraska’s  only  other  poisonous 
snake.  Massasaugas  are  small  rattlesnakes. 
With  the  exception  of  the  prairie  rattlesnake, 
all  of  Nebraska’s  poisonous  snakes  are  con- 
fined to  the  extreme  southeastern  tip  of  the 
State.  On  the  other  hand,  prairie  rattlers  are 
found  throughout  Nebraska  except  for  the 
extreme  southeastern  tip  of  the  State.  Cot- 
tonmouth  moccasins  and  coral  snakes  are 
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not  native  to  Nebraska.  Thus,  there  are 
five  species  or  sub-species  of  poisonous 
snakes  native  to  the  State.  See  Figure  1 
for  photographs  of  poisonous  snakes  of  Ne- 
braska. 

All  of  Nebraska’s  poisonous  snakes  are 
pit  vipers.  They  are  so  named  because  of 
a characteristic  pit  which  is  located  between 
the  eye  and  nostril  on  each  side  of  the  body. 
Pit  vipers  also  are  identified  by  elliptical 
pupils  and  by  two  well-developed  fangs 
which  protrude  from  the  maxillae  when  the 
snake’s  mouth  is  opened.  Rattlesnakes  have 
rattles  which  are  attached  to  their  tails. 
Harmless  snakes  do  not  have  facial  pits, 
they  have  round  rather  than  elliptical  pupils, 
and  while  they  have  teeth,  they  lack  fangs. 

Oftentimes  people  will  chop  off  the  head 
of  a snake  which  has  bitten  someone  and 
bring  the  snake’s  body  in  for  identification. 
Pit  vipers  can  be  identified  by  turning  the 
snake’s  belly  upwards  and  noting  a single 
row  of  subcaudal  plates  just  below  the  anal 
plate.  Harmless  snakes  have  a double  row 
of  subcaudal  plates.  Figure  2 depicts  the 
characteristic  features  of  pit  vipers  and 
harmless  snakes. 

Methods  of  Study 

A questionnaire  and  letter  explaining  the 
purpose  of  this  study  were  mailed  to  a “se- 
lected” group  of  Nebraska  hospitals  listed 
in  Hospitals  (Journal  of  the  American  Hos- 
pital Association)  Guide  Issue.  The  hos- 
pitals selected  for  this  study  were  general 
hospitals,  children’s  hospitals  and  college  in- 
firmaries. Army,  Navy,  Coast  Guard,  Pub- 

*This  investigation  was  supported  in  part  by  Public  Health 
Service  Research  Grant  GM  11268-02  from  the  Division  of 
General  Medical  Sciences,  Public  Health  Service. 
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Fi^re  1.  Poisonous  Snakes  Indigenous  to  Nebraska.  (Photographs  of  Rattlesnakes  Courtesy 
of  L.  M.  Klauber.  Reference  No.  2). 


lie  Health  Service,  Air  Force  and  Veter- 
ans Administration  hospitals  also  were  sent 
questionnaires.  IMaternity,  tuberculosis  and 
mental  hospitals  were  omitted  as  they  would 
not  be  expected  to  treat  snakebite  victims.  A 
total  of  103  Nebraska  hospitals  comprise  the 
study  group.  Each  hospital  was  requested  to 
report  all  in-patients  admitted  to  the  hos- 
pital for  snakebite  treatment  during  1958 
and  1959. 

Most  hospitals  do  not  code  and  tabulate 
the  diagnoses  of  emergency  room  and  out- 
patient clinic  visits.  Since  some  snakebite 
victims  are  not  admitted  to  the  hospital  as 
in-patients,  it  seemed  essential  to  ask  a 
sample  of  practicing  physicians  how  many 


snakebite  victims  they  treated  on  both  an 
out-patient  (office,  home,  emergency  room, 
and  so  forth)  and  on  an  in-patient  basis. 
Previous  surveys,^*®  have  shown  that  most 
people  with  venomous  snakebites  are  treat- 
ed by  general  practitioners,  surgeons,  intern- 
ists, pediatricians,  and  orthopedic  surgeons. 
Therefore,  a random  sample  of  one-third  of 
all  the  Nebraska  physicians  in  these  cate- 
gories of  practice  who  were  listed  in  the 
AiMA  American  iMedical  Directory  were  sent 
questionnaires. 

Death  certificates  for  fatal  snakebite 
cases  were  obtained  from  the  Nebraska  De- 
partment of  Health. 
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CHARACTERISTICS  OF  SNAKES 


Results 

This  report  is  based  on  questionnaires  re- 
turned by  102  (99  per  cent)  of  103  Nebraska 
hospitals.  It  is  supplemented  by  question- 
naires returned  by  208  (75  per  cent)  of  277 
practicing  physicians  in  the  State.  The  Ne- 
braska Department  of  Health  indicated  that 
there  were  no  snakebite  deaths  during  1958 
and  1959. 

Incidence  — Nebraska  hospitals  reported 
a total  of  18  in-patients  treated  for  poison- 
ous snakebites  during  1958  and  1959.  There 
were  8 cases  in  1958  and  10  cases  in  1959  — 
an  average  of  9 cases  per  year.  Of  the  18 
snakebites  reported  during  1958  and  1959, 
detailed  case  reports  were  received  for  17 
patients  and  only  numbers  of  bites  were  re- 
ported for  one  case.  All  of  the  analyses 
in  this  paper,  excluding  the  estimate  of  inci- 
dence, tvere  based  on  the  17  detailed  case 
reports  received  from  hospitals. 

Physicians’  reports,  when  adjusted  to  ac- 


count for  all  Nebraska  physicians  in  the 
practice  categories  mentioned,  indicated  that 
approximately  20  in-patients  and  26  out- 
patients were  treated  for  snakebite  accidents 
each  year.  The  difference  between  the  esti- 
mate of  20  in-patients  treated  by  physicians 
and  the  average  of  9 in-patients  reported 
by  hospitals  can  be  explained,  in  part,  by 
the  following  facts;  (1)  one  Nebraska  hos- 
pital did  not  participate  in  the  study;  (2) 
one  county  from  which  physicians  reported 
snakebites  did  not  have  hospital  listed  in  the 
Hospitals  Guide  Issue;  (3)  there  was  evi- 
dence of  under  reporting  snakebite  in-pa- 
tients from  five  hospitals  which  participat- 
ed in  the  study;  and  (4)  physicians  indicat- 
ed that  some  in-patients  were  treated  in 
small  clinics  and  hospitals  not  listed  in  Hos- 
pitals Guide  Issue.  Taking  all  of  these  va- 
rious reports  into  consideration,  I estimate 
that  approximately  46  (20  in-patients  and  26 
out-patients)  people  were  treated  annually 
for  poisonous  snakebites  in  Nebraska.  This 
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HOSPITALIZED  SNAKEBITE  CASES 
(EACH  SYMBOL=l  CASE) 

O RATTLESNAKE 
t^UNIDENTIFIED  SNAKE 


SNAKEBITE  CASE  REPORTS 

i ~l  COUNTIES  FROM  WHICH  HOSPITALS  AND 
PHYSICIANS  REPORTED  CASES. 

COUNTIES  FROM  WHICH  ONLY  PHYSICIANS 
REPORTED  CASES. 


Figure  3.  Geographical  Distribution  of  Poisonous  Snakebites  in  Nebraska.  1958  and  1959. 


provides  an  incidence  of  3.26  bites  per  100,- 
000  population  per  year. 

Geopathology  — The  geographical  distri- 
bution of  snakebites  reported  in  Nebraska 
during  1958  and  1959  may  be  seen  in  Figure 
3.  The  lightly  shaded  counties  are  those 
from  which  hospitals  reported  in-patients 
treated  for  snakebites.  An  appropriate 
symbol  is  used  to  mark  each  hospitalized 
patient  who  was  bitten  by  a specific  kind 
of  snake.  The  darker  shaded  counties  are 
those  counties  from  which  physicians  re- 
ported snakebite  cases,  but  from  which  no 
cases  were  reported  by  hospitals. 

Of  17  people  hospitalized  for  snakebite 
treatment  for  whom  detailed  records  were 
available,  15  (88  per  cent)  were  bitten  by 
rattlesnakes  and  2 (12  per  cent)  were  bit- 
ten by  unidentified  poisonous  snakes.  There 
were  no  copperhead  bites.  Judging  from 
the  geographical  distribution  of  bites  most 
likely  all  of  these  bites  were  inflicted  by 
prairie  rattlesnakes  (Cortalus  viridis  viri- 
dis).  However,  there  is  the  possibility  that 


one  bite  by  a rattlesnake  and  one  by  an 
unidentified  snake  in  the  extreme  south- 
eastern tip  of  the  State  were  inflicted  by 
other  species. 

Figure  3 shows  snakebites  were  reported 
from  all  sections  of  the  State  except  the 
northeastern  corner.  Bite  accidents  were 
most  frequent  in  central  Nebraska.  These 
geographical  patterns  of  bites  by  the  vari- 
ous kinds  of  snakes  are  consistent  with  the 
ecological  ranges  of  poisonous  snakes  in  Ne- 
braska described  by  Klauber  and  Conant.^-^ 

Temporal  Relationships — The  monthly  dis- 
tribution of  snakebite  accidents  is  shown  in 
Table  1.  Snakebites  were  infrequent  during 
the  colder  months  of  the  year  — November 
through  April.  In  general,  snakes  are  usual- 
ly inactive  and/or  hibernating  during  the 
colder  months.  All  of  the  snakebites  in  Ne- 
braska happened  from  May  through  October. 
This  striking  seasonal  distribution  of  bites 
coincides  with  the  time  that  snakes  are  most 
abundant  and  active  and  with  the  time  that 
people  have  greater  exposure  due  to  out-of- 
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doors  occupations  and  recreation.  Similar 
“seasonal  epidemics”  of  venomous  snake- 
bites have  been  observed  in  New  England 
and  North  Carolina. ^ 


population  were:  20-29  years  of  age  (1.81) 
and  10-19  years  of  age  (1.75).  The  lowest 
bite  rates  were  found  among  people  60  or 
more  years  of  age. 


Table  1 

SEASONAL  DISTRIBUTION  OF  POISONOUS 
SNAKEBITES  IN  NEBRASKA, 

1958  AND  1959 


No. 

Month  Bites 

January  0 

Febniary 0 

March 0 

April 0 

May  2 

June  2 


No. 

Month  Bites 

July 7 

August 4 

September 1 

October  1 

November 0 

December  0 


The  time  of  day  when  most  snakebite  acci- 
dents happened  was  the  three  hour  period 
from  9:00-11:59  a.m.  when  six  (35  per 
cent)  people  were  bitten.  The  number  of 
bites  by  three  hour  periods  of  time  were: 
6 :00  - 8 :59  a.m.,  two  bites ; 9 :00  - 11 :59  a.m., 
six  bites;  12 :00  noon  - 2 :59  p.m.,  three  bites; 
3 :00  - 5 :59  p.m.,  three  bites ; 6 :00  - 8 :59 

p.m.,  two  bites ; and  3 :00-5 :59  a.m.,  one  bite. 
There  were  no  bites  reported  from  9 :00  p.m.- 
2:59  a.m.  The  bite  at  5:30  a.m.  occurred 
when  a small  child  was  walking  in  tall  weeds 
on  a farm. 

Bite  Victims  — There  were  12  white 
males,  5 white  females,  no  non-white  males 
and  no  non-white  females  admitted  to  Ne- 
braska hospitals  for  snakebite  treatment 
during  1958  and  1959.  Using  the  1960  cen- 
sus for  the  population  of  Nebraska  the  bite 
rates  per  100,000  population  were:  1.76  for 
white  males,  0.0  for  non-white  males,  0.72 
for  white  females  and  0.0  for  non-white 
females.  Thus,  males  had  higher  snakebite 
rates  than  females  and  whites  had  higher 
rates  than  non-whites. 

The  age  distribution  of  Nebraska  bite  vic- 
tims is  shown  in  Table  2.  The  largest  num- 
ber of  bites  happened  to  children  and  youths 
0-9  years  of  age  (5  bites)  and  those  10-19 
years  of  age  (4  bites).  Indeed  53  per  cent 
of  all  snakebites  were  inflicted  on  children 
and  young  adults  less  than  20  years  of  age. 
Age-specific  bite  rates  are  much  more  mean- 
ingful since  they  take  into  account  the  popu- 
lation at  risk  in  a particular  age  gi’oup. 
The  highest  biannual  bite  rates  per  100,000 


Table  2 

AGE  DISTRIBUTION  OF  HOSPITALIZED 
SNAKEBITE  VICTIMS  IN  NEBRASKA, 
1958  AND  1959 


Age  Group  Population  Rate  per 

(years)  at  Risk*  No.  Bites  100.000** 

0-  9 307,618  5 1.63 

10  - 19  228,490  4 1 75 

20  - 29  165,599  3 1.81 

30  - 39  174,658  1 0.57 

40  - 49  162,498  2 1 23 

50  - 59  144,569  2 1 .38 

60-  69  122,216  0 0.00 

70  or  more 105,682  0 0.00 


’Based  on  the  1960  Census  of  the  Population  of  Nebraska. 
•*^ese  rates  are  only  on  hospitalized  patients  for  whom 
information  was  available. 


An  analysis  of  the  occupations  of  the  pa- 
tients shows  that  eight  were  children,  six 
were  farmers  or  farm  laborers,  and  one 
each  was  a housewife,  a sales  worker,  and  a 
craftsman. 

Activity  and  Place  — Five  bites  occurred 
while  children  were  playing,  three  in  their 
own  yards  and  two  elsewhere.  An  addition- 
al two  people  were  bitten  while  walking  or 
working  in  their  yards.  Five  people  were 
bitten  while  working  on  a fann,  two  while 
engaged  in  recreation  other  than  hunting  or 
fishing,  and  one  while  hunting.  The  ac- 
tivity was  not  stated  for  the  remaining  pa- 
tients. 

The  place  where  the  bite  accident  happened 
is  closely  related  to  the  activity  when  bit- 
ten. Five  bites  occurred  in  patients’  own 
yards,  five  took  place  on  farms  not  near  the 
house,  and  five  happened  in  fields  away 
from  the  house.  One  each  occurred  in  a field 
adjacent  to  the  house  and  in  the  woods. 

Site  and  Severity  — The  anatomical  sites 
on  human  beings  where  venomous  snakes  in- 
flicted their  bites  are  shown  in  Table  3.  All 
of  the  bites  were  inflicted  on  the  extremi- 
ties — 24  per  cent  on  the  upper  extremi- 
ties and  76  per  cent  on  the  lower  extremities. 
The  hands  were  the  parts  most  often  bitten 
on  the  upper  extremities.  The  lower  legs, 
including  the  ankles,  were  the  parts  most 
frequently  bitten  on  the  lower  extremities. 
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Table  3 

ANATOMICAL  SITES  OF  POISONOUS 
SNAKEBITES  IN  NEBRASKA,  1958  AND  1959 


Total 

Anatomies?  Site 

Side  of  Body 

No.  of 

of  Bite 

Right 

Left 

Bites 

Head,  face  and  neck 

_ 0 

0 

0 

Trunk,  front 

0 

0 

0 

Trunk,  back 

0 

0 

0 

Upper  arm 

_ - 0 

0 

0 

Forearm 

0 

1 

1 

Hand 

9 

0 

2 

Fingers  _ 

1 

0 

1 

Upper  leg 

2 

2 

4 

Lower  leg  and  ankle 

4 

3 

7 

Foot  _ . 

1 

1 

2 

Toes 

0 

0 

0 

A modification  of  the  clinical  classifica- 
tion of  pit  viper  venenation  by  Wood,  Ho- 
back  and  Green*^  was  used  to  determine  the 
severity  of  bites.  Bites  were  classified  as 
follows : 

Grade  0 — No  venenation.  Fang  or 
tooth  marks,  minimal  pain,  less  than  1 
inch  of  surrounding  edema  and  ery- 
thema. No  systemic  involvement. 

Grade  I — Minimal  venenation.  Fang 
or  tooth  marks,  severe  pain,  1-5  inches 
of  surrounding  edema  and  erythema  in 
first  12  hours  after  bite.  No  systemic 
involvement  usually  present. 

Grade  II  — Moderate  venenation. 
Fang  or  tooth  marks,  severe  pain,  6-12 
inches  of  surrounding  edema  and  eiy- 
thema  in  first  12  hours  after  bite,  sys- 
temic involvement  may  be  present  — 
nausea,  vomiting,  giddiness,  shock  or 
neurotoxic  symptoms. 

Grade  III  — Severe  venenation.  Fang 
or  tooth  marks,  severe  pain,  more  than 
12  inches  of  surrounding  edema  and 
erythema  in  first  12  hours  after  bite, 
systemic  involvement  usually  present  as 
in  Grade  II. 

The  severity  of  venenation  (venom  poison- 
ing) was  classified  as  follows  for  16  hos- 
pitalized cases:  4 (25  per  cent)  were  Grade 
0;  5 (31  per  cent)  were  Grade  I;  4 (25  per 
cent)  were  Grade  II;  and  3 (19  per  cent) 
were  Grade  III.  For  the  remaining  one  hos- 
pitalized case  the  severity  of  venenation  was 
not  stated.  There  were  no  deaths  among 
the  17  hospitalized  cases  in  this  series.  Fur- 


thermore, there  were  no  deaths  during  1958 
and  1959  among  the  estimated  46  snakebite 
cases  that  occurred  annually.  The  case- 
fatality  rate  for  poisonous  snakebites  in  Ne- 
braska is  estimated  to  be  less  than  one-half 
of  one  per  cent.  This  is  confirmed  by  the 
fact  that  there  has  been  only  one  snakebite 
death  in  Nebraska  from  1950  through  1959. ^ 
This  fatality  involved  a one-year-old  child 
who  was  bitten  four  times  below  his  knee  by 
a rattlesnake.  The  child  was  bitten  while 
playing  in  his  yard  at  home.  He  died  five 
hours  after  venenation  took  place.  Large 
rattlesnakes  ( Crotalus  sp.)  cause  more 
deaths  than  any  other  poisonous  snakes  in 
the  United  States."  Contraiy  to  popular  be- 
lief, most  people  do  not  die  within  the  first 
few  hours  following  venenation.  About  70 
per  cent  of  them  die  6-48  hours  after  the 
bite  has  occurred." 

Treatment 

The  current  treatment  of  North  American 
pit  viper  (rattlesnake,  cottonmouth  moccasin 
and  copperhead)  bites  includes  both  minor 
surgery  and  medical  forms  of  treatment.  A 
constricting  band  (tourniquet)  should  be 
applied  lightly  to  the  involved  extremity  sev- 
eral inches  proximal  to  the  bite.  The  con- 
stricting band  should  be  applied  only  tight 
enough  to  occlude  the  superficial  venous  and 
lymphatic  flow.  It  should  not  occlude  the 
ay'terial  circulation  and  it  should  be  released 
every  10-15  minutes  for  a minute  or  rtvo. 
As  edema  resulting  from  venom  poisoning 
spreads,  the  constricting  band  should  be  ad- 
vanced to  keep  just  ahead  of  the  swelling. 
The  purpose  of  the  constricting  band  is  to 
impede  the  spread  of  venom  until  incision  and 
suction  can  be  used  to  remove  the  venom 
mechanically  and  until  antivenin  can  be  ad- 
ministered to  neutralize  the  venom,  or  both. 

Incision  and  suction  (I.S.)  is  effective  in 
removing  venom  from  experimental  animals 
up  to  about  120  minutes  after  the  venom 
is  injected.  The  sooner  it  is  used,  the  larger 
the  amount  of  venom  that  can  be  removed. 
Suction  should  be  used  for  about  one  hour. 
We  have  found  the  suction  cups  supplied  in 
the  Cutter  and  the  Becton-Dickinson  snake- 
bite first-aid  kits  effective  for  removing  pit 
viper  venom.  Incisions,  one-quarter  inch 
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long  and  one-eighth  to  one-quarter  inch  deep, 
are  made  into  the  subcutaneous  tissues  over 
the  fang  punctures.  A few  (3-5)  additional 
Incisions  may  be  made  in  the  surrounding 
edematous  tissues.  A large  number  of  in- 
cisions is  not  needed.  Immobilization  aids  in 
limiting  the  spread  of  venom.  However,  if 
one  must  decide  between  immobilization  or 
seeking  prompt  medical  treatment,  the  lat- 
ter should  be  sought. 

The  “3  A’s”  (antivenin,  antibiotics,  and 
tetanus  antitoxin  and/or  toxoid)  are  recom- 
mended, in  addition  to  I.S.,  in  treating  all 
serious  pit  viper  bites.  Antivenin  Crotalidae 
Polyvalent  (Wyeth)  is  effective  in  neutraliz- 
ing the  venoms  of  all  North  American  pit 
vipers.  It  is  not  protective  against  coral 
snake  venom.  Since  antivenin  is  manufac- 
tured from  horse  serum,  the  patient  should 
receive  a skin  test  before  antivenin  is  given. 
For  Grade  I venenations  antivenin  may  be 
administered  in  the  deltoid  or  gluteus  mus- 
cles. In  Grade  II  and  Grade  III  venenations, 
antivenin  diluted  in  1000  cc  of  normal  saline 
may  be  given  intravenously.®  Studies  with 
radioisotopes  have  shown  that  antivenin  ac- 
cumulates at  the  site  of  the  bite  more  rapid- 
ly after  intravenous  administration  than 
after  intramuscular  administration.®  Injec- 
tion of  antivenin  into  the  local  bite  area  is 
not  a particularly  effective  way  to  admin- 
ister antivenin.  We  have  found  the  follow- 
ing amounts  of  antivenin  useful  in  treating 
the  various  Grades  of  venenation ; Grade  0 
(no  venenation)  requires  no  antivenin; 
Grade  I (minimal  venenation)  may  require 
10  cc  (one  ampule)  of  antivenin;  Grade  II 
(moderate  venenation)  requires  30-40  cc  of 
antivenin;  and  Grade  III  (severe  venena- 
tion) requires  50  cc  or  more  of  antivenin. 

Since  snakes’  mouths  and  venoms  may 
harbor  pathogenic  organisms,  antibiotics  and 
tetanus  antitoxin,  toxoid,  or  both,  should 
be  given  prophylactically.  Gram-negative 
organisms  predominate,  hence  a broad  spec- 
trum antibiotic  is  indicated.  Penicillin  used 
by  itself  is  not  adequate  treatment. 

Cortisone  and  ACTH  do  not  affect  the  sur- 
vival rate  of  animals  poisoned  with  pit  viper 
venom.  They  probably  should  not  be  used 
during  the  first  few  days  after  venenation. 


although  they  may  be  beneficial  later  in 
treating  serum  sickness  resulting  from  anti- 
venin therapy.  Antihistamines  are  contra- 
indicated as  they  shorten  the  survival  time 
of  animals  poisoned  with  pit  viper  venoms. 
Shock  resulting  from  venom  poisoning  should 
be  treated  with  infusions  of  blood,  plasma, 
saline  solution,  and  vasopressor  drugs.  Me- 
peridine hydrochloride  and  other  analgesics 
may  be  given  to  relieve  pain.  Recently  there 
have  been  reports  of  excessive  tissue  necrosis 
and  amputations  associated  with  cold  ther- 
apy such  as  packing  an  extremity  in  ice 
or  using  ethyl  chloride.®  In  my  opinion, 
cold  therapy  should  not  be  used  in  treat- 
ing pit  viper  bites. 

Summary 

An  estimated  46  (20  in-patients  and  26 
out-patients)  people  in  Nebraska  were  bit- 
ten by  snakes  annually  — an  incidence  of 
3.26  bites  per  100,000  people.  However,  the 
estimated  case-fatality  rate  was  less  than 
one-half  of  one  per  cent. 

Of  17  in-patients  reported  in  detail  by 
Nebraska  hospitals  during  1958  and  1959, 
15  (88  per  cent)  were  bitten  by  rattlesnakes, 
and  2 (12  per  cent)  by  unidentified  poison- 
ous snakes.  “Seasonal  epidemics’’  of  snake- 
bites occurred  with  all  of  the  bites  inflicted 
from  May  through  October. 

Males  had  higher  bite  rates  than  females 
and  whites  had  higher  rates  than  non-whites. 
Fifty-three  per  cent  of  the  cases  were  among 
children  and  young  adults  less  than  20  years 
of  age.  All  of  the  bites  were  on  the  extrem- 
ities — 24  per  cent  on  the  upper  extremities 
and  76  per  cent  on  the  lower  extremities. 
Current  snakebite  treatment  is  discussed. 
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Sink  or  Swim 


Introduction 

ON  July  9,  1963,  a local  radio 
broadcasting  station  announced 
that  in  the  past  week  there 
had  been  six  drownings  in  the  Omaha-Coun- 
cil  Bluffs  area.  This  statement  initiated  a 
study  at  the  University  of  Nebraska’s  medi- 
cal school  concerning  the  epidemiology  of 
drowning  on  a national,  state,  and  local 
basis.  The  findings  of  this  study  as  well 
as  a proposed  compulsory  swimming-educa- 
tion program  are  presented  below. 

Drowning  Statistics 

Drownings  constitute  the  second  most 
common  type  of  accidental  death  between 
the  ages  of  five  and  twenty-five.  This  fact 
becomes  even  more  meaningful  when  one 
considers  that  the  majority  of  the  deaths  in 
this  given  age  group  are  accidental  deaths. 
On  a national  level,  the  yearly  totals  of 
accidental  drownings  have  varied  from  a 
high  of  6550  to  a low  of  6434  in  the  past  five 
years.  These  figures  represent  deaths  from 
boating  accidents,  from  swimming,  and 
from  playing  in  or  by  the  water.  They  do 
not  include  deaths  from  floods  or  suicide. 
As  large  as  the  figures  may  seem,  they  are 
considerably  less  than  those  which  were  seen 
fifty  years  ago.  For  example,  in  1910  there 
were  about  12  drownings  per  100,000  popu- 
lation. This  had  decreased  to  about  7 per 
100,000  population  by  1960.  Swimming  edu- 
cation is  credited  for  reducing  the  water  fa- 
tality rate  in  the  face  of  an  increasing  num- 
ber of  people  using  water  as  a source  of 
recreation. 

Over  the  past  five  years,  in  Nebraska, 
accidental  drownings  have  varied  between 
16  and  48  per  year  with  a yearly  mean  of 
35.  For  comparison,  it  was  found  that  in 
the  same  five-year  period,  in  Nebraska, 
there  was  a yearly  average  of  5.8  deaths 
from  polio  (or  about  one  sixth  the  yearly 
average  of  drownings),  12.6  deaths  from  ap- 
pendicitis (or  about  one  third  the  yearly  av- 
erage for  drownings),  and  39.8  deaths  from 
tuberculosis.  Douglas  County,  the  sample 
county  in  this  study,  showed  some  interesting 
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findings.  In  the  past  five  years,  there  have 
been  a total  of  14  reported  deaths  by  acci- 
dental drowing  as  defined  above.  This  fig- 
ure is  misleading,  however,  for  when  a resi- 
dent of  Douglas  County  dies  by  drowning 
in  a different  county,  his  death  is  not  re- 
corded in  the  county  of  residency  but  in  the 
county  where  the  fatality  took  place.  Also, 
with  Douglas  County  being  largely  a cos- 
mopolitan county  and  one  with  relatively 
few  swimming  facilities  available,  many  of 
its  residents  travel  from  the  county  for 
water  recreation.  It  is  interesting  to  note 
that  in  the  past  five  years,  34  per  cent  of  Ne- 
braska’s accidental  drownings  occurred 
within  a fifty  mile  radius  of  Omaha. 

A further  analysis  of  this  county’s  drown- 
ing records  shows  that  in  the  previous  five 
years,  64  per  cent  of  the  victims  were  males 
and  twenty-five  years  of  age  or  younger. 
This  compares  rather  well  with  a similar 
study  in  Arkansas  where  they  found  males 
to  account  for  64  per  cent  of  the  drown- 
ings and  people  twenty  years  old  and  young- 
er to  account  for  57  per  cent.  These  fig- 
ures seem  to  point  out  the  importance  of 
swimming  instruction  early  in  life. 

An  investigation  into  the  socio-economic 
background  of  Douglas  County’s  drowned 
victims’  families  for  the  previous  five  years 
shows  their  average  formal  education  to  to- 
tal 10.6  years  with  a range  from  8.7  to  12.7 
years.  Their  average  yearly  income  was 
$5824  as  compared  with  the  national  average 
of  $6500  per  family  unit.  The  segment  of 
Omaha  east  of  30th  street  is  an  area  occu- 
pied by  the  greatest  number  of  the  lower  eco- 
nomic and  educationally  deprived  families. 
This  area  has  produced  71  per  cent  of  the 
previous  five  years’  drownings  in  Douglas 
County. 

♦Author  and  advisor,  respectively,  of  the  senior  thesis  from 
which  this  article  was  written. 


December,  1964 


659 


Swimming  Education  in  Douglas 
County 

Swimming  education  in  Douglas  County, 
excluding  private  lessons,  is  carried  out  by 
the  American  Red  Cross,  YMCA,  YWCA, 
Omaha  School  Board,  Boy  Scouts  of  America, 
and  Boys’  Clubs  of  Omaha.  These  organiza- 
tions are  doing  an  impressive  service,  but 
the  results  are  not  good  enough.  In  a recent 
survey  of  6429  Douglas  County  fourth 
graders,  it  was  found  that  30  per  cent  could 
not  swim  a stroke  and  that  40  per  cent 
could  swim  only  a distance  less  than  25 
yards.  Therefore,  in  this  particular  group, 
seven  out  of  ten  would  not  survive  if 
forced  to  swim  a distance  of  less  than  25 
yards  to  safety.  Actually,  the  number  of 
children  in  the  group  that  could  swim  close 
to  25  yards  would  probably  be  the  minor- 
ity; for  in  this  particular  survey,  the  ques- 


tions were  listed  as  follows: 

1.  I cannot  swim  30% 

2.  I can  swim  but  not 

very  well 40% 

3.  I can  swim  25  yards 20% 


In  a national  survey  of  swimmers  of  all 
ages,  it  was  stated  that  of  the  100  million 
Americans  who  visited  the  beaches,  pools, 
lakes,  and  “swimming  holes”  in  the  summer 
of  1958,  about  40  per  cent  were  unable  to 
swim.  With  no  change  in  the  swimming 
programs,  this  problem  is  certain  to  become 
worse  since  more  people  are  visiting  water 
recreational  areas  now  than  ever  before.  In 
Arkansas,  for  example,  the  use  of  water 
recreational  areas  has  increased  tenfold  be- 
tween 1947  and  1959.  And,  to  bring  these 
figures  up  to  date,  in  the  past  five  years 
the  number  of  pleasure  boats  owned  in  the 
United  States  has  increased  29  per  cent. 

A Workable  Solution 

Ideally,  every  child  should  know  how  to 
swim.  One  suggested  plan  is  compulsory 
swimming  instruction  for  all  new  fourth 
graders  during  the  summer  months.  The 
plan  is  presented  for  Douglas  County,  but 
any  county  or  town  could  adopt  such  a pro- 
gram with  minimal  modifications.  The  plan 
must  be  compulsory  since  the  figures  cited 
in  this  paper  show  that  an  elective  program 


has  not  been  effective,  especially  in  the 
lower  socio-economic  areas.  Fourth  grad- 
ers are  selected  since  this  is  an  age  when 
children  learn  swimming  easily;  and  as 
mentioned  above,  64  per  cent  of  the  drowned 
victims  in  Douglas  County  were  under  21 
years  of  age.  A single  grade  level  is  prob- 
ably all  that  Douglas  County’s  facilities  could 
comfortably  accommodate,  and  it  offers  a 
simple  method  of  organizing  the  program. 
Finally,  the  program  should  be  held  dur- 
ing the  summer  months,  because  it  is  only 
by  using  the  city’s  outdoor  pools  as  well  as 
the  county’s  school  pools  that  adequate  fa- 
cilities can  be  provided.  A summer  program 
would  also  eliminate  the  problem  of  trans- 
porting the  participants  between  their 
schools  and  respective  pools.  Such  a com- 
pulsory program  on  a year  around  basis  is 
being  successfully  used  in  Toronto,  On- 
tario. 

Last  summer  approximately  3237  chil- 
dren learned  how  to  swim  in  Douglas  County 
without  individual  instruction.  The  total 
enrollment  of  the  Omaha  Public  School  Sys- 
tem’s fourth  grades  for  the  current  year  is 
about  4100.  With  the  additional  school  and 
city  pools  that  were  built  last  summer  and 
are  being  built  now,  the  facilities  of  this 
county  will  be  adequate  for  such  a program. 

The  2237  children  who  received  beginner 
certificates  last  summer  from  the  American 
Red  Cross  paid  one  dollar  each  for  the  use 
of  the  city’s  pools.  The  instructors  worked 
on  a voluntary  basis.  The  Omaha  School 
Board’s  program  for  the  last  year  cost  $6879 
to  teach  about  one  thousand  beginners  how 
to  swim.  Therefore,  3237  children  learned 
how  to  swim  at  a total  cost  of  only  $6879,  or 
$2.13  per  swimmer. 

Summary  and  Conclusion 

The  importance  of  drownings  is  shown 
to  be  numerically  ranked  as  second  in  the 
category  making  up  the  majority  of  all 
deaths  between  the  ages  of  five  and  twenty- 
five.  This  may  be  further  emphasized  by 
stating  that  for  every  drowning,  lifeguards 
report  fifty  near-drownings  resulting  in 
shock,  illness,  and  future  fear  of  the  water. 
The  area  of  Nebraska  within  a fifty  mile 
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radius  of  Omaha  was  found  to  account  for 
34  per  cent,  or  about  one-third,  of  Nebras- 
ka’s accidental  drownings  in  the  past  five 
years.  Of  the  Douglas  County  drownings, 
64  per  cent  were  males  and  twenty-one  years 
or  younger  in  age,  and  72  per  cent  of  the 
drowning  victims’  homes  were  in  the  lower 
socio-economic  area  east  of  30th  street.  In 
spite  of  the  excellent  swimming  instruction 
given  to  the  children  of  Douglas  County, 
seven  out  of  ten  fourth  graders  cannot  swim 
a distance  of  twenty-five  yards,  and  three 
out  of  ten  admit  to  not  being  able  to  swim 
at  all.  This  is  supported  on  the  national 
level.  A plan  is  presented  whereby  the  chil- 
dren of  Douglas  County  would  learn  how  to 
swim  by  a compulsory,  single-grade-level 
summer  program. 

By  taking  positive  action,  the  three  out 
four  drownings  that  occur  within  sixty  feet 
of  shore  might  then  be  prevented. 

NOTE:  This  program  was  presented  to  the  Ne- 

braska State  Pediatric  Society  on  May  22,  1964. 
They  voted  and  were  found  to  be  enthusiastically 
in  favor  of  compulsoi’y  swimming  education  as  pre- 
sented above. 
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RISING  HOSPITAL  COSTS 

“Hospitals  in  the  United  States  last  year  spent  more  than  $10 
billion.  About  two-thirds  of  this  went  for  salaries.  Another  $2 
billion  went  for  new  facilities  and  equipment.  Each  year  hos- 
pitals must  increase  their  expenditures  to  meet  the  requirement 
of  a growing  population  for  hospital  care  and  to  provide  the  kind 
of  sei-vices  that  are  possible  and  desirable  in  an  expanding  economy. 
Because  of  these  factors,  hospital  costs  will  continue  to  rise  in  the 
forseeable  future  . . .”  (Edwin  L.  Crosby,  MD,  Director  of  the 
American  Hospital  Association. 
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PILOT  STUDY  IN  THE  USE  OF 

Diazepam  (Valium*)  In 
Cerebral  Palsy 


IN  this  hospital,  over  the  years, 
many  drugs  have  been  tried  in 
an  effort  to  help  control  the 
spasticity  and  athetosis  in  the  cerebral-palsy 
child.  These  have  included  such  drugs  as 
curare,  carbon  dioxide,  Evipal®,  carisoprodal 
(Soma®),  zoxazolamine  (Flexin®),  metho- 
carbanol  (Robaxin®),  and  meprobamate.  It 
has  been  felt  that  none  of  these  products 
gave  sufficient  promise  to  warrant  their 
routine  use  in  cerebral  palsy. 

Recently  a body  of  literature  has  been 
published  indicating  that  diazepam  is  of 
value  in  controlling  the  cerebral  palsy  child 
and  particularly  the  athetoid  patient.  It  was 
the  purpose  of  this  pilot  study  to  determine 
if  this  drug  gave  sufficient  relief  of  spas- 
ticity and  athetosis  to  warrant  its  further 
trial  and  evaluation. 

Materials  and  Methods 
Fourteen  hospitalized  patients  were  in- 
volved in  this  study.  These  included  two  pa- 
tients with  cerebral  palsy  exhibiting  athe- 
tosis, nine  cerebral  palsy  patients  showing 
various  degrees  of  spasticity,  one  patient 
with  an  epend\Tnoma  involving  the  upper 
thoracic  region  with  spasticity  of  the  lower 
trunk  and  lower  extremities,  one  patient 
with  recent  diffuse  brain  damage  following 
aspiration,  and  one  53-year-old  patient  with 
traumatic  hemiplegia.  Children  showing  only 
minimal  spasticity  were  not  included  in  this 
study.  Except  for  the  last  patient  cited, 
who  was  53  years  of  age,  these  patients 
ranged  in  age  from  18  months  to  20  years. 
Seven  of  these  children  were  less  than  four 
years  of  age.  The  dosage  in  the  v e r y 
young  was  two  and  five  tenths  milligrams 
tid  and  that  in  the  older  children  was  five 
milligrams  tid.  One  patient  received  10 
milligrams  tid. 

The  study  was  divided  into  three  groups 
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as  follows : 1.  effect  on  emotional  irritability, 
2.  effect  on  muscle  spasticity  and  athetosis, 
and  3.  effect  on  speech. 

Emotional  irritability  was  evaluated  daily 
for  a three  week  period  by  the  resident  physi- 
cians and  nursing  staff,  as  follows : 

1.  Worse 

2.  Unchanged 

3.  Improved 

a.  minimal 

b.  definite 

c.  marked 

The  emotional  irritability  was  judged  on 
the  basis  of  frequency  of  crying,  ease  in 
handling,  cooperativeness,  the  way  the  pa- 
tient related  to  the  other  patients  and  hos- 
pital personnel,  self  initiated  play,  and  so 
forth. 

iMuscle  spasticity  and  athetoid  movements 
were  evaluated  with  the  following  tests  for 
a three  week  period : 

Upper  Extremities: 

1.  Passive  flexion  and  extension  of  the 
elbow  — times  per  30  seconds. 

2.  Passive  elevation  of  the  shoulders  — 
times  per  30  seconds. 

An  attempt  to  test  passive  supination  and 
the  length  of  time  that  the  fingers  remained 
opened  after  passive  opening  the  hand  proved 
of  no  value.  The  pronation  deformity  of  the 

*Valiumi».  product  of  Hoffmann-LaRoche.  Inc.,  Nutley, 
New  Jersey. 
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forearm  in  the  spastic  children  seemed  so 
fixed  that  it  was  not  apparently  improved  by 
diazepam.  Signature  evaluation  was  also  at- 
tempted, but  could  not  be  tested  for  in  the 
small  children  and  was  not  adequately  evalu- 
ated. 

Lou'er  Extremities: 

1.  Passive  ankle  dorsiflexion  — times 
per  30  seconds. 

2.  Passive  abduction  and  adduction  of  the 
thigh  (one  at  a time)  — times  per  30 
seconds. 

As  the  study  progressed  it  soon  became 
apparent  that  only  passive  exercises  were 
of  quantitative  value  in  testing  and  that  there 
was  no  value  in  testing  uninvolved  extrem- 
ities or  minimally  involved  extremities.  Ac- 
tive tests  could  not  be  evaluated  because  they 
involved  the  patient’s  cooperation,  attention 
span,  the  environment,  and  other  fickle  vari- 
ables. 

Considerable  effort  was  expended  in  an 
attempt  to  objectively  and  quantitatively 
measure  the  effect  of  diazepam  on  speech  in 
the  cerebral-palsy  child.  After  diligent  re- 
search, our  speech  therapist  compiled  six 
timed  tests  using  the  basic  speech  skills  and 
activities.  These  tests  required  the  active 
cooperation  of  the  patient.  The  attention 
span  of  children  under  six  years  of  age  was 
too  short  to  get  meaningful  comparative 
measurements  and  we  were  forced  to  depend 
on  subjective  evaluations  in  the  nine  chil- 
dren involved  in  the  speech  study.  This 
evaluation  extended  over  a three  week  period. 

Discussion  and  Case  Histories 
Most  of  the  motor  response  to  the  drug 
was  evident  within  48  hours.  By  72  hours 
a maximum  response  was  evident.  With  dia- 
zepam - therapy  several  of  the  children 
showed  marked  improvement  in  their  motor 
responses  and  in  their  emotional  irritability 
responses.  These  children  showed  consider- 
able improvement  in  their  speech.  These 
responses  were  evident  within  three  days. 
When  the  drug  was  discontinued  the  children 
reverted  to  their  former  state.  No  loss  of 
muscular  strength  was  noted;  however,  it 
was  not  quantitatively  tested  for.  In  the  spas- 


tic group,  children  with  least  involvement 
showed  minimal  change  in  emotional  irrita- 
bility. The  small  children  tended  to  sleep 
slightly  longer  at  nap  time,  however,  there 
was  no  objectionable  somnolence.  The  older 
children  stated  that  they  noted  slight  drowsi- 
ness which  lasted  only  a day  or  two. 

Case  1 — This  12-year-old  Caucasian 
girl  suffered  from  very  severe  cerebral 
palsy  with  spastic  quadriplegia.  Her  entire 
trunk  was  severely  rotated  to  the  left,  she 
had  limited  control  of  her  hands,  her  speech 
was  unintelligible  to  strangers,  and  she  had 
never  attended  school.  Upon  being  placed 
on  five  milligrams  of  diazepam  tid,  passive 
extension  of  the  left  elbow  improved  from 
9 to  22  times  per  thirty  second's  and  the 
right  from  15  to  26  times  per  thirty  sec- 
onds. Passive  elevation  of  the  shoulder 
went  from  4(4  (average)  to  12  on  the  left 
and  from  7 to  12  on  the  right.  There  was 
marked  improvement  in  the  emotional  irrita- 
bility evaluation.  There  was  a markedly 
freer  flow  and  smoothness  in  her  speech; 
however,  the  articular  errors  did  not  change. 
This  patient  began  attending  school  for  the 
first  time  in  her  life.  The  patient’s  posture 
improved  and  she  began  feeding  herself 
without  supervision.  Her  lower  extremities 
were  not  tested,  as  they  were  in  casts.  Of 
the  spastic  group,  this  patient  showed  the 
greatest  response.  When  the  drug  was  dis- 
continued for  a four-day  period  for  testing 
purposes,  she  seemed  more  frustrated  than 
before  the  therapy  was  initiated. 

Case  2 — This  21-month-old  Caucasian 
boy  with  severe  spastic  quadriplegia  was  in 
a double  spica  cast  for  hip  dysplasia  during 
this  study.  His  passive  elbow  extension 
went  from  an  average  4(4  to  6(4  times  per 
thirty  seconds  on  the  right  and  from  3i/i  to 
8 times  per  thirty  seconds  on  the  left.  Shoul- 
der elevation  improved  from  4 to  6(4  on  the 
right  and  from  3 '4  to  6(4  times  per  thirty 
seconds  on  the  left.  The  dosage  was  2.5 
milligi’ams  tid.  There  was  marked  improve- 
ment in  the  emotional  irritability  evalua- 
tion. Because  of  nursery  regulations,  his 
speech  was  not  evaluated. 

Other  spastic  cerebral  palsy  patients 
showed  varying  amounts  of  improvement. 
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Case  3 — This  17-month-old  Caucasian 
girl  was  a case  of  spastic  quadriplegia  with 
diffuse  brain  damage  following  aspiration 
and  cardiac  arrest.  This  child  was  so  agi- 
tated on  admission  to  this  hospital  that  she 
was  placed  on  chlorpromazine.  When  this 
study  was  initiated  she  was  switched  to  2.5 
milligrams  of  diazepam  tid  with  noticeable 
improvement  in  her  spasticity  and  emotional 
state.  When  the  drug  was  discontinued  for 
testing  purposes,  it  had  to  be  reinstituted 
after  48  hours  because  of  difficulty  in  han- 
dling the  patient.  Quantitative  passive  mo- 
tion tests  were  thus  not  carried  out  on  this 
patient  in  the  absence  of  medications. 

Case  4 — This  15-year-old  Caucasian  fe- 
male showed  moderately  severe  cerebral 
palsy  with  athetosis.  This  child  showed  def- 
inite improvement  in  her  grimacing  and 
athetoid  motions  with  2.5  milligrams  of  dia- 
zepam tid.  These  motions  improved  even 
further  when  the  dosage  was  increased  to 
5 milligrams  tid.  This  child  seemed  some- 
what ataxic,  however,  and  stated  that  she 
felt  apprehensive  while  taking  the  drug. 
Following  discharge  from  the  hospital,  the 
mother  of  this  patient  became  alarmed  at  the 
apparent  exaggerated  relaxation  and  demand- 
ed that  the  drug  be  discontinued. 

It  has  been  our  observation  that  the 
athetoid  child  acquires  stabilizing  tensions 
to  control  his  abnormal  athetoid  motions. 
Diazepam  releases  these  tensions  at  the 
same  time  the  athetoid  motions  are  con- 
trolled. It  is  our  feeling  that  in  the  athetoid 
patient,  hospitalization  should  have  been 
longer  to  allow  the  children  and  their  parents 
time  to  accommodate  to  this  new  relaxation. 
It  is  our  experience  with  these  two  athetoid 
children  and  five  others  not  included  in  this 
study,  that  the  athetoid  child  is  considerably 
more  sensitive  to  Valium  than  are  the  spas- 
tic, cerebral-palsy  children.  They  tolerate 
smaller  dosages  and  their  dosage  must  be 
titrated  more  closely. 

Case  5 — This  20-year-old  college  student 
with  a postoperative  midthoracic  epen- 
dymoma had  so  much  spasticity  of  his  lower 
extremities  that  the  abduction  hip  test  and 
ankle  dorsiflexion  tests  could  not  be  done. 
Upcn  being  placed  on  10  milligrams  of  dia- 


zepam tid  the  abduction  hip  test  went  from 
0 to  11  times  per  thirty  seconds  on  the  right 
and  0 to  10  on  the  left.  Passive  dorsiflexion 
of  the  foot  went  from  0 to  10  on  the  right 
and  0 to  8 on  the  left.  With  the  relaxation 
afforded  by  diazepam,  ambulation-training 
was  greatly  facilitated  and  the  previously 
ordered  pelvic  band  for  his  control  brace 
was  not  needed. 

Case  6 — This  53-year-old  man  with  trau- 
matic paraplegia  suffered  from  mass-action- 
like spasms  with  pain  felt  in  his  abdomen. 
This  was  improved  with  medication.  The 
passive  lower  extremity  tests  showed  no  par- 
ticular improvement. 

Summary 

1.  Fourteen  patients  were  studied  to  de- 
termine if  further  trial  and  evaluation 
of  Valium®  should  be  carried  out  in 
the  spastic  and  athetoid  child. 

2.  Marked  improvement  was  noted  in  the 
spasticity,  athetosis,  and  emotional  ir- 
ritability of  some  of  these  children. 

3.  One  patient  with  a thoracic  ependym- 
oma showed  marked  improvement  in 
his  spasticity  and  was  able  to  ambu- 
late more  effectively. 

4.  A traumatic  paraplegic  showed  less 
mass-action  spasms. 

5.  Three  children  had  improved  speech. 

6.  The  athetoid  patient  loses  his  acquired 
stabilizing  tensions  on  Valium.® 

NOTE:  We  wish  to  thank  Miss  Avis  Bishop 

of  the  Physical  Therapy  Department;  Mrs.  J. 

Hansen,  our  Speech  Therapist,  and  the  nursing- 

staff  of  this  hospital  for  their  help  and  inspira- 
tion in  conducting  this  study. 
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WHERE  NEW  DRUGS  COME  FROM 
In  the  years  1941  through  1962,  the  pharmaceutical  industry 
introduced  570  basic  new  prescription  drugs.  Thi-ee-fifths  of  these 
were  discovered  in  the  United  States.  And  of  this  amount,  industry 
was  responsible  for  the  discovery  of  93  per  cent  while  government 
and  institutional  laboratoides  accounted  for  7 per  cent.  Of  the  15 
new  drugs  introduced  in  1962,  which  originated  in  this  country, 
eleven  were  from  industry  sources,  one  originated  solely  from 
university  work,  and  two  were  joint  industry-university  discoveries, 
with  none  coming  directly  from  internal  governmental  agency  re- 
search. Basic  research  continues  to  be  an  essential  element  in  the 
total  drug  industry  program,  a larger  portion  of  its  aggregate  re- 
search and  development  budget  being  directed  to  fundamental  study 
than  in  any  other  industry.  Research  as  a function  of  government 
agencies  is  relatively  new.  (Austin  Smith,  MD,  President,  Phanna- 
ceutical  Manufacturers  Association,  in  letter  to  Honorable  Carl 
Elliott,  Chairman,  House  of  Representatives’  Select  Committee  on 
Government  Research,  December  20,  1963. 
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Anesthesia  For  Caesarean  Section* 


IT  was  not  until  man  had  solved 
the  problem  of  obtaining  suffi- 
cient food  for  himself  and  his 
family  that  he  could  devote  time  to  the  ap- 
preciation of  art,  music  and  literature. 
Then,  too,  it  was  not  until  the  number  of 
maternal  deaths  from  hemorrhage,  toxemia, 
and  puerperal  infection  fell  significantly  that 
obstetricians  fully  appreciated  the  dangers 
of  obstetrical  anesthesia.  As  the  obstetri- 
cians’ interest  gi-ew,  so  too  did  that  of  anes- 
thesiologists until  currently  there  are  those 
specialized  to  give  the  gravid  woman  a safe, 
painless  deliverj\ 

It  has  been  true  in  the  past  that  two  to 
nine  per  cent  of  maternal  deaths  and  20  per 
cent  of  caesarean  section  deaths  were  due  to 
anesthesia.  All  of  the  fatalities  were  pre- 
ventable and  it  has  been  deteiTnined  that 
their  preventability  depends  upon  properly 
trained  people  giving  anesthetics. 

Obstetrical  anesthesia  involves  three  vari- 
ables — the  anesthetist,  the  patient,  and  the 
technique.  Most  important  of  these  is  the 
anesthetist.  Administration  of  safe  ob- 
stetrical anesthesia  depends  directly  upon 
his  knowledge,  skill,  and  experience.  It  is 
easy  with  modern  drugs  to  keep  patients 
free  from  pain  and  relaxed  during  operation. 
The  most  difficult  and  important  feat  is  to 
maintain  adequate  oxygenation  of  tissues  and 
unimpeded  removal  of  carbon  dioxide.  Hy- 
poxia and  hypercapnia  are  chief  causes  of 
maternal  deaths  due  to  anesthetics.  Aspira- 
tion of  vomitus  with  resultant  respiratory 
paralysis  and  circulatory  depression  lead  to 
death  by  these  verj'  mechanisms.  Death 
usually  is  a direct  result  of  these  or  an 
overdose  of  anesthetic  or  both.  As  we  have 
become  more  aware  of  these  hazards,  we 
anesthesiologists  take  particular  care  to 
avoid  them.  We  evaluate  the  patient  and  at- 
tempt to  choose  the  best  technique  for  her 
particular  case.  In  this  way,  obstetrical 
anesthesia  and  specifically  that  for  caesarean 
section  should  become  safer  each  day. 

In  taking  special  consideration  of  the  pa- 
tient one  very  important  point  must  be  made 
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— there  are  two  patients  at  stake,  mother  and 
her  baby.  The  mother  herself  may  be  a per- 
fectly healthy  young  adult.  All  well  and 
good,  but  women  have  babies  even  if  their 
health  is  not  perfect.  We  see  mothers  with 
diabetes  mellitus,  heart  disease  of  varying 
degrees  of  severity,  sickle  cell  anemia,  even 
pneumonia  or  mumps.  So,  in  choosing  an 
anesthetic  we  must  consider  a patient’s  own 
physical  health  as  well  as  maladies  incurred 
by  the  state  of  pregnancy  itself  such  as 
toxemia  and  hemorrhage.  They  may  com- 
plicate the  picture. 

Furthennore,  besides  the  mother’s  person- 
al health,  the  baby’s  condition  must  be  taken 
into  consideration.  The  infant’s  organs  are 
immature  and  the  demand  for  oxygen  is 
great.  Then,  too,  the  mother’s  condition  will 
deteiTnine  that  of  the  fetus  to  a great  ex- 
tent. Maternal  hypoxia  or  hypotension,  or 
both,  will  impair  the  transfer  of  oxygen  to 
the  fetus  and  lead  to  fetal  distress  and  even 
death.  So  maintenance  of  good  maternal 
blood  pressure  and  oxygenation  insures  not 
only  her  well  being  but  her  child’s  as  well. 

Also,  to  be  taken  in  to  serious  considera- 
tion in  anesthesia  for  caesarean  section  is 
the  problem  of  a full  stomach.  Although 
some  sections  are  scheduled  to  occur  before 
a mother  goes  into  labor,  too  many  are  not, 
but  are  done  on  an  emergency  basis.  Gas- 
tric atony  occurs  with  the  onset  of  labor 
and  may  last  ten  hours.  It  has  been  esti- 
mated that  10  per  cent  of  the  patients  vomit 
during  labor  and  two  per  cent  of  maternal 
deaths  are  due  to  aspiration  of  vomitus.  In 
the  obstetrical  patient  the  greatest  danger  of 
general  anesthesia  is  vomiting.  It  is  im- 
possible to  prevent  vomiting  in  pregnancy; 
the  emetic  reflex  is  too  closely  allied  to  the 

•Presented  before  the  Nebraska  State  Obstetric  and  Gyne- 
cologic Society  December  6-7,  1963,  at  Las  Vegas. 
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whole  process  of  parturition.  Since  it  is  im- 
possible to  have  the  majority  of  obstetrical 
patients  properly  prepared  for  anesthesia, 
it  behooves  the  anesthesiologist  to  consider 
carefully  his  choice  of  techniques  and  its 
use  once  chosen. 

One  final  item  to  think  about  in  choosing 
an  anesthetic  for  the  caesarean-section  pa- 
tient is  the  patient’s  own  preference.  She 
may  or  may  not  desire  a spinal  or  may  pre- 
fer to  be  awake  when  the  anesthesiologist 
suggests  a general.  Her  choice  should  be 
respected  unless  she  refuses  the  technique 
that  may  save  her  life  and  then  the  anesthesi- 
iologist  must  gently  point  out  the  jeopardy 
to  her  life  and  that  of  her  child  unless  she 
follows  his  suggestions.  She  also  must  un- 
derstand that  the  technique  agreed  upon 
may  have  to  be  changed  at  the  last  minute 
due  to  unpredictable  changes  in  the  course 
of  labor. 

As  for  techniques,  it  is  apparent  that 
hypnosis  is  not  yet  of  much  value  in 
caesarean  section  anesthesia  even  though  it 
may  be  a safe  method.  Local  infiltration  of 
the  abdominal  wall  may  be  used  and  is  per- 
haps the  technique  of  choice,  along  with 
adequate  sedation,  in  mothers  with  severe 
heart  disease.  It  is  a safe,  simple  proce- 
dure, with  almost  no  contraindications,  and 
is  too  often  neglected  or  forgotten.  How- 
ever, in  a very  nervous  or  agitated  patient, 
its  use  may  be  more  trouble  than  the  sim- 
plicity is  worth.  For  purely  esthetic  rea- 
sons, perhaps,  its  disuse  exceeds  its  use. 

Regional  anesthesia,  spinal  or  epidural, 
renders  the  patient  insensitive  without  caus- 
ing cerebral  depression  and  the  fetus  is  not 
directly  affected.  It  is  favored  if  the  mother 
has  or  has  had  a respiratory  infection, 
toxemia,  a full  stomach,  if  the  fetus  is  pre- 
mature, or  if  the  surgeon  is  slow.  It  is 
not  to  be  used  in  patients  who  have  had  mas- 
sive bleeding.  Placenta  praevia  and  abrup- 
tio  placenta  are  the  most  important  contra- 
indications. 

Although  regional  anesthesia  is  often  pre- 
ferred for  caesarean  section,  because  there 
is  no  direct  depression  of  the  fetus  if  the 
technique  is  managed  well,  most  patients  pre- 
fer to  be  asleep.  The  desire  to  see  their 


newborn  infant  immediately  after  birth  is 
present  in  only  a relatively  small  proportion 
of  women.  General  anesthesia  is  favored 
if  a mother  has  lost  much  blood  or  recently 
has  been  in  shock.  It  is  also  recommended 
if  the  fetus  is  dead. 

Should  general  anesthesia  be  insisted  up- 
on for  caesarean  section?  Is  general  anes- 
thesia far  more  dangerous  to  the  mother  and 
the  child?  We  believe  that  general  anes- 
thesia is  perfectly  acceptable  in  most  cases 
provided  that  the  surgeon  is  fast  and  that 
no  more  than  a few  moments  elapse  from  the 
time  of  induction  to  the  time  of  deliveiy. 
When  this  is  the  case,  there  is  not  time 
enough  for  much  drug  to  cross  the  placenta 
or  much  fetal  depression  to  occur.  One 
other  factor  mitigates  the  objection  to  gen- 
eral anesthesia  — that  the  baby  may  be 
depressed  by  general  anesthetic  drugs  — and 
that  is,  if  spinal  anesthesia  is  used  the  in- 
fant may  well  be  depressed  by  the  hypoten- 
sion and  hypoxia  which  sometimes  follows. 

We  have  been  using  a satisfactory  tech- 
nique for  general  anesthesia  that  begins 
with  a thorough  explanation  to  the  mother, 
preoperatively,  of  just  what  will  be  happen- 
ing. She  is  told  that  she  will  have  nothing 
to  eat  or  drink  after  midnight  and  that  her 
abdomen  will  be  shaved  the  evening  before 
her  caesarean  delivery.  She  is  told  how 
she  will  be  wheeled  on  a cart  to  the  operating 
room  and  will  have  to  move  to  the  operating 
table.  There,  or  perhaps  while  still  in  her 
bed,  she  will  have  a catheter  put  in  her  blad- 
der. Also,  while  on  the  table,  we  will  be 
putting  on  a blood  pressure  cuff  and  start- 
ing an  intravenous  feeding  in  her  arm.  Fur- 
thennore,  we  mil  be  giving  her  some  fresh 
air  (the  term  oxygen  itself  connotes  seri- 
ous problems  in  the  minds  of  most  lay  peo- 
ple) to  breath  via  a mask  — this  will  not  put 
her  to  sleep,  just  give  her  baby  plenty  of  air. 
Then,  while  she  is  still  awake,  a nurse  will 
wash  off  her  abdomen  and  the  surgeons 
will  put  their  sterile  towels  and  drapes  on 
her.  Then,  when  the  surgeons  are  all  ready, 
the  patient  is  told  she  will  go  directly  to 
sleep  from  a shot  through  her  intravenous 
and  when  she  awakens  her  baby  will  have 
been  born  and  she  will  be  in  the  recovery 
room. 
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About  pre-medication.  — The  patient  is 
told  she  will  get  a “hypo”  just  before  going 
to  the  operating  room.  We  have  routinely 
been  giving  only  0.3  - 0.4  mg  scopolamine  pre- 
operatively  with  perhaps  some  pentobarbital 
sodium  (Nembutal)  the  night  before  for 
sleep  — about  100  mg.  However,  many  anes- 
thesiologists feel  a patient  having  a caesarean 
section  is  entitled  to  some  demerol  equally  as 
much  as  a mother  undergoing  a vaginal  de- 
livery. There  are  many  arguments  pro  and 
con,  but  for  now  it  suffices  to  state  we  have 
not,  as  a routine  for  our  technique,  used  a 
narcotic  with  the  belladonna  drug. 

With  this  bit  of  forewarning,  the  mother 
comes  to  the  operating  room  and  we  put  on 
our  blood  pressure  cuff  and  start  an  intra- 
venous, usually  a large  intracath.  This  is 
for  the  patient’s  comfort  (fewer  needles 
postop)  and  to  insure  an  entry  for  any 
emergency  transfusion.  The  patient  is  pre- 
oxygenated to  build  up  enough  oxygen  in  her 
lungs  to  cany  her  and  her  babj’  over  the 
apneic  period  of  intubation  if  it’s  done. 

As  soon  as  the  obstetrician  and  his  assist- 
ants are  ready  the  mother  is  told  she  will  fall 
asleep.  She  is  given,  intravenously,  100-125 
mg  pentothal,  followed  immediately  by  60- 
80  mg  succinylcholine,  followed  bj"  100-125 
mg  pentothal  in  a blitz-type  technique.  As 
soon  as  the  eye-lash  reflex  is  abolished,  one- 
half  to  one  minute,  the  obstetrician  is  sig- 
naled to  begin.  Simultaneously  the  patient 
either  is  intubated  or  the  mask  is  applied, 
a drip  of  succinylcholine,  2 mg  per  ml  is 
started  slowly,  and  the  patient  is  hyper- 
ventilated on  a 4-6  liter  flow  of  equal  parts 
nitrous  oxide  and  oxygen.  This  is  continued 
until  the  baby  is  delivered.  In  our  hospital 
this  takes  about  five  minutes,  but  may  be 
continued  with  reasonable  impunity  for  as 
long  as  20  minutes.  We  always  intu- 
bate emergency  patients  because  of  the 
“full  stomach”  problem,  in  anticipation  of 
a difficult-to-maintain  airway  and  also  to 
make  the  anesthetist  available  in  resuscita- 
tion of  the  infant.  Further,  we  feel  the 
intravenous  induction  is  better  than  an  in- 
halational  one  due  to  the  struggling,  h\q)o- 
ventilation  and  laryngospasm  often  encoun- 
tered with  the  latter. 


Once  the  delivery  has  been  consumated, 
the  succinylcholine  is  turned  off  and  the  pa- 
tient is  changed  from  nitrous  oxide  - oxygen 
to  cyclopropane  and  allowed  to  breathe  on 
her  own,  with  assistance.  Syntocinon  is 
added  to  our  intravenous  by  one  minute  after 
delivery  at  the  latest.  As  the  repair  reaches 
finality,  demerol  is  given  intravenously,  10 
mg  at  a time  about  every  five  minutes  to  a 
dose  of  30-40  mg,  to  insure  the  mother  some 
postoperative  pain-relief  and  to  obviate 
some  of  the  restlessness  that  accompanies 
the  emergent  state  after  cyclopropane.  The 
patient  is  extubated  only  after  adequate 
oxygenation  and  after,  in  case  of  a full  stom- 
ach, she  has  regained  all  her  reflexes  or 
has  vomited  and  regained  her  reflexes. 
Those  cases  that  are  done  with  a mask  only 
are  only  those  who  have  not  been  in  labor, 
have  been  NPO  and  who  understand  what  the 
procedure  is  to  be. 

In  the  year  from  November  1,  1962,  to 
November  1,  1963,  there  were  45  caesarean 
sections  done  at  University  of  Nebraska 
Hospital.  Of  these,  one  was  under  local, 
one  under  caudal,  eight  under  spinal,  and 
35  sections  were  consumated  under  general 
anesthesia.  In  this  latter  group,  32  were 
done  using  the  special  intravenous  tech- 
nique described  and  the  other  three  using 
just  inhalational  anesthesia. 

Of  the  46  infants  delivered  by  these  sec- 
tions, six  were  born  with  Apgars  of  less 
than  7 and  there  was  one  stillbirth.  Four  of 
the  six  with  low  Apgars  were  delivered  using 
the  special  technique  as  an  anesthetic.  Re- 
viewing these  cases  it  was  found  that  one 
infant  displayed  fetal  distress  in  utero,  was 
born  with  multiple  congenital  anomalies, 
and  being  a premature  infant  expired  with- 
in 24  hours.  A second  infant  showed  dis- 
tress in  utero  and  was  born  of  a bleeding 
mother,  had  the  cord  about  its  neck  twice, 
but  survived.  The  third  infant  was  born 
of  a mother  with  abruptio  placenta,  and  al- 
though the  Apgar  was  three  at  one  minute,  it 
was  seven  at  five  minutes.  The  fourth  child 
cried  too  soon  and  aspirated  amniotic  fluid, 
but  did  well  after  intubation  and  the  use  of 
suction. 

This  latter  incident  represents  one  of  the 
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biggest  problems  presented  by  our  special 
technique.  The  infant  is  so  alert  at  delivery 
that  it  may  cry  too  soon  and  aspirate  amni- 
otic  fluid.  We  have  obviated  this  somewhat 
by  having  the  obstetrician  hold  the  infant’s 
head  down  until  it  is  possible  to  use  suction 
to  aspirate  the  trachea  and  pharynx.  Per- 
haps if  the  patient  was  premedicated,  the 
baby  might  be  sleepy  enough  not  to  breathe 
quite  so  soon  and  this  is  an  argument  for 
premedicating  these  patients. 

The  other  two  infants  born  with  low  Ap- 
gars  were  born  when  inhalational  anesthesia 
was  used.  The  stillbirth  was  delivered  under 
a routine  general  anesthetic  (inhalational)  as 
it  was  known  the  mother  had  a dead  fetus. 
Both  of  the  infants  with  low  Apgars  were 
born  of  bleeding  mothers.  One  was  one 
month  premature  and  expired,  the  other  sur- 
vived. 

There  were  then  in  our  series  of  45  cae- 
sarean sections  three  fetal  deaths  and  one 
stillbirth.  Two  of  the  fetal  deaths  have 
been  accounted  for  in  the  foregoing,  the  last 
was  a Premie  delivered  using  the  special 
technique  with  an  Apgar  of  7,  who  died  12 
hours  later.  The  incidence  of  fetal  death 
with  this  series  was  six  and  one  half  per  cent 
and  in  all  cases,  the  infants  were  premature. 
The  incidence  for  the  hospital,  of  premature 
births,  is  about  10  per  cent  and  for  private 
hospitals  six  per  cent.  Besides  being  pre- 
mature, the  infants  in  our  series  that  ex- 
pired or  were  born  with  low  Apgars  had 
other  problems  too,  such  as  maternal  hem- 
orrhage, congenital  anomalies,  and  so  forth. 
The  incidence  of  low  Apgars  with  our  tech- 
nique is  12  per  cent  and  15  per  cent  using 
other  techniques.  This  excludes  spinals  in 
which  cases  all  the  Apgars  were  good,  but 
then  most  of  the  caesarean  sections  were  not 
done  under  spinal,  and  if  we  employed  more 
spinals  we  could  expect  to  run  into  more  com- 
plications. 

It  is  our  feeling,  that  this  technique  is  a 
safe  one  and  a pleasant  one  for  the  mother. 
However,  the  most  important  thing  to  re- 
member is  that  the  safety  of  the  anesthetic 
is  dependant  upon  the  skill  and  knowledge  of 
the  anesthetist.  “Preparedness”  must  be 
their  motto  if  obstetrical  and  caesarean  sec- 


tion anesthesia  is  to  become  a more  negli- 
gible cause  of  maternal  and  fetal  complica- 
tion in  the  process  of  partuition. 
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Discussion:  Anesthesia  tor 
Caesarean  Section 

JOHN  R.  JONES,  MD 
Professor  of  Surgery  Anesthesia, 

University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 

In  order  that  this  anesthesia-technique  for 
caesarean  section  be  accomplished  safely  and  effec- 
tively, it  is  extremely  important  that  strict  atten- 
tion be  paid  to  the  details  of  the  procedure  as  out- 
lined by  Doctor  Walling.  It  cannot  be  stressed  too 
much  that  each  step  is  important.  In  brief  review 
these  steps  are — 

1.  Instructions  to  patient 

2.  Pre-oxygenation 

3.  Proper  use  of  Thiopental,  succinylcholine  and 
nitrous  oxide 

4.  Use  of  narcotic  near  the  end  of  the  procedure 

One  major  step  has  been  hui'dled  in  this  tech- 
nique and  that  is  patient  acceptance.  For  reasons 
known  only  to  others,  spinal  anesthesia  is  either 
refused  or  accepted  reluctantly  in  some  communities. 
If  a technique  can  give  as  good  results  as  spinal  and 
can  be  used  under  those  conditions  in  which  spinal 
anesthesia  is  contraindicated,  then  I feel  its  use 
may  be  wari'anted  in  the  majority  of  patients.  I 
should  emphasize  here,  perhaps,  that  we  are  not 
advocating  this  procedure  in  eveiy  patient  who 
comes  to  us  for  a caesarean  section.  Each  situation 
must  be  analyzed  separately  and  the  anesthetic- 
technique  individualized. 

A recent  review  article  in  “Clinical  Pharmacology 
and  Therapeutics”  by  Moya  and  Thorndikei  con- 
siders the  effects  of  almost  all  drugs  used  in  seda- 
tion and  anesthesia  of  the  parturient  female.  Let 
us  consider  briefly  the  effects  of  the  three  drugs 
used  in  our  technique:  Thiopental,  succinylcholine, 
and  nitrous  oxide. 
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McKechnie  and  Converse2  have  sho%\’n  that  thio- 
pental crosses  the  placental  barrier  almost  imme- 
diately and  achieves  equilibrium  between  maternal 
and  fetal  blood  in  3 minutes. 

The  effects  of  the  ultrashort  acting  barbiturates, 
therefore,  depend  upon  dose  and  time.  Five  hundred 
mg  of  Thiopental  may  be  given  a mother  providing 
the  infant  is  delivered  within  1-2  minutes,  with 
no  resulting  depression  of  the  infant.  If  10  minutes 
elapse,  depression  could  result.  T\vo  hundred  mg 
may  be  given  a mother  and  regardless  of  the  time 
inters’al,  the  infant  will  not  be  depressed.  To  my 
knowledge  the  infant  does  not  attract  the  Thiopental 
any  more  than  any  other  of  the  mothers  tissues, 
so  the  smaller  the  quantity  the  less  in  the  infants. 
We  have  seen  babies  delivei'ed  up  to  30  minutes 
following  induction  by  this  technique  without  de- 
pression. 

Moya  and  Kvisselgaard®  have  shown  that  when 
the  usual  clinical  doses  of  succinylcholine  are  em- 
ployed, no  succinyl  choline  could  be  demonstrated 
in  the  infant.  They  also  obseiwed  that  1000  times 
the  minimal  paralyzing  dose  was  necessarj’  to  trans- 
mit quantities  of  succinylcholine  which  affected  the 
newborn  rabbit. 

There  is  a large  maternal-fetal  concentration 
gradient  of  nitrous  oxide  (N^O)  present  at  birth. 
Cord  blood  averages  50-58  per  cent  of  the  mother’s 
level.  With  prolonged,  continuous  use  of  N=0,  80 
per  cent  -r  0=  20  per  cent,  there  is  an  increased 


incidence  of  sluggish  babies,  but  Romney^  has  recent- 
ly shown  that  with  60  per  cent  N=0  and  40  per  cent 
0=  there  was  no  decrease  in  the  fetal  blood  oxygen 
values  when  comparing  this  group  to  a group  of 
infants  delivered  with  local  infiltration.  We  are 
using  50  per  cent  0=  - 50  per  cent  N=0  in  our 
technique. 

There  is  one  additional  consideration  that  should 
be  mentioned.  English  authors  have  brought  up  the 
point  that  perhaps  a little  depression  of  the  infant 
would  be  desirable,  since  respiration  initiated  too 
early  might  lead  to  aspiration.  Indeed,  we  have 
seen  aspiration  occur  in  at  least  two  infants  in  our 
series.  One  occurred  in  an  infant  which  was  de- 
livered bi'eech  with  some  delay  in  delivering  the 
head.  Another  occurred  following  delivery  when  the 
head  of  the  infant  was  not  lowered.  It  must  be 
stressed  that  the  majority  of  these  infants  will  take 
their  first  breath  before  complete  deliveiy  of  the 
body  so  that  suction  must  be  applied  immediately 
and  the  head  kept  lower  than  the  body  immediately 
following  delivery. 
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DRUGS  ENHANCE  PSYCHOTHERAPY 

It  is  utterly  impossible  to  train  sufficient  psychiatrists  to  meet 
today’s  needs  in  terms  of  the  high  frequency  of  long  visits  required 
by  adherence  to  analytic  psychotherapeutic  principles.  Now,  however, 
a powerful  chemical  can  take  over  a very  considerable  portion  of 
the  work  that  psychotherapy  alone  has  tried  to  accomplish  through 
the  transference  phenomenon  in  the  past  60  yeai-s.  It  does  this  by 
inducing  eudaemonia  in  formerly  chronic  melancholic  individuals. 
This  makes  possible  a tremendous  reduction  in  the  frequency  of  visits 
to  the  psychiatrist.  This  means  that  each  psychiatrist  can  treat  a 
considerably  larger  number  of  patients  than  was  possible  in  the 
past  ...  A rough  numerical  comparison  of  similar  months  of  my 
practice  during  1955  (befoi’e  energizer  therapy)  and  1959  (after 
transaminase  controlled  energizer  therapy)  shows  at  least  a 35 
per  cent  increase  in  the  number  of  patients  seen;  yet  a satisfactoiy 
plan  of  psychotherapy  was  maintained.  (Theodore  R.  Robie,  MD, 
in  Journal  of  the  Medical  Society  of  New  Jersey,  60:12  (Dec.)  1963.) 
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i ORGANIZATION  SECTION 


Coming  Meetings 

CRIPPLED  CHILDREN’S  CLINICS— 
December  5 — North  Platte,  Senior  High 
School  Building 

December  19  — Falls  City,  Elks  Club 
January  16  — Lexington,  High  School 
Building 

January  30  — Wayne,  Wayne  State  Col- 
lege 

THE  AMERICAN  ACADEMY  OF  DERMA- 
TOLOGY — Will  hold  its  23rd  annual 
meeting  in  Chicago,  111.,  Dec.  5-10.  The 
meeting  will  take  place  in  the  Palmer 
House. 

CONFERENCE  ON  BLOOD  AND  BLOOD- 
BANKING — American  Medical  Associa- 
tion; Chicago;  Drake  Hotel;  December  11- 
12,  1964. 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  POSTGRADUATE 
COURSES  COMING  UP— 

Recent  Advances  in  the  Diagnosis  and 
Treatment  of  the  Heart  and  Lungs;  Hotel 
Fontaineblau,  Miami  Beach,  February  1-5, 
1965. 

Registration  is  limited  and  tuition  fee 
charged. 

AMERICAN  COLLEGE  OF  CARDIOL- 
OGY, 14th  Annual  Convention  — Boston, 
Statler  Hilton  Hotel.  Make  reservations 
early  for  February  17-21,  1965. 

BOARD  OF  COUNCILORS  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Sunday,  Februaiy  21,  1965,  Fort 
Kearney  Hotel,  Kearney. 

HOUSE  OF  DELEGATES  — Nebraska 
State  Medical  Association;  Mid-Winter 
Meeting,  Saturday  and  Sunday,  February 
27  and  28,  1965,  Fort  Kearney  Hotel, 
Kearney. 

17TH  ANNUAL  TEACHING  SEMINAR— 
At  the  Jung  Hotel,  New  Orleans,  March 
13th  through  18th,  1965. 

AMERICAN  INDUSTRIAL  HEALTH 
CONFERENCE  — April  5-8, 1965 ; Amer- 
can  Hotel,  Bal  Harbour,  Miami  Beach, 


Florida,  Industrial  Health  Conference,  55 
East  Washington  Street,  Chicago,  111. 
60602. 

AMERICAN  SOCIETY  OF  CLINICAL 
PATHOLOGISTS  — Interim  meeting; 
Dallas,  Texas;  April  21-25,  1965. 

PUBLIC  HEALTH  AND  MEDICAL, 
CHEMICAL  AND  BIOLOGICAL  DE- 
FENSE COURSE  — To  be  given  at  the 
U.  S.  Army  Chemical  School  at  Fort  Mc- 
Clellan, Alabama,  on  April  26-30,  1965. 

THE  ANNUAL  MEETING  OF  THE 
AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION  — 
Will  be  held  on  August  22-27,  1965,  at 
the  Sheraton  Hotel,  in  Philadelphia. 

FIRST  NATIONAL  CONFERENCE  ON 
AREAWIDE  HEALTH  FACILITIES 
PLANNING,  AMA  — Americana  Hotel, 
Bal  Harbour,  Florida,  November  28-29, 
1964. 

Future  Meetings  of  the  American 

College  of  Surgeons — 

— 1965  — 

ATLANTA,  GEORGIA,  January  25-27  — 
Sectional  Meeting.  Dr.  Duncan  Shepard, 
Local  Chairman.  Atlanta  Biltmore  Hotel. 

PHILADELPHIA,  PENNSYLVANIA,  Feb- 
ruary 15  - 17.  Sectional  Meeting.  Dr. 
George  P.  Rosemond,  Local  Chairman. 
Bellevue-Stratford  Hotel. 

SEATTLE,  WASHINGTON,  March  8-11. 
Annual  4-Day  Sectional  Meeting  for  Doc- 
tors and  Graduate  Nurses.  Olympic  Ho- 
tel and  nearby  hotels.  Dr.  Edward  B. 
Speir,  Local  Chairman  for  surgeons’  pro- 
gram. Elizabeth  Giblin,  RN,  Local  Chair- 
man for  nurses’  program. 

ANNUAL  CLINICAL  CONGRESS,  October 
18-22,  1965,  Atlantic  City,  New  Jersey. 

— 1966  — 

BAL  HARBOUR,  FLORIDA,  January  13- 
15.  Sectional  Meeting.  Americana  Hotel. 

HOUSTON,  TEXAS,  January  31  - February 
2.  Sectional  Meeting.  Sheraton-Lincoln 
Hotel. 
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CLEVELAND,  OHIO,  March  14-17.  Annual 
4-Day  Sectional  Meeting  for  Doctors  and 
Graduate  Nurses.  Sheraton-Cleveland  and 
nearby  hotels. 

ANNUAL  CLINICAL  CONGRESS,  Octo- 
ber 10-14,  1966.  San  Francisco,  Cali- 
fornia. 

For  any  advance  information  address: 
Secretary,  American  College  of  Surgeons,  55 
East  Erie  Street,  Chicago,  Illinois  60611. 


Medicare  in  Operation 

Medicare  Compensation  for  Surgery — 

Compensation  for  surgical  procedures  are 
as  follows: 

1.  Payment  is  limited  to  only  the  major 
procedure  when  multiple  surgical  pro- 
cedures are  performed  through  the 
same  incision; 

2.  When  multiple  surgical  procedures 
are  performed  by  the  same  surgeon 
in  separate  operative  fields  by  sep- 
arate incisions,  during  the  same  hos- 
pitalization, compensation  will  be 
based  on  100  per  cent  of  the  amount 
authorized  for  the  greater  surgical 
procedure  plus  50  per  cent  of  the 
amount  authorized  for  each  of  the 
lesser  surgical  procedures.  This  ap- 
plies irrespective  of  whether  one  or 
more  physicians  perform  the  opera- 
tion (s)  ; 

3.  Payment  for  bilateral  procedures 
which  are  performed  on  the  same  day 
or  on  different  days  during  the  same 
period  of  hospitalization  will  be  based 
on  100  per  cent  of  the  authorized 
amount  for  the  initial  surgical  proce- 
dure, plus  50  per  cent  of  the  author- 
ized amount  for  the  second  surgical 
procedure. 

When  a physician  receives  payment  for  a 
surgical  procedure,  he  is  not  entitled  to  ad- 
ditional payments  for  lesser  included  pro- 
cedures. All  surgical  procedures  that  are 
payable  under  the  Medicare  Program  must 
be  performed  on  a patient  who  has  been 


hospitalized  as  an  in-patient.  The  only  ex- 
ceptions to  this  regulation  being  when  the 
patient  is  treated  for  a fracture,  laceration, 
dislocation,  bodily  injury  or  other  wound ; 
or  when  the  surgical  procedure  is  done  on  an 
out-patient  basis  and  is  in  connection  with 
the  direct  management  of  a pregnancy. 
This  is  considered  to  be  a part  of  complete 
obstetrical  and  maternity  care. 

Operating  surgeons  are  expected  to  util- 
ize residents  and  interns  when  adequate  and 
obtainable.  However,  if  an  “assistant  sur- 
geon” is  needed,  the  maximum  allowed  him  is 
15  per  cent  of  the  surgical  fee.  This  allow- 
ance cannot  be  less  than  $25,000,  but  never 
more  than  50  per  cent  of  the  Surgical  Pro- 
cedure. 


A LETTER  TO  THE  ASSOCIATION 

To  Members  of : Nebraska  State  Medical 

Association,  and  Auxiliary  to  the  Ne- 
braska State  Medical  Association 

From:  Harold  Neu,  MD,  President,  Ne- 
braska Medical  Foundation,  Inc. 

With  this  letter,  we  are  pleased  to  enclose 
our  new  brochure  of  the  Nebraska  Medical 
Foundation,  Inc.,  and  call  your  attention  to 
the  new  expanded  loan  program  which  is 
now  under  way. 

In  March  of  this  year,  the  Trustees  of 
the  Nebraska  Medical  Foundation,  Inc.  en- 
tered into  an  agreement  with  a financial  in- 
stitution which  allows  us  to  loan  $12.50  for 
every  $1.00  we  have  in  reserve.  It  has  been 
very  gratifying  to  see  the  response  to  this 
program  since  it  first  began. 

The  expanded  loan  program  is  currently 
making  loans  to  medical  students;  students 
in  medical  technologj' ; X-ray  technology ; 
and  in  the  near  future,  loans  to  students  of 
nursing.  Loans  to  medical  students  and  the 
para-medical  fields  mentioned  above  have 
been  averaging  $5,000  a month. 

I believe  we  have  taken  a giant  stride  for- 
ward in  expanding  this  program  to  assist 
these  worthy  students.  The  continued  suc- 
cess of  the  program  however,  is  going  to  be 
determined  by  the  amount  of  funds  which 
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are  received.  We  sincerely  hope  that  you 
as  an  individual  will  make  regular  contri- 
butions — they  are  tax  deductible.  We  fur- 
ther hope  that  your  County  Medical  Society, 
if  it  has  surplus  funds,  will  give  considera- 
tion to  making  a contribution  to  this  pro- 
gram. Several  societies  have  already  done 
so.  We  would  further  suggest  that  if  any 
of  your  patients  express  interest  in  giving 
funds,  that  you  call  the  program  of  the 
Nebraska  Medical  Foundation,  Inc.,  to  their 
attention. 

This  is  your  medical  foundation,  and  its 
programs  will  be  only  as  effective  as  the 
extent  to  which  it  is  supported.  Your  con- 
tributions will  help  Nebraska  keep  current 
with  ever-changing,  ever-growing  needs  in 
the  field  of  education  and  public  health. 

Won’t  you  start  a program  of  regular  con- 
tributions today? 


A REPORT  FROM  NEBRASKA 
BLUE  CROSS  - BLUE  SHIELD 

Address  Before  the  State  Medical  Association’s 
Conference  for  State  and  County 
Medical  Society  Officers 
by 

WILLIAM  H.  HEAVEY,  Executive  Director 
Nebraska  Blue  Cross- Blue  Shield 

I wish  to  thank  Doctor  Garlinghouse,  Ken 
Neff,  and  the  officers  and  delegates  of  the 
State  Medical  Association  for  inviting  us 
to  participate  in  your  program. 

I would  also  like  to  thank  Doctor  Covey 
and  your  Association  for  the  coverage  you 
gave  Blue  Shield  in  the  latest  issue  of  the 
State  Medical  Journal.  This  was  a very  ex- 
cellent graphic  portrayal  of  the  Medical  As- 
sociation’s prepayment  plan  in  action  and 
our  Boards  of  Directors  join  me  in  extend- 
ing our  appreciation  and  gratitude. 

The  printed  program  indicates  that  you 
expect  to  receive  “A  Report  from  Blue  Cross- 
Blue  Shield.”  Your  Program  Committee  is 
to  be  congratulated  upon  their  specificity. 
I can’t  think  of  any  other  title  which  is  so 
broad  that  I can  direct  my  remarks  to  what 
I really  want  to  talk  about  rather  than  what 
you  would  like  to  hear. 


Gentlemen,  I would  like  to  define  what 
Blue  Cross-Blue  Shield  really  is,  talk  about 
its  purpose  and  what  it  believes  to  be  the 
direction  in  which  it  should  go. 

Blue  Cross  and  Blue  Shield  are  simj)ly  . . . 
positive  programs  developed  by  the  Hos- 
pitals and  Physicians  to  assist  the  public 
in  prepaying  the  cost  of  hospital  and  medical 
care.  They  are  outstanding  examples  of 
private,  individual  initiative  under  our  free 
enterprise  system.  They  are  plans  by  which 
people  have  joined  together  to  do  for  them- 
selves what  they  cannot  do  separately  and 
which  government  should  not  do  for  them. 
They  were  organized  by  their  sponsoring  so- 
cieties in  order  to  pay  hospitals  and  doctors 
the  charges  and  fees  which  many  times 
went  largely  uncollected  because  of  the  lack 
of  any  existing,  effective,  economic  mecha- 
nism through  which  their  patients  could 
budget  against  the  unforeseen  or  unforsee- 
able  medical  catastrophe. 

So  often,  we  hear  Blue  Cross  and  Blue 
Shield  spoken  of  in  a negative  sense.  It 
has  been  said,  for  example,  that  they  were 
organized  to  defeat  socialized  medicine  dur- 
ing their  formative  years.  My  research  in- 
dicates that  this  may  have  been  a blessed  by- 
product of  the  primary  purpose  of  the  Plans, 
and  perhaps  even  an  additional  incentive 
for  their  existence,  but  it  certainly  was  not 
the  compelling  reason.  Some  have  stated 
that  Blue  Cross  and  Blue  Shield  should  be 
abandoned  because  of  the  so-called  great 
strides  made  in  the  area  of  prepayment  cov- 
erage by  the  commercial  insurance  industry. 
Blue  Cross  and  Blue  Shield  were  not  organ- 
ized to  prove  to  the  commercial  insurance  in- 
dustry that  hospital  and  medical  coverage 
could  be  written  on  a mass  marketing  basis. 
The  fact  that  they  have,  is  only  another  by- 
product of  the  great  economic  adventure 
the  hospitals  and  physicians  embarked  upon 
25  years  ago  ...  a by-product  which  encour- 
aged a third  party  to  bid  for  its  share  of 
the  health  care  dollar. 

Although  there  may  be  some  misunder- 
standing at  times  about  what  Blue  Cross 
and  Blue  Shield  are,  there  is  certainly  no  mis- 
understanding about  their  purpose. 

I don’t  believe  it’s  an  oversimplification  to 
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say  today  Blue  Cross  and  Blue  Shield  have 
only  one  overriding  purpose  and  that  is  to 
provide  the  public  with  a real  choice  in  the 
method  by  which  hospital  and  medical  care 
is  financed  . . . and  ...  to  prove  ...  by 
performance  . . . that  the  voluntary  method 
is  the  only  acceptable  means  by  which  the 
public’s  interests  are  best  served.  The  future 
of  the  most  highly  developed  and  successful 
system  of  medical  care  in  the  world  rests 
upon  the  foundation  of  the  voluntary  prepay- 
ment system  ...  a system  that  can  survive 
only  so  long  as  the  purveyors  of  medical  care 
support  it,  by  assuming  full  responsibility 
for  it. 

It  goes  without  saying  that  in  Nebraska, 
hospitals  and  doctors  generally  have  as- 
sumed their  proper  responsibilities  for  Blue 
Cross  and  Blue  Shield.  The  insight  of  the 
original  sponsors  of  Blue  Cross  and  Blue 
Shield  in  Nebraska  is  amazing  to  say  the 
least,  and,  in  my  opinion,  the  hospitals  and 
the  medical  profession  in  this  state  can  take 
a great  deal  of  pride,  both  in  their  fore- 
sight and  in  their  willingness  to  accept  these 
necessary  responsibilities.  However,  these 
responsibilities  continue  to  grow  in  direct 
proportion  to  the  public’s  interest  in  the 
health  care  field  and  in  health  care  costs 
and  your  job,  in  this  respect,  is  far  from 
finished. 

Presently,  Blue  Cross  and  Blue  Shield  com- 
mand over  40  per  cent  of  the  total  national 
market.  In  Nebraska,  despite  competition 
from  over  300  licensed  insurance  carriers, 
operating  through  several  thousand  agents, 
one  out  of  every  five  persons  has  Blue  Cross- 
Blue  Shield.  Of  the  10  largest  employers 
listed  by  Forhme  Magazine,  seven  of  the  10 
furnish  Blue  Cross  and  Blue  Shield  cover- 
age to  their  employees  . . . companies  such 
as  General  Motors,  AT&T,  and  DuPont. 
Fifty-six  per  cent  of  all  Federal  employees 
chose  Blue  Cross-Blue  Shield  over  36  other 
carriers  permitted  to  offer  coverage  to  this 
particular  group.  During  the  last  reopen- 
ing for  Federal  employees,  there  was  a de- 
cided shift  away  from  indemnity  to  service 
and  Blue  Cross  - Blue  Shield  enrollment 
reached  a new  high  in  this  group. 

True,  Blue  Shield  operates  in  an  extremely 


competitive  environment  and  to  some  ex- 
tent, must  respond  to  the  demands  of  the 
market  place.  However,  if  our  purpose  is 
to  offer  a real  choice  in  the  method  by 
which  hospital  and  medical  care  will  be  fi- 
nanced, we  must  necessarily  place  our  reli- 
ance, not  upon  short  range  gimmicks  like 
deductibles,  co-insurance  and  similar  de- 
vices for  the  sake  of  premium  stability,  but 
upon  the  overall  integidty  and  self-discipline 
of  the  medical  profession  to  furnish  service 
within  reasonable  cost  to  the  general  public. 

Despite  temporary  enrollment  setbacks 
when  an  employer  displaces  Blue  Cross  and 
Blue  Shield  for  a limited  benefit  contract, 
it  is  our  belief  that  the  trend  in  the  volun- 
tary prepayment  efforts  points  to  an  ever- 
increasing  demand  for  additional  benefits 
. . . not  fewer  benefits.  The  recent  settle- 
ment in  the  motors  industry,  which  is  gen- 
erally considered  to  set  the  pattern  for  other 
large  industries,  is  a case  in  point. 

Another  example  is  the  Federal  Employee 
Program.  Effective  November  1st,  over 
20,000  Nebraskan’s  covered  under  the  Fed- 
eral Employee  Program  will  switch  from 
the  Series  60  Agreement  to  the  Series  75 
agreement,  plus  many  other  additional 
benefits  not  considered  suitable  underwrit- 
ing risks  a few  years  ago.  As  further  evi- 
dence of  the  trend  to  higher  benefits,  I would 
like  to  point  out  that  in  our  own  Plans,  the 
lower  benefit  Blue  Shield  Series  E and  32 
Agreements  which  constituted  41 1/2  pei’  cent 
of  our  total  enrollment' January,  1963,  now 
constitute  only  32  per  cent  of  our  total  en- 
rollment. 

Perhaps  we  should  view  these  trends  to- 
wards increasing  coverage  with  alarm  and 
warn  against  inflating  medical  costs.  At 
Blue  Cross  and  Blue  Shield,  however,  we  be- 
lieve we  should  view  these  trends  as  a chal- 
lenge to  our  voluntary  prepayment  system 
. . . insist  that  these  trends  continue  . . . 
seek  medically  oriented  cost  controls  . . . 
and,  to  that  end,  develop  a closer  liaison 
to  insure  that  a demanding  and  critical  pub- 
lic selects  our  voluntary  system  as  the  one 
best  suited  to  protect  their  own  interests. 

Blue  Cross-Blue  Shield  have  their  prob- 
elms.  Despite  a general  rate  increase  for 
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Blue  Shield  earlier  this  year,  Blue  Shield 
continues  to  incur  substantial  underwriting 
losses.  It  is  evident  that  the  increased  use 
of  X ray,  pathology  and  in-hospital  medical 
benefits  are  the  primary  cause  of  this  loss. 
Rather  than  view  increased  use  of  these 
services  as  a general  indictment  against  the 
medical  profession,  we  at  Blue  Cross-Blue 
Shield  explain  it  largely  in  terms  of  a subtle 
change  in  medical  practice  whereby  hos- 
pitalization and  diagnostic  tests  are  being 
employed  to  a greater  extent  than  they  were 
in  the  past. 

Please  don’t  get  the  impression  that  we 
believe  abuse  doesn’t  exist.  Human  nature, 
being  what  it  is,  certain  abuses  will  occur. 
We  do,  however,  subscribe  to  the  theory  that 
abuse  is  subject  to  control  by  organized 
medicine  and  that  we  should  not  use  so-called 
abuse  as  an  excuse  for  failing  to  recognize 
the  dynamics  of  the  medical  profession  or 
the  hospitals. 

Another  real  problem  which  confronts 
Blue  Cross  and  Blue  Shield  is  in  the  market- 
ing area  . . . especially  the  non-group  area. 
Arrayed  against  our  enrollment  force  of  16 
full  time  employee  representatives  and  24 
part  time  agents  are  literally  thousands  of 
insurance  agents.  If  our  purpose  is  to  use 
a maximum  percentage  of  the  premium  dol- 
lar for  health  care  rather  than  for  commis- 
sions or  other  overhead  costs,  we  must  neces- 
sarily rely  upon  the  hospital  and  physicians 
to  assist  us  in  this  very  difficult  area.  The 
fact  that  all  voluntary  non-governmental 
hospitals  in  the  state,  and  over  96  per  cent 
of  all  practicing  physicians  participate  with 
Blue  Cross  and  Blue  Shield  is  a potent  en- 
rollment tool  which  cannot  be  underestimat- 
ed. Nevertheless,  only  with  your  continued 
support  and  help  can  we  expect  the  Plans  to 
maintain  the  necessary  enrollment  growth  so 
essential  to  any  economic  undertaking. 

In  any  operation  the  size  of  Blue  Cross  and 
Blue  Shield,  in  which  we  pay  out  over 
$1,000,000  a month  to  hospitals  and  physi- 
cians, certain  problems  will  arise  . . . cer- 
tain mistakes  will  occur  . . . misunderstand- 
ings are  inevitable.  However,  we  earnestly 
request  that  when  problems  do  arise  that  you 
communicate  them  to  us  directly  in  order 


that  we  may  discuss  them  fully  and  with  a 
view  towards  their  solution.  We  need  your 
help  and  understanding.  We  have  had  it  in 
the  past,  and  we  know  we  will  receive  it  in 
the  future. 


THE  MONTH  IN  WASHINGTON 

The  Johnson  Administration  has  placed  so- 
called  medicare  at  the  top  of  its  legislative 
program  for  1965. 

In  a policy  paper  issued  a few  days  be- 
fore the  national  elections.  President  John- 
son said: 

“First  we  must  provide  adequate  hospital 
and  nursing  home  care  for  our  senior  citi- 
zens by  a sound  progi*am  financed  through 
contributory  social  insurance.  I pledge  that 
the  legislation  to  accomplish  this  will  head 
my  program  next  year.’’ 

Administration  forces  in  Congress  ex- 
pressed confidence  that  most  of  Johnson’s 
legislative  program  would  be  approved 
next  year  in  light  of  the  Democratic  victory 
in  the  elections.  Democrats  gained  a net 
of  37  seats  in  the  House. 

The  Administration  was  reported  to  be 
considering  a program  that  would  be  fi- 
nanced by  a separate  employer-employe  tax 
rather  than  an  increase  in  the  social  security 
tax  as  called  for  in  legislation  that  died  in 
a House-Senate  conference  committee  when 
Congress  adjourned  in  October. 

In  reiterating  his  opposition  to  social  se- 
curity financing.  Rep.  Wilbur  D.  Mills  (D., 
Ark.)  chairman  of  the  Ways  and  Means 
Committee,  said  just  prior  to  adjournment: 

“I  think  one  of  the  difficulties  that  has  ac- 
tually impeded  the  reaching  of  a sound  solu- 
tion is  the  insistence  by  the  proponents  of 
medical  care  on  proceeding  toward  a solution 
through  the  existing  OASDI  (Social  Secur- 
ity) system  rather  than  in  an  all-out  effort 
to  solve  the  problem  itself  with  some  flex- 
ibility in  their  approach.  In  other  words, 
there  may  well  be  within  our  reach  solutions 
to  the  admittedly  difficult  and  increasing 
problems  of  medical  care  for  the  aged  which 
lie  outside  of  attaching  a Federal  program 
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to  the  framework  of  the  OASDI  insurance 
system  . . . 

“I  would  be  hopeful  that  the  basic  pre- 
payment concept  might  lead  us  in  the  direc- 
tion of  sound  approaches  to  this  matter. 
There  are  other  principles  which  we  can 
embody  to  insure  a sound  medical  progi’am 
while  at  the  same  time  preserving  our  basic 
social  security  insurance  system.” 

Other  points  listed  in  Johnson’s  policy 
paper  on  health  were: 

“Second,  we  must  step  up  the  fight  on 
mental  health  and  mental  retardation. 

“I  intend  to  ask  for  increased  funds  for 
research  centers,  for  special  teacher  train- 
ing, and  for  helping  coordinated  state  and 
local  programs. 

“Third,  we  must  expand  our  program  to 
help  train  the  doctors,  dentists,  and  tech- 
nicians this  nation  desperately  needs.  Right 
now,  the  statistics  show  that  we  are  import- 
ing interns  and  resident  physicians  from 
other  countries  which  can  ill  afford  to  lose 
them. 

“Fourth,  we  must  enlarge  programs  to 
help  disabled  citizens  rehabilitate  themselves 
for  useful  employment. 

“Fifth,  we  must  increase  existing  pro- 
grams of  medical  assistance  to  children  of 
low-income  families. 

“Sixth,  we  must  work  to  correct  the  defi- 
ciencies of  young  men  who  are  rejected  for 
military  service  because  of  health. 

“Seventh,  we  must  move  ahead  in  the  ef- 
fort to  protect  the  purity  of  the  water  we 
drink  and  the  air  we  breathe.  Air  pollution, 
according  to  one  estimate,  causes  $11  billion 
damage  each  year  to  property  alone.  No  one 
can  measure  the  damage  to  our  children’s 
lungs.” 

A total  of  $35  million  in  Federal  funds 
has  been  appropriated  to  help  finance  con- 
struction of  community  mental  health  cen- 
ters in  1965. 

It  is  the  initial  allotment  of  funds  for  a 
$150  million  three-year  progi-am  of  Federal 
grants-in-aid  for  building  such  centers. 


Grants  will  range  from  one-third  to  two- 
thirds  of  total  construction  costs. 

The  Department  of  Health,  Education  and 
Welfare  said  the  centers  built  in  1965  will 
form  the  nucleus  of  the  new  national  mental 
health  program  to  provide  comprehensive 
treatment  of  the  mentally  ill  in  the  patients’ 
home  communities. 

Grants  vdll  be  administered  and  awarded 
to  eligible  sponsors  of  the  centers  by  the 
National  Institute  of  Mental  Health  of  the 
Public  Health  Service  under  terms  of  the 
Community  Mental  Health  Centers  Construc- 
tion Act  of  1963  (Public  Law  88-164). 

The  centers  must  provide  a minimum  of 
the  following  five  essential  services  to  pa- 
tients : inpatient  treatment,  outpatient  treat- 
ment, partial  hospitalization,  with  around-the- 
clock  emergency  service  available  in  at  least 
one  of  these.  Centei’S  must  also  provide  con- 
sultation and  educational  services  to  com- 
munity agencies. 

In  addition  to  the  construction  funds  for 
centers,  NIMH  will  gi*ant  $12  million  in 
1965  to  hospitals  for  the  mentally  ill  and 
for  the  mentally  retarded  to  improve  treat- 
ment and  care  of  patients. 

NIMH  also  will  award  $6  million  in  in- 
service  training  grants  during  1965  to  up- 
gi’ade  skills  of  hospital  personnel  in  provid- 
ing comprehensive  care  for  patients. 

Other  funds  available  to  NIMH  under  the 
regular  mental  health  appropriation  of  1965 
include  $163.7  million  for  research,  fellow- 
ships, training  of  professionals  and  State 
grants,  and  $24.2  million  for  Institute  re- 
search and  items  of  direct  operations. 

About  two  of  eveiy  15  American  adults 
have  definite  heart  disease  and  an  additional 
one  of  nine  have  suspect  heart  disease 
according  to  the  Public  Health  Services  Na- 
tional Heart  Survey. 

The  survey  comprised  a sampling  of  7,710 
adults  with  6,672  given  physical  examina- 
tions from  1959  through  1962.  Major  pro- 
jected findings  included: 

— Of  the  111.1  million  American  adults, 
14.6  million  have  definite  heart  disease  and 
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13  million  have  suspect  heart  disease.  Of 
every  100  persons  aged  18  through  79,  13.2 
had  definite  heart  disease  and  an  additional 
11.7  had  suspect  heart  disease. 

— Most  commonly  encountered  was  hyper- 
tensive heart  disease.  More  than  10  million 
Americans  suffer  from  it,  and  nearly  4.8 
million  others  have  suspect  hypertension. 

— Coronary  heart  disease  accounts  for  3.1 
million  definite  and  2.4  million  suspect 
cases. 

— Women  are  more  likely  to  have  definite 
hypertensive  heart  disease;  men  more  likely 
to  have  definite  coronary  heart  disease  or 
heart  disease  of  congenital  or  syphilitic 
origin.  Suspect  hypertensive  heart  disease 
is  more  common  in  men  than  in  women ; sus- 
pect coronary  disease  more  common  in  wom- 
en than  in  men. 

— About  24.4  per  cent  of  negro  adults 
have  definite  heart  disease,  twice  as  high 
as  the  incidence  for  white  adults. 

— The  prevalence  rates  for  suspect  heart 
disease  are  14.8  and  11.3  per  cent,  respec- 
tively, for  negroes  and  white. 

— The  prevalence  of  heart  disease  rises 
sharply  with  age.  Less  than  two  per  cent 
had  definite  heart  disease  in  the  18-24  age 
group. 

— About  39  per  cent  of  the  men  and  46 
per  cent  of  the  women  in  the  75-79  age 
group  have  definite  heart  disease. 

— A large  number  of  persons  with  heart 
disease  have  more  than  one  manifestation. 
(From  Washington  Office,  AMA). 


Doctors  and  Medicine  in  the  News 

Sixth  District  Obs  and  Gyns  Hold  Meeting — 

The  Sixth  District  of  the  American  College 
of  Obstetricians  and  Gynecologists,  com- 
prised of  the  Dakotas,  Nebraska,  Minnesota, 
Iowa,  Wisconsin,  and  Illinois,  together  with 
Saskatchewan  and  Manitoba,  held  their  an- 
nual meeting  at  The  Marlborough  Hotel  in 
Winnipeg  on  October  29-31.  The  following 
Nebraskans  took  part  in  the  meeting: 


Rex  R.  Fischer,  MD,  Columbus,'  president 
of  the  Junior  Fellow  Division;  Kirk  C. 
Lewis,  MD,  Nebraska  College  of  Medicine, 
Omaha;  Joseph  C.  Scott,  Jr.,  MD,  Omaha; 
Leon  S.  McGoogan,  MD,  Omaha. 

Dr.  Musselman  Honored — 

Merle  M.  Musselman,  MD,  is  the  new 
President-elect  of  the  Frederick  A.  Coller 
Surgical  Society.  He  is  professor  and  chair- 
man of  the  department  of  surgery  at  the 
University  of  Nebraska  College  of  Medicine. 

Dr.  Musselman  was  elected  to  the  office 
at  the  October  meeting  in  Ann  Arbor,  Mich. 

The  Frederick  A.  Coller  Surgical  Society 
was  founded  in  1947.  Originally  surgeons 
holding  memberships  had  received  their 
surgical  training  under  Dr.  Frederick  A. 
Coller,  who  served  as  professor  and  chair- 
man of  the  department  of  surgery  at  the 
University  of  Michigan  until  his  retirement 
in  1959. 

Dr.  Musselman  has  been  a member  of  the 
Society  since  1949  and  served  as  Councilor 
from  1958-60. 

Nebraskan  Joins  Staff  of  Mayo  Clinic — 

Dr.  Paul  F.  Leonard,  of  Lincoln,  Nebraska, 
a 1959  graduate  of  the  University  of  Ne- 
braska College  of  Medicine,  has  been  ap- 
pointed to  the  staff  of  the  Mayo  Clinic, 
Rochester,  Minnesota,  as  a member  of  the 
Section  of  Anesthesiology,  as  of  July  1, 
1964.  Dr.  Leonard  was  a fellow  in  anesthesi- 
ology in  the  Mayo  Graduate  School  of  Medi- 
cine, University  of  Minnesota  at  Rochester, 
from  1960  to  1963. 


Announcements 

Training  Programs  at  University  of  California — 
Four  training  progi'ams  are  offered  at  the 
University  of  California  School  of  Public 
Health,  at  Berkley.  They  are  as  follows: 

1.  Basic  Training  in  Maternal  and  Child 
Health. 

2.  Training  in  Mental  Retardation. 

3.  Training  in  School  Health. 
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4.  Career  Development  Program  (com- 
bined Training  in  MCH  and  Pedi- 
atrics) . 

For  further  information  write  to  Helen  M. 
Wallace,  MD,  Professor,  Maternal  and 
Child  Health,  at  Earl  Warren  Hall,  Berkley, 
California. 

Southern  Medical  Association  Will  Accept 
Papers  on  Ophthalmology — 

The  Section  of  Ophthalmologj’  of  the 
Southern  Medical  Association  announces 
that  papers  are  now  being  accepted  for  con- 
sideration for  presentation  at  the  next  an- 
nual meeting  which  will  be  held  in  Houston, 
Texas,  November  1-4,  1965. 

Papers  with  a short  abstract  and  the  ex- 
act title  should  be  sent  at  once  and  up 
to  May  15,  1965  to  the  Secretary,  Dr.  George 
S.  Ellis,  of  812  Maison  Blanche  Building, 
New  Orleans,  Louisiana  70116. 

Course  in  Laryngology  and 
Bronchoesophagology — 

The  Department  of  Otolaryngology,  Col- 
lege of  Medicine  of  the  University  of  Illinois 
at  the  Medical  Center,  Chicago,  will  conduct 
a postgraduate  course  in  Laryngologj’  and 
Bronchoesophagology  from  March  29 
through  April  10,  1965.  This  course,  lim- 
ited to  fifteen  physicians,  will  be  held  at 
the  new  Illinois  Eye  and  Ear  Infirmaiy, 
1855  West  Taylor  Street,  Chicago.  Instruc- 
tion will  be  provided  by  means  of  animal 
demonstrations,  and  practice  in  broncho- 
scopy and  esophagoscopy,  diagnostic  and 
surgical  clinics,  as  well  as  didactic  lectures. 

Interested  registrants  will  please  write 
directly  to  the  Department  of  Otolaryngol- 
ogy, College  of  Medicine  of  the  University 
of  Illinois  at  the  Medical  Center,  1853  West 
Polk  Street,  Chicago,  Illinois  60612. 

News  and  Views 

Another  Condition  ]\Iay  Be  Diagnosed  by 
Rectal  Biopsy — 

As  in  generalized  amyloidosis,  another 
condition  or  disease  may  be  diagnosed  from 
a rectal  biopsy.  This  has  been  pointed  out 


by  Dr.  Orvar  Swenson  of  Boston  and  Dr. 
Frank  DeLuca  now  of  Providence,  Rhode 
Island.  The  investigation  was  carried  out 
when  both  were  at  Tufts-New  England  Med- 
ical Center,  and  the  work  was  described  by 
Dr.  John  H.  Fisher,  Pediatric  Surgeon-in- 
Chief  at  the  Boston  Floating  Hospital  for 
Infants  and  Children,  at  the  annual  meeting 
of  the  British  Association  of  Pediatric  Sur- 
geons held  at  Rotterdam,  Holland. 

A segment  of  bowel  with  aganglionosis 
separates  the  case  of  Hirschprung’s  disease 
from  those  with  conditions  giving  very  sim- 
ilar symptoms.  While  the  differential  diag- 
nosis often  may  be  made  by  X-ray  examina- 
tion, this  is  not  always  true. 

Endothelial  Lining  of  a Human 
V'ascular  Prosthesis — 

Michael  DeBakey  and  several  associates 
at  Baylor  University  College  of  Medicine 
report  the  presence  of  a complete  endo- 
thelial lining  in  a dacron  prosthesis  which 
had  been  in  place  for  42  months.  In  animal 
experiments  first  reports  led  to  the  belief 
that  no  endothelium  formed ; later  it  was  con- 
cluded that  improper  handling  had  destroyed 
this  delicate  layer  of  cells.  In  the  human 
material  in  this  case  special  methods  demon- 
strated a complete  layer  of  endothelium. 
(From  Cardiovascular  Research  Center  Bul- 
letin 3:7,  July-September,  1964). 

Aerosol  Administration  of  Drugs — 

Aerosol  administration  of  bronchodila- 
tors,  steroids,  antibiotics  and  drugs  to  thin 
mucous  secretions  is  effective  therapy  of 
pulmonary  diseases,  according  to  Dr.  K.  N. 
V.  Palmer.  (Geriatrics  19:612,  1964).  Isu- 
prel  and  Alevaire  are  bj'  Winthrop  Labora- 
tories. 

Scholarships  in  Medical  Librarianship — 

Lederle  Laboratories  presented  the  J.  Alan 
iMacWatt  Scholarship  of  $1000  in  memory 
of  IMr.  IMcWatt  who  was  the  librarian  at 
Lederle  at  the  time  of  his  death  in  1963. 

Several  other  scholarships  are  available. 
The  deadline  for  accepting  applications  is 
iMarch  1,  1965.  Forms  are  available  from 
any  A.L.A.  accredited  library  school. 
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New  Cold  Weather  Mask  Now  Available — 

A new  lightweight  cold  weather  mask  de- 
signed to  be  helpful  to  persons  with  respira- 
tory problems  and  heart  conditions  is  now 
available  in  all  cold  weather  states. 

The  “3M”  brand  cold  weather  mask  is 
now  being  marketed  in  29  states  this  winter 
after  successful  marketing  in  17  states  last 
year. 

The  masks  have  been  recommended  by  a 
University  of  Minnesota  heart  specialist  for 
heart  patients  who  suffer  cold  weather  chest 
pains.  They  also  are  helpful  for  persons 
suffering  from  bronchitis,  asthma,  emphy- 
sema, sinusitis  and  angina  pectoris. 

The  mask,  developed  in  the  research  lab- 
oratories at  3M  Company,  St.  Paul,  Minn., 
not  only  keeps  the  nose  and  mouth  warm 
but  also  helps  warm  and  humidify  inhaled 
air. 

Actually  lighter  than  a handkerchief,  the 
mask  is  made  from  a unique  non-woven  fab- 
ric that  enables  the  wearer  to  provide  his 
own  “air-warming  and  humidifying  system.” 
Tests  conducted  by  3M  laboratories  have 
shown  that  even  in  temperatures  of  70  de- 
grees below  zero  the  mask  will  warm  in- 
spired air  to  room  temperature. 

For  more  information,  contact  Dept.  B4- 
749,  3M  Company,  2501  Hudson  Road,  St. 
Paul,  Minnesota  55119. 

Home  Medication  and  Public  Welfare — 

At  a recent  two-day  conference  on  “Home 
Medication  and  the  Public  Welfare,”  held 
at  the  Waldorf-Astoria  by  the  Section  of 
Biological  and  Medical  Sciences  of  the  New 
York  Academy  of  Sciences,  opinions  of  sev- 
eral authorities  on  this  subject  expressed 
the  general  opinion  that  home-medication  is 
beneficial.  A few  divergencies  or  reserva- 
tions are  found  in  the  reports  of  the  several 
speakers.  Some  of  these  are  noted,  as  fol- 
lows : 

— Morris  Fishbein  indicated  that  home- 
medication-products  are  an  invaluable  aid  to 
the  nation’s  physicians  who  would  find  it 
physically  impossible  just  to  treat  the  popu- 
lation’s estimated  760  million  annual  colds. 


aside  from  the  enormous  incidence  of  head- 
aches and  other  minor  ailments. 

— Dr.  Arthur  Grollman,  Southwestern 
Medical  School  of  the  University  of  Texas, 
is  said  to  have  praised  home-medication- 
remedies  for  effectively  providing  relief 
from  such  ailments  as  headache,  fever,  minor 
aches,  allergies,  stomach  upset,  motion  sick- 
ness, and  many  other  ills. 

— Dr.  Irving  Sunshine,  Western  Reserve 
University  School  of  Medicine,  as  well  as  Dr. 
LeRoy  Burney,  Temple  University,  and  Dr. 
Herman  E.  Helleboe,  Columbia  University 
felt  that  home  remedies  as  well  as  prescrip- 
tion drugs  are  usually  safe  and  beneficial 
when  used  as  directed.  To  add  to  the  safe- 
ty of  these  drugs,  person  to  person  educa- 
tion is  needed.  Dr.  Helleboe  felt  that  such 
medication  satisfies  both  physical  and  psy- 
chogenic needs  of  the  public. 

— Dr.  Jules  Backman,  professor  of  eco- 
nomics at  New  York  University  said  the  pro- 
portionate cost  of  home  remedies  has  de- 
clined as  related  to  the  total  cost  of  medical 
care,  from  16  per  cent  in  1929  to  five  per 
cent  in  1964. 

— Mr.  Gilbert  H.  Weil,  an  attorney,  felt 
the  instinct  to  self-medicate  is  too  strong  to 
be  legislated  out  of  existence  and  that  the 
efforts  to  stop  or  diminish  it  will  lead  to 
“bootlegging.”  He  hopes  that  organized 
medicine  will  end  its  organized  opposition 
and  accept  self-medication  as  a fact  of  life. 
He,  like  some  of  the  others,  believes  educa- 
tion of  the  public  to  possible  harm  of  some 
medicines  will  do  more  good  than  efforts  to 
stop  this  public  trend. 

Wyeth  Adds  “100”  to  One  of  Its  Drugs — 

Wyeth  reports  adding  “100”  to  the  name 
of  one  of  its  drugs,  Zacterin.  It  should  now 
be  ordered  on  prescription  as  Zacterin-100. 

Nebraska  Morbidity  Report  for  October  1964 — 

The  October  “Morbidity  Report”  shows  so 
little  excepting  in  the  field  of  venereal  dis- 
ease that  one  might  believe  the  month  oc- 
curred during  a hard  winter  when  it  was 
too  cold  to  fish  through  the  ice.  There  were 
10  cases  of  pertussis,  seven  of  hepatitis. 
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seven  of  “presumptive”  encephalitis,  and  15 
streptococcal  infections. 

One  interesting  observation  is  that  rabies 
was  found  in  one  cow  and  one  calf.  Perhaps 
this  frightening  disease  is  becoming  more 
widespread  in  the  animal  world  or  maj'be 
we  just  were  unaware  of  it  before. 


News  From  Our  Medical  Schools 

A New  Biochemist  at  UN  College  of  Medicine — 
Dale  P.  J.  Goldsmith,  PhD,  has  joined  the 
department  of  biochemistry  at  the  Univer- 
sity of  Nebraska  College  of  Medicine  as  an 
associate  professor. 

Prior  to  joining  the  faculty.  Dr.  Goldsmith 
was  an  assistant  professor  of  physiology  at 
the  University  of  Rochester  ^Medical  School. 


Human  Interest  Tales 

Doctor  M'.  E.  Reynolds  has  been  appoint- 
ed City  Physician  of  South  Sioux  City  . 

Doctor  Frederick  Pautian,  Omaha,  spoke 
at  the  October  meeting  of  the  Adams  County 
^Medical  Society. 

Doctor  and  ]\Irs.  W.  Max  Gentry,  Ger- 
ing,  embarked  on  a three-week  tour  of  the 
Orient  in  late  October. 

Doctor  M.  M.  Musselman,  Omaha,  has  been 
elected  president-elect  of  the  Frederick  A. 
Coller  Surgical  Society. 

Doctor  Dwaine  J.  Peetz,  Nehgh,  was  ad- 
mitted to  Fellowship  of  the  American  Col- 
lege of  Surgeons  in  October. 

Doctor  S.  D.  Cowan,  Sr.,  Falls  City,  has 
been  elected  president  of  the  Falls  City 
Community  Hospital  Medical  Staff. 

Doctor  Carl  J.  Potthoff,  Omaha,  has 
been  named  to  the  editorial  staff  of  the 
American  Journal  of  Public  Health. 

Doctor  Louis  A.  Sojka,  Columbus,  was 
elected  a Fellow  in  the  American  College  of 
Surgeons  at  the  group’s  Chicago  meeting. 

Doctor  Matilda  S.  Mclntire,  Omaha,  pre- 


sented a paper  at  the  annual  meeting  of  the 
American  Academy  of  Pediatrics  in  October. 

Doctor  Howard  B.  Hunt,  Omaha,  was  re- 
elected a director  of  the  American  Cancer 
Society  at  its  New  York  meeting  in  Octo- 
ber. 

Doctor  -Jerry  X.  Tamisiea,  Omaha,  was 
elected  to  the  Board  of  Governors  of  the 
American  Society  of  Clinical  Pathologists  at 
the  gi-oup’s  October  meeting  in  Florida. 

Doctor  Horace  V.  Munger,  Lincoln,  was 
elected  treasurer  of  the  South-Central  Sec- 
tion of  the  American  Urological  Association. 
Doctor  Leroy  W.  Lee,  Omaha,  was  elected 
delegate  from  Nebraska  at  the  same  Houston, 
Texas  meeting. 


Woman's  Auxiliary 

Lancaster  County  Medical  Auxiliary — 

The  AMA  film,  “The  One  Who  Heals,”  was 
shown  at  the  November  meeting  of  the  Lan- 
caster County  Medical  Auxiliary  at  the  home 
of  Mrs.  L.  E.  Sharrar.  Co-hostesses  for  the 
sandwich  luncheon  were  IMrs.  F.  P.  Stone  and 
Mrs.  Russell  Gorthej*. 

The  Paramedical  Careers  Recruitment 
Program  was  held  at  the  Bryan  Memorial 
Hospital  Nurses’  Home  for  interested  high 
school  senior  girls.  Mrs.  L.  J.  Gogela,  Mi’s. 
Donald  Matthews,  and  Mrs.  Paul  Maxwell 
were  chairmen.  Mrs.  Margaret  Pavelka, 
director  of  nursing  at  Bi-j-an,  spoke  to  the 
more  than  one  hundred  guests  who  later  were 
taken  on  a tour  of  the  hospital.  Two  Bi-j’an 
hospital  student  nurses  provided  music  for 
the  occasion. 

Dawson  County  Medical  Society  and 
Auxiliary'  Meet — 

The  Dawson  County  Medical  Society  and 
Auxiliarj'  met  for  dinner  on  Monday,  Octo- 
ber 5,  in  Cozad,  for  their  fall  meeting.  After- 
viewing a film,  the  auxiliary  met  with  Lola 
Rosenau,  while  the  doctors  held  their  meet- 
ing separately. 

The  auxiliary  was  presided  over  by  Mrs. 
William  Long,  president.  Mrs.  Sam  Peri-y, 
State  legislative  chaii*man,  read  the  part  of 
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the  State  auxiliary  report  given  at  the  Na- 
tional convention,  which  praised  the  work 
of  the  state  legislative  committee  in  attempt- 
ing to  bring  before  the  doctors  and  all  their 
patients  the  many  aspects  to  be  considered 
in  legislation  for  medical  care  of  the  aged. 
The  committee,  headed  by  Mrs.  Perry,  and 
composed  of  all  the  members  of  the  Dawson 
County  auxiliary,  has  spent  many  hours  at- 
tempting to  clarify  the  “Medicare”  issue  for 
the  public  so  they  may  vote  more  intelligent- 
ly for  their  congressional  choice.  It  was  also 
stressed  that  we  strive  for  100  per  cent  vot- 
ing turnout  for  both  doctor  and  wife,  as  well 
as  reminding  our  friends  to  use  their  voting 
privilege. 

The  first  county  medical  Careers  Tea  will 
be  held  October  14,  at  the  Elks  Building  in 
Cozad  for  prospective  medical  careers  stu- 
dents in  all  Dawson  county  towns  and 
Eustis.  Arrangements  are  being  made  by 
a committee  of  Mrs.  Watson,  Mrs.  Hranac 
and  Mrs.  Perry.  Films  will  be  shown,  perti- 
nent material  including  school  catalogues 
will  be  available  for  interested  students. 
Hostesses  will  be  members  of  the  auxiliaiy 
and  punch  and  cookies  will  be  served. 

The  meeting  was  adjourned  after  which 
refreshments  were  served  by  Mrs.  Rosenau 
to  the  doctors  and  their  wives.  Those  at- 
tending were  Drs.  and  Mesdames  Sam  Perry 
and  B.  W.  Pyle  of  Gothenburg;  Victor  Nor- 
all,  Bryand  Olsson,  John  Finnegan,  Wm. 
Long,  Dean  McGee,  and  Jerry  Haskins  of 
Lexington ; and  0.  P.  Rosenau,  Chas.  Hranac, 
J.  C.  Scholz,  R.  A.  Sitorius,  and  Farrell 
Sheets  of  Cozad. 


Know  Your 
Blue  Shield  Plan 


Achilles  Heel — 

Like  the  fabled  Achilles  was  to  the 
Greeks,  Blue  Shield  is  to  American  Doctors 
of  Medicine,  a dedicated  and  devoted  war- 
rior doing  battle  only  for  them.  But  even 
the  greatest  of  warriors  — with  all  their 
armor  and  weapons  — are  vulernable. 
Achilles  had  his  heel,  and  Blue  Shield  like- 


wise has  its  weak,  exposed  area  so  prone  to 
a lethal  blow. 

Achilles  born  of  the  Greeks,  and  Blue 
Shield  born  of  American  Physicians  — both 
in  times  of  great  need  by  their  progenitors. 

Mortally  wounded  on  the  field  of  combat, 
Achilles  died  fighting  his  enemies.  Ironic 
though  it  may  seem.  Blue  Shield  is  threat- 
ened with  a wooden  horse  type  of  death  — 
filicide  — from  within,  by  its  own  parents, 
because  Blue  Shield’s  weakest  spot  is  un- 
necessary and  over  utilization. 

True  the  original  pressures  are  usually 
applied  by  the  patients,  but  it  is  the  doc- 
tor himself  who  can  protect  “Blue  Shield’s 
Achilles  Heel”  by  refusing  to  order  services 
and  prolonged  hospital  stays  when  in  his 
medical  opinion  they  are  not  necessarily  in- 
dicated. 

The  greatest  danger  facing  voluntary  pre- 
paid medical  care  is  the  pricing  of  this  care 
beyond  the  means  and  budget  of  the  lower 
and  lower-middle  income  groups.  The  gen- 
eral inflationary  cost-of-living  spiral  that 
has  affected  our  economy  for  the  past  quar- 
ter of  a century  is  bad  enough,  without  hav- 
ing any  other  form  of  artificial  inflation  add- 
ed. 

The  American  Public  — all  levels  of  its 
economy  — spurred  on  by  both  government 
and  labor,  are  going  to  have  comprehensive 
fully  paid  medical  care  one  way  or  another. 
Only  Doctors  of  Medicine  can  avert  this  care 
being  provided  through  some  form  of  fed- 
eralized medicine. 

There  isn’t  any  magic  formula  for  arriving 
at  the  dues  structure  Blue  Cross-Blue  Shield 
members  have  to  pay  for  their  coverages.  If 
their  care  costs  more,  their  dues  are  high- 
er; if  their  care  costs  less,  their  dues  are 
less.  The  percentage  of  the  income  dollar 
spent  for  members’  benefits  stays  fairly  con- 
stant — approximately  93  per  cent  of  every 
combined  dollar. 

To  cite  some  examples  of  how  utilization 
can  affect  the  costs  of  care,  we  have  listed 
the  following: 

In  1963,  Nebraska  Blue  Cross  paid  $6,428,- 
542  for  44,700  Inpatient  Hospital-Cases  rep- 
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resenting  287,555  days  of  care.  The  average 
cost  per  stay  was  $143.77.  The  average  cost 
per  day  was  $22.36.  If  the  average  stay  was 
prolonged  one  day,  it  would  cost  an  addi- 
tional $999,492,  or  if  the  average  stay  was 
shortened  one  day,  it  would  cost  that  much 
less  for  members’  benefits.  Instead  of  hav- 
ing to  raise  dues.  Blue  Cross  could  prob- 
ably lower  dues  or  increase  their  scope  of 
coverages. 

In  1963,  Nebraska  Blue  Shield  paid  $4,- 
240,577  for  201,889  services.  Because  of 
pathology",  radiologj^  in-hospital  medical 
care,  and  other  like  services.  Blue  Shield 
will  run  about  four  and  one-half  services  to 
one  for  Blue  Cross.  The  average  cost  per 
service  was  $21.00.  As  you  can  readily  see, 
if  each  service  averaged  $20.00  instead  of 
$21.00,  there  would  be  a saving  of  $201,889. 

Blue  Cross-Blue  Shield,  nor  anyone  asso- 
ciated with  them,  has  never  advocated  any 
curtailment  whatsoever  of  necessary  hos- 
pital-medical services,  but  it  behooves  us  all 
— to  protect  and  guard  our  “Achilles  Heel!” 


Books 

“Dysplasia,  Carcinoma  In  Situ  and  Micro-invasive 
Carcinoma  of  the  Cervix  Uteri”  compiled  by  La- 
man  A.  Gray,  MD.  Published  25  September  64 
by  Charles  C.  Thomas,  Springfield,  Illinois.  452 
pages  (7"  by  10")  with  many  illustrations.  Price 
$22.50. 

Dr.  Gray,  Professor  of  Obstetrics  and  Gynecology 
at  the  University  of  Louisville  School  of  Medicine, 
and  23  other  distinguished  clinicians  and  pathologists 
from  Europe  and  the  United  States,  have  written 
an  authoritative  treatise  on  pre-malignant  and  early 
malignant  lesions  of  the  ceiwix.  Clinical  sections 
cover  criteria  of  examination,  biopsy,  conization, 
colposcopy,  and  colpomicroscopy.  The  knowledge  of 
cai'cinoma  in  situ  is  clearly  presented  in  its  patho- 
logic and  biologic  characteristics.  A new  concept  of 
early  invasive  carcinoma  offers  a fascinating  theoiy 
that  may  be  useful  in  the  study  of  other  lesions 
in  different  locations.  The  relation  of  pregnancy 
— which  has  in  the  past  confused  the  diagnosis  and 
treatment  of  the  early  lesions  — is  clarified.  In- 
dividual treatment  is  discussed  in  detail. 

“Mammography”  by  Robert  L.  Egan,  MD.  Published 
25  September  64  by  Charles  C.  Thomas,  Spring- 
field,  Illinois.  446  pages  (9"  by  11")  with  302 
full  page  X-ray  reproductions.  Price  $25.50. 

The  author  of  this  valuable  book  is  a radiologist 
at  The  Methodist  Hospital  of  Indiana  in  Indian- 
apolis. He  is  also  a consultant  for  the  Cancer 


Control  Program  of  the  Department  of  Health, 
Education  and  Welfare.  He  was  formerly  an  Asso- 
ciate Professor  of  Radiology  and  Head  of  the  Sec- 
tion of  Experimental  Diagnostic  Radiology  of  the 
University  of  Texas  and  the  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston,  Texas. 

Renewed  interest  in  X-ray  examination  of  the 
breast  has  mushroomed  since  a technique  of  mammog- 
raphy has  been  developed  which  allows  “an  ac- 
curacy of  diagnosis  of  breast  diseases,  and  in  par- 
ticular cancer,  to  levels  of  90  per  cent  or  moi'e 
pre-operatively.”  The  technique  of  mammography  is 
safe,  simple,  accurate  and  reproducible.  The  ap- 
proach is  dependent  on  meticulous  technique  using 
low  kilovoltage,  high  milliamperage  and  fine  grain 
film. 

This  book  provides  detailed  discussion  of 

a.  Technique  (the  most  important  aspect  of  the 
examination) 

b.  Roentgenographic  characteristics  of  cancer 

c.  Appearance  of  benign  lesions  of  the  breast 

This  fine  book  will  be  of  value  to  anyone  doing 
X-ray  diagnosis  and  this  observer  believes  that  it 
should  be  a part  of  the  library  of  every  hospital. 


“Case  Capsules  — The  Droll,  Diverting,  Devilish, 
Definitely  Different”  by  Arnold  Lieberman,  MD. 
Published  1 September  64  by  Charles  C.  Thomas, 
Springfield,  Illinois.  341  pages  (6"  by  9").  Price 
$9.50. 

Dr.  Lieberman,  by  forsaking  the  exact  and  coldly 
scientific  approach  to  medical  discussion,  has  pro- 
duced in  this  collection  of  case  reports  a form 
which  is  so  closely  related  to  the  actuality  of  science 
as  to  be  educational,  and  so  fraught  with  the  dra- 
matic, ironic,  and  humorous  aspects  of  life  as  to 
be  intensely  interesting.  His  “case  reports”  are 
based  on  his  own  experience  with  the  use  of  only 
enough  “fictional  license”  to  preserve  the  anonymity 
of  his  patients.  As  various  of  his  stories  unfold 
it  is  evident  that  he  could  have  had  as  a collaborator 
0.  Heni-y,  Damon  Runyan,  or  Conan  Doyle. 

This  is  no  record  of  the  bare  bones  of  medical 
histories  but  rather  a collection  of  stories  telling 
of  the  things  that  make  patients  “tick”  — the 
drama,  emotion,  irony,  and  humor  that  are  so  in- 
timately associated  with  the  “art”  of  medicine, 
ranging  from  “The  Four-sided  Triangle”  to  “The 
Old  Man  Who  Died  Young.” 


“Surgery  of  the  Breast”  by  Louis  H.  Jorstad,  MD, 
and  M.  J.  Payne,  MD.  Published  1 October  64 
by  the  C.  V.  Mosby  Company  of  St.  Louis,  jMis- 
souri.  220  pages  (9"  by  11")  with  70  drawings 
and  photographs.  Price  $15.00. 

Dr.  Jorstad  and  his  daughter.  Dr.  Payne,  are 
practicing  surgeons  in  St.  Louis.  They  have  written 
an  authoritative  book  summarizing  present  day 
knowledge  of  diseases  of  the  breast  and  the  surgical 
treatment  of  these  breast  lesions.  Chapter  head- 
ings include  the  following: 

Anatomy  and  Clinical  Examination  of  the  Breast 

Hypertrophies  of  the  Breast 

Chronic  Cystic  Disease  of  the  Breast 
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Nipple  Discharge 

Carcinoma  of  the  Breast 

Surgery  of  Benign  Tumors 

Radical  Mastectomy 

Extended  Radical  Mastectomy 

Palliative  Therapy  in  Cancer  of  the  Breast 

Procedures  for  Reconstruction  of  the  Breast 

“Cardiac  Arrest  and  Resuscitation”  — 2nd  edition 
— by  Hugh  E.  Stephenson,  Jr.  Published  15  June 
64  by  the  C.  V.  Mosby  Company  of  St.  Louis, 
Missouri.  501  pages  (7"  by  10"),  illustrated. 
Price  $15.00. 

Dr.  Stephenson,  Professor  of  Surgery  at  the 
University  of  Missouri  School  of  Medicine,  and 
ten  eminent  collaborators  have  written  an  author- 
itative treatise  bringing  together  all  available  in- 
formation on  the  subject  of  cardiac  arrest  and  re- 
suscitation. They  have  written  a book  which  can 
be  assimilated  by  the  practicing  physician.  How- 
ever, the  book  is  complete  enough  to  satisfy  the 
requirements  of  the  i-esearch  workei's  in  this  field. 
Chapter  headings  include  the  following: 

Mechanism  of  Cardiac  Arrest 

Diagnosis  and  Management  of  Cardiac  Arrest 

Postresuscitative  Care 

Pitfalls,  Precautions,  and  Complications 

Prevention  of  Cardiac  Arrest 

Elective  Cardiac  Arrest 

Cerebral  Anoxia  and  Neurologic  Sequelae 
After  Cardiac  Arrest 


TUBERCULOSIS  ABSTRACTS 

CLINIC  FOR  PREVENTING 
CHRONIC  BRONCHITIS 

An  experimental  clinic  was  set  up  in  an 
attempt  to  control  such  factors  as  respiratory 
irritation  and  infection  in  the  early  stages 
of  chronic  bi’onchitis.  The  experiment  demon- 
strated that  such  a preventive  clinic  can  be 
operated  satisfactorily. 

In  the  management  of  patients  with  chronic 
bronchitis  all  practicable  measures  to  reduce  res- 
piratory irritation  and  infection  are  usually  under- 
taken, but  these  measures  are  seldom  applied  until 
irreversible  disease  is  well  advanced. 

In  an  attempt  to  stop  or  slow  down  the  prog- 
ress of  the  condition  by  applying  such  measures 
to  those  in  the  earliest  stages  of  chronic  bron- 
chitis, an  experimental  clinic  was  established  four 
years  ago  at  a health  centre  in  Willesden.  The 
clinic  had  the  active  support  of  a local  hospital, 
a chest  clinic,  the  public  health  seiwice,  and  a num- 
ber of  general  practitioners. 

The  principal  aims  of  the  clinic  were  to  (1) 
reduce  irritation  of  the  respiratory  tract  by  help- 
ing patients  to  stop  smoking  and  by  teaching 
them  practical  steps  to  reduce  the  damage  done 
by  air  pollution;  (2)  combat  infection  by  the  use 


of  influenza  vaccine  and  antibiotics;  and  (3)  teach 
them  to  impi'ove  their  breathing  by  daily  exercises. 

The  clinic  differed  in  two  important  respects 
from  the  accepted  pattern  of  general-practitioner 
consultation  or  hospital  out  - patient  attendance. 
Changing  of  habits  was  considered  more  important 
than  dispensing  of  drugs,  and  patients  were  not 
necessarily  ill  or  disabled. 

The  most  suitable  time  for  the  clinic  was  found 
to  be  from  7 to  9 p.m.  The  patients  were  seen 
in  groups  of  10  to  20  i-ather  than  individually. 
This  not  only  involved  each  patient  for  two  hours 
each  evening  but  helped  to  disguise  the  educative 
function  of  the  clinic  by  creating  a social  at- 
mosphere. 

On  the  first  evening  there  was  an  introductory 
talk  on  the  symptoms,  natural  history,  and  what 
it  known  of  the  etiology  of  chronic  bronchitis. 
Breathing  exercises  were  also  started.  A question- 
naire on  respiratory  symptoms  was  completed  and 
forced  expiratory  volume  (FEV‘)  was  measured. 

At  subsequent  sessions  time  was  allotted  for 
physiotherapy  in  order  to  mobilize  the  chest  and 
shoulders,  to  encourage  abdominal  breathing,  and 
to  improve  posture  and  teach  relaxation. 

Those  who  came  regularly  to  the  course  of  six 
sessions  were  given  12  tablets  of  tetracycline  on  the 
last  evening  with  detailed  instructions  on  how  to 
take  them  at  the  onset  of  a chest  infection.  They 
were  told  to  see  their  own  doctor  if  the  infection 
had  not  been  controlled  before  the  tablets  ran  out 
and  to  replenish  their  supply  for  use  in  a subse- 
quent attack. 

The  known  facts  about  smoking  and  bronchitis, 
lung  cancer,  and  other  diseases  were  explained 
by  means  of  talks  and  films  and  by  demonstrating 
pathological  specimens.  Ex-smokers  in  the  gi-oup 
were  witnesses  that  many  people  have  stopped 
smoking. 

Patients  who  completed  the  course  were  invited 
to  return  whenever  they  liked  and  for  at  least 
one  evening  each  autumn  for  a “refresher”  course. 

During  the  first  two  winters  165  men  attended 
the  clinic.  Of  these,  56  were  referred  by  their 
personal  physicians,  54  by  industrial  medical  of- 
ficers, 17  from  a mass  X-ray  unit,  12  from  a chest 
clinic,  and  the  remainder  from  a variety  of  sources. 
The  patient’s  physician  was  always  consulted. 

Most  of  the  patients  said  that  they  had  had  at 
least  one  chest  illness,  usually  called  bronchitis, 
which  had  kept  them  from  work  in  the  past  three 
years.  All  but  30  said  they  had  either  persistent 
cough  or  phlegm.  Most  of  the  30  had  had  recur- 
rent chest  illnesses  associated  with  wheezing  res- 
piration. 

ATTENDANCE  ANALYZED 

Of  the  128  patients  who  attended  the  clinic  at 
least  twice,  91  returned  specimens  of  early  morn- 
ing sputum;  34  of  these  produced  more  than  5 
milliliters  of  sputum  and  20  produced  mucopum- 
lent  or  purulent  sputum.  Despite  the  attempt  to 
concentrate  on  early  cases  who  were  not  dis- 
abled, there  were  18  men  who  said  they  some- 
times had  to  stop  for  breath  while  walking  at 
their  normal  pace  on  the  level.  A quarter  of  those 
referred  to  the  clinic  were  non-  or  ex-smokers. 


December,  1964 


683 


The  demonstration  of  the  fact  that  a preven- 
tive clinic  of  this  nature  can  be  run  is  important. 
Many  had  been  advised  only  to  come  and  see 
what  it  was  like.  It  was  explained  to  them  that 
they  would  have  to  attend  regnlarly  for  four  more 
sessions  if  they  were  to  obtain  any  benefit.  Of 
the  128  who  attended  a second  time,  only  15  failed 
to  attend  four  sessions.  The  lapse  rate  was 
slightly  greater  among  the  younger  patients  and 
among  heavy  smokers. 

The  extent  to  which  advice  was  followed  on  spe- 
cific points  was  determined  at  the  end  of  two 
years  to  be: 

Breathing  Exercises  — Among  109  patients,  31 
(28  per  cent)  said  that  they  did  their  exercises 
regularly  and  a further  57  (52  per  cent)  said  they 
were  doing  them  during  their  normal  acthities. 

Tetracycline  — Of  the  106  who  had  been  given 
tetracycline  tablets,  46  reported  having  the  type 
of  episodes  for  which  they  had  been  told  to  take 
the  tablets.  Of  these,  37  (80  per  cent)  took  them 
on  one  or  more  occasions,  a further  two  took 
other  appropriate  measures  on  their  doctor’s  advice, 
and  seven  failed  to  take  them. 

“Smog”  Bottle  — These  were  wick-type  bottles 
containing  a mixture  of  ammonia  and  ethyl  alcohol 
that  would  neutralize  the  acidity  atmosphere  in  a 
room  in  times  of  fog.  However,  there  were  so 
few  occasions  when  the  bottles  might  have  been 
used  that  no  assessment  of  their  efficacy  was  pos- 
sible. 

Smoking  — Of  the  77  smokers,  28  (36  per 
cent)  had  stopped  smoking;  24  (31  per  cent)  were 
smoking  less;  24  (31  per  cent)  were  smoking  the 
same,  and  1 (1  per  cent)  had  increased.  One  ex- 
smoker had  started  again. 

Influenza  Vaccination  — Approximately  40  pa- 
tients, a high  proportion  of  those  attending  before 
Christmas  each  year,  were  given  anti-influenza 
vaccine.  No  attempt  was  made  to  assess  the 
value  of  this  measure  by  itself. 

PATIENTS  INTERESTED 

The  most  encouraging  aspect  of  the  work  of 
the  clinic  was  the  interest  shown  by  those  who 
attended  regularly.  It  became  apparent  that  many 
with  established  bronchitis  understand  the  pro- 
gressive nature  of  their  disease  and  are  distressed 
about  it  and  well  aware  of  the  uselessness  of  im- 
bibing bottles  of  cough  medicine.  The  presence  at 
the  clinic  of  a few  established  cases,  together  with 
pathological  specimens  taken  from  advanced  cases, 
helped  to  emphasize  the  progressive  nature  of  the 
disease  to  those  in  the  early  stages.  However,  the 
presence  of  too  many  established  cases  wmuld  prob- 
ably deter  the  younger  and  earlier  patients  from 
coming. 

— C.  H.  Wood,  MB,  and  Susan  H.  Meadows  ; British  Medical 

Journal,  November  2,  1963. 


DOCTOR  — Does  your  wife  like  to 
read  the  Auxiliary  news?  Then  be  sure 
and  take  your  copy  home. 


Selenium  Disulfide  Shampoo  — N.  Orentreich 
(909  Fifth  Ave.,  New  York)  and  R.  A.  Ber- 
ger, Arch  Derm  90 :76  (July)  1964. 

Sixty-five  subjects  were  studied  before, 
during,  and  after  bi-weekly  shampooing  with 
2.5%  selenium  disulfide  suspension  for  peri- 
ods of  one  to  three  months.  Hair  pluckings 
and  analysis  of  plucked  samples  were  per- 
formed at  monthly  intervals  to  determine 
possible  influences  on  the  percentage  of  so- 
called  “dysplastic”  roots  and  the  percentage 
of  telogen  roots.  Discrepancies  in  the  occur- 
rence of  “dysplastic”  roots  led  the  authors  to 
reevaluate  this  classification.  It  was  discov- 
ered that  certain  alterations  in  the  hair  bulb 
and  keratogenous  zone  considered  by  other 
authors  to  be  indicative  of  “dysplasia”  were 
largely  dependent  on  the  plucking  technique. 
Other  changes  more  definitely  indicative  of 
interference  with  mitoses  in  the  hair  matrix 
did  not  occur  in  this  study.  The  percentage 
of  telogen  roots  did  not  vary  sigificantly 
during  the  study,  nor  was  there  any  clinical 
evidence  of  detrimental  effect  on  hair  growth. 

Surgical  Mortality  and  Survival  From  Colonic 
Carcinoma  — H.  C.  Polk,  Jr.,  et  al  (De- 
partment of  Surgery,  600  S.  Kingshighway, 
St.  Louis),  Arch  Surg  89:16  (July)  1964. 

From  1914  to  1961,  2,121  consecutive  colo- 
rectal carcinomas  were  studied  to  establish 
the  relationship  of  changes  in  operative  mor- 
tality to  those  in  long  term  survival.  In- 
creased survival  was  primarily  because  of 
improved  operability,  resectability,  and  re- 
duced surgical  mortality  rates.  Decreased  op- 
erative mortality  was  related  to  the  institu- 
tion of  blood  banking  facilities  and  the  reduc- 
tion in  anastomotic  disruptions.  The  use  of 
antimicrobial  agents  therapeutically  or  for 
intestinal  antisepsis  did  not  affect  surgical 
mortality  rates.  Intestinal  obstruction,  pres- 
ence of  an  inflammatory  mass  about  the  tu- 
mor, and  locally  noncurative  resections  were 
associated  with  high  mortalities.  Radical  re- 
sections, including  pelvic  exenteration,  large 
tumor  size,  and  the  presence  of  lymph  nodal 
metastases  did  not  adversely  affect  the  oper- 
ative risk.  Primary  resection  with  fecal  di- 
version was  proved  safe  and  effective  in  the 
treatment  of  obstructing  and  perforated  colo- 
rectal cancers. 
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— maternal,  fetal  response  to  (Kovar) 540 

.Mortality 

— infant,  quinquennial  study  of 

(McCarthy  et  al.) 355 

Mortelogram 

— as  epidemiological  device  in  Omaha- 
Douglas  County,  a quinquennial  study, 
use  of  in  (Chambers  et  al.) 308 

Myeloma 

■ — multiple,  parotid  glands,  bilateral  en- 
largement of  (Powell  et  al.) 303 


N 


Nasopharynx 

— cancer  of,  nasal  discharge  in 
(Waggener)  


351 


Nebraska 

— medical  genetics  in  (Lynch  et  al.) 406 

Nebraska  State  Medical  Association 
— board  of  councillors  of, 

proceedings  of  76,  213 

— house  of  delegates,  proceedings  of, 215,  378 

— program,  annual  meeting  of 225 


O 


Omentum 

— greater,  hemorrhagic  cyst  of 
(Johnson  et  al.)  


Omphocele  (umbilical  hernia) 

— experience  in  surgical  management 
of  (McLaughlin  et  al.)  


180 

647 


Otitis 

— acute,  external,  treatment  of 

(Freitsch  et  al.)  111 

Otosclerosis 

— pregnancy  complicated  by  (Klabenes) 550 
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p 


Pain 

— psychological  factors  in  (Ripley)  166 

Parotid  glands 

in  multiple  myeloma,  bilateral 

enlargement  of  (Powell  et  al.) 303 

Physicians 

— in  Nebraska,  distribution  of  (Neff) 19 

Poisoning 

— lead,  in  children,  neurologic  sequelae 

of  (Mclntire  et  al.)  412 

Polyps 

— in  colon,  investigation  for  (James)  61 

Population 

— expanding  (Robbins)  457 

President 

— address  of  (Sievei-s) 403 


R 

Reactions 

— pei’sonality  changes  in  cardio- 


vascular (Ripley)  157 

Rectum 

— prolapse  of,  treatment  of  (Larson)  115 


S 

Sink  or  swim  (Dichson  et  al.)  659 

Snakes 

— poisonous,  in  Nebraska,  bites  of 

(Parrish)  651 

Stearoid 

— hormone,  therapy  with  (Grollman)  5 


T 

Tablets 

— time  I'elease  mechanism  in  humans, 

demonstration  of  (Harris  et  al.) 278 

Tests 

— of  thyroid  function,  in  radio  laboratory 

(James  et  al.)  176 

Thrombocytopenia 

— congenital,  with  aplasia  of  radii 

(Claassen  et  al.) 419 

Transfusion  (Gnffitts)  547 

TRI131 

— uptake  during  pregnancy  as  measure 


of  thyi’oid  function  (Theirstein)  171 

u-v-w 

Urologic  problems 

— in  general  practice  (Novak)  16 

V'eins 

— varicose  in  pregnancy,  management 

of  (Wilson)  368 

Water  Safety 

— -in  health  and  recreation,  program  of 475 
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1964  Membership  Roster  Nebraska  State  Medical  Association 


COUNCILOR  DISTRICT  CODES 


District  Code  No. 

First  District  1 

Doug^las,  Sarpy 

Second  District 2 

Lancaster,  Otoe,  Cass 

Third  District  3 


Gage,  Johnson,  Nemaha,  Pawnee, 

Richardson 

Fourth  District 4 

Knox,  Cedar,  Dixon,  Dakota,  Antelope, 

Pierce,  Thurston,  Madison,  Stanton, 
Cuming,  Wayne 

Fifth  District 5 

Burt,  Washington,  Dodge,  Platte, 

Colfax,  Boone,  Nance,  Merrick 

Sixth  District  6 

Saunders,  Butler,  Polk,  Seward,  York, 
Hamilton 

Seventh  District 7 

Saline,  Clay,  Fillmore,  Nuckolls, 

Thayer,  Jefferson 

Eighth  District 8 

Cherry,  Keyapaha,  Brown,  Rock,  Holt, 
Sheridan,  Boyd 

Ninth  District 9 

Hall,  Custer,  Valley,  Greeley,  Sherman, 
Howard,  Dawson,  Buffalo,  Grant, 

Hooker,  Thomas,  Blaine,  Wheeler, 

Loup,  Garfield 

Tenth  District 10 

Gosper,  Phelps,  Adams,  Furnas,  Harlan, 
Webster,  Kearney,  Red  Willow,  Chase, 
Frontier,  Dundy,  Hitchcock 

Eleventh  District  11 

Lincoln,  Perkins,  Keith,  McPherson, 

Garden,  Arthur,  Logan,  Deuel 

Twelfth  District 12 

Scotts  Bluff,  Banner,  Box  Butte,  Morrill, 
Kimball,  Cheyenne,  Sioxix,  Dawes 


COUNTY  CODES 

Cod.  No. 

Adams j 

Antelope  _ 2 

Boone  3 

Box  Butte 4 

Buffalo  c 


Burt g 

Butler  rj 

Cass g 

Cedar-Dixon-Dakota-Thurston-Wayne  9 

Cheyenne-Kimball-Deuel  10 

Clay 11 

Colfax  12 

Cuming  13 

Custer  14 

Dawson  15 

Dodge  16 

Fillmore  17 

Franklin  ig 

Four  County  19 

Gage  20 

Garden-Keith-Perkins  21 

Hall  22 

Hamilton 23 

Harlan  24 

Holt  & Northwest 25 

Howard  26 

Jefferson 27 

Johnson 28 

Knox  29 

Lancaster  30 

Lincoln  31 

Madison  32 

Merrick  33 

Nance  * 

Nemaha 34 

Northwest  Nebraska 35 

Nuckolls  36 

Omaha-Douglas 37 

Otoe  38 

Pawnee  39 

Phelps  40 

Pierce  41 

Platte  42 

Polk  43 

Richardson  44 

Saline  45 

Saunders 46 

Scotts  Bluff  47 

Seward  48 

Southwest  Nebraska 49 

Stanton  * 

Thayer  50 

Washington  51 

York 52 

* — No  county  society. 
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Dist. 

Name  Code 

Abts,  A.  W. 1 

7906  Dodge.  Omaha 

Adams,  Leo  M.  9 

1st  Natl.  Bank.  Gr.  Island 

Adams.  Gordon  D. 4 

900  Norfolk  Ave.,  Norfolk 

Adams.  Payson  1 

415  Doctors  Bldg.,  Omaha 

Adamson.  James  5 

7663  Hascall  St..  Omaha 

Adkins,  Nathan  1 

622  Doctors  Bldg.,  Omaha 

Aftonomos,  Lefkos  1 

5404  Ames  Ave.,  Omaha 

Ahrens.  Herbert  G. 2 

339  N.  Cotner,  Lincoln 

Aita,  John  A. 1 

2302  No.  55th.  Omaha 

Albee,  Albert  B.  11 

Oshkosh 

Albertson,  L.  C.  1 

4118  No.  78th,  Omaha 

Alcorn,  Flcyd  2 

2201  So.  11th,  Lincoln 

Alderman,  Allen  12 

Chadn  ' 

Allely,  John  R.  1 

434  Doctors  Bldg.,  Omaha 

Allen,  Dale  R.  2 

3560  So.  48th,  Lincoln 

Allen,  John  F.  (Life)  1 

La  Jolla,  Calif. 

Alliband,  George  T.  1 

234  Doctors  Bldg.,  Omaha 
Allison,  George  J.  1 


Co. 

Code 

37 

22 

32 
37 

33 
37 


37 

30 


37 

21 


37 

30 


35 

37 


30 

37 


37 

37 


Ralston 

Amick.  C.  G.  (Life)  

._  9 

14 

Loup  City 

Andersen,  Alfred  C.  

._  1 

37 

4826  So.  24th,  Omaha 
Andersen,  M.  C.  

. 1 

37 

1120  Med.  Arts,  Omaha 
Andersen,  R.  R.  

2 

8 

Nehawka 

Anderson,  A.  B.,  Jr. 

..  3 

39 

Pawnee  City 

Anderson,  Arthur  W.  

. 10 

1 

St.  Hospital,  Hastings 
Anderson,  C.  L.  

. 6 

43 

Stromsburg 

Anderson.  H.  C.  — 

9 

22 

Box  801,  Grand  Island 

Anderson,  H.  F.  10  1 

419  N.  Burlington, 

Hastings 

Anderson,  Harley  E.  1 37 

5002  Davenport.  Omaha 

Anderson,  John  S. 9 22 

1704  W.  2nd.  Grand  Island 

Anderson,  Lawrence  L. 1 37 

1336  Med.  Arts,  Omaha 

Anderson,  Leo  E.  0 52 

York 

Anderson,  R.  C. 5 42 

1359  26th  Ave.,  Columbus 

Anderson,  Robert  C.  8 25 

Ainsworth 

Angle,  Carol  R.  1 37 

418  So.  82nd,  Omaha 

Angle.  E.  E.  2 30 

3705  South  St.,  Lincoln 

Angle,  William  D. 1 37 

418  So.  82nd.  Omaha 

Antony.  Arthur  C.  1 37 

5715  Military  Ave.,  Omaha 

Armbrust,  Walter  1 37 

5401  Leavenworth,  Omaha 

Arnholt,  M.  F.  2 30 

3421  “O”  St.,  Lincoln 

Arnold.  C.  H.  (Life)  2 30 

2480  Lake  St..  Lincoln 

Arrasmith,  K.  Don  1 37 

3610  Dodge,  Omaha 

Ashby,  A.  A. 7 17 

Geneva 

Ashby,  Chas.  F.  7 17 

Geneva 

Austria,  G.  O.  1 37 

2321  “M”  St.,  Omaha 

Ayres,  Maurice  J. 9 15 

Gothenburg 

Baca.  D.  E.  1 37 

2580  So.  90th,  Omaha 

Bach,  Stanley  1 37 

625  Doctors  Bldg.,  Omaha 

Bagby,  Kenneth  C. 5 51 

Blair 

Baker,  Ellis  E.  12  47 

1624  Ave.  “A,”  Scottsbluff 

Baker.  Paul  Q. 12  47 

1624  Ave.  “A,”  Scottsbluff 

Baldwin,  John  D.  2 30 

930  Stuart  Bldg.,  Lincoln 


Dist.  Co. 

Name  Code  Code 

Ballew,  John  W.  2 30 

1701  “K"  St.,  Lincoln 

Bancroft,  B.  R.  9 5 

Kearney  Med.  Arts, 

Kearney 

Bancroft,  Paul  2 30 

1431  So.  33rd  Lincoln 

Bantin,  Clarence 1 37 

6858  Minne  Lusa  Blvd., 

Omaha 

Bantin.  Elmer  W.  (Life)---  1 37 

6862  Minne  Lusa  Blvd.,  Omaha 

Bare,  James  E.  1 37 

120  W.  2nd,  Papillion 

Barkey,  V.  S.  2 30 

6320  Havelock,  Lincoln 

Barmore,  John  L.  1 37 

8601  W.  Dodge  Rd., 

Omaha 

Barnwell.  Robt.  B.  12  47 

900  “N”  St.,  Gering 

Barr,  Carl  C.  4 32 

Tilden 

Barr,  Robert  E.  4 32 

Tilden 

Barry.  M.  W.  1 37 

1416  Med.  Arts.  Omaha 

Barry,  Richard  V.  1 37 

1519  So.  55th,  Omaha 

Barta,  Frank  R.  1 37 

303  So.  66th  St.,  Omaha 

Bartek.  Julius  G.  1 37 

619  Barker  Bldg.,  Omaha 

Barthell,  John  H.  2 30 

1012  Sharp  Bldg.,  Lincoln 

Bartlett,  W.  C.  (Life)  10  24 

Alma 

Bass,  Robert  L.  5 • 

Genoa 

Batty,  John  L.  10  49 

310  W.  7th,  McCook 

Bauer,  Lawrence  W.  9 5 

211  W.  33rd,  Kearney 

Baum,  Cletus  J.  1 37 

403  Center  Bldg.,  Omaha 

Beber,  Meyer  1 37 

301  Doctors  Bldg.,  Omaha 

Bechtel.  M.  D.  9 22 

1806  N.  Clebum,  Gr.  Island 

Becker,  Wesley  C.  (Life) 2 30 

1501  So.  52nd,  Lincoln 

Becker,  Wm.  F. 8 25 

Lynch 

Beitenman,  Edward  T. 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Bell.  C.  D.  2 30 

413  Sharp  Bldg.,  Lincoln 

Bell,  James  D.  6 52 

York 

Bell.  J.  S.  6 52 

York 

Bence,  Jackson  J.  3 34 

Auburn 

Bendorf,  D.  H.  - 1 37 

5434  No.  42nd,  Omaha 

Bengtson,  John  W.  2 30 

3145  “O”  St.,  Lincoln 

Bennett.  Wilbur  Keith  10  1 

Red  Cloud 

Benthack,  Robt.  B.  4 9 

Wayne 

Benthack,  Walter  4 9 

Wayne 

Bentley,  Neil  B.  10  49 

Oxford 

Berrick,  Wm.  H.  4 32 

Madison 

Best,  R.  Russell 1 37 

609  Doctors  Bldg.,  Omaha 

Best,  Robert  10  40 

Holdrege 

Bevilacqua,  Lee  R.  1 37 

4105  Harrison,  Omaha 

Bierbower,  R.  L. 6 43 

Shelby 

Billerbeck,  Henry  J. 4 9 

Randolph 

Bisgard.  J.  Dewey 1 37 

542  Doctors  Bldg.,  Omaha 

Bishop.  Ben  12  35 

Crawford 

Bitner,  Chris  12  10 

Sidney 

Bitner,  Mary  S.  5 43 

State  Capitol,  Lincoln 

Bivens,  Wm.  S. 10  40 

Holdrege 

Black.  Albert  S.,  Jr. 1 37 

1414  Med.  Arts,  Omaha 

Black,  Paul  (Life)  2 30 

147  No.  9th,  Lincoln 

Blackstone,  Herbert  12  47 

Bridgeport 


Dist.  Co. 


Name  Code  Code 

Blair,  Ralph  L.  9 14 

Broken  Bow 

Blattspieler,  S.  F.  11  31 

Mullen 

Bleicher,  Jerome  E.  1 37 

2602  **J”  St.,  Omaha 

Block,  D.  M.  6 16 

Arlington 

Block,  Dean  M.  6 16 

Arlington 

Blodig,  John  L.  l 37 

2908  So.  74th„  Omaha 

Blum,  Henry  ...  2 30 

Rm.  2,  Nebr.  Theatre, 

Lincoln 

Boelter,  Wm.  C.  1 37 

634  Doctors  Bldg.,  Omaha 

Bogle.  John  H.  9 19 

Loup  City 

Bohi.  Daniel  G.  i 37 

534  Doctors  Bldg.,  Omaha 

Boler.  Thos.  D.  (Life!  1 37 

651  No.  59th,  Omaha 

Bonebrake,  A.  H.  2 38 

Nebraska  City 

Bonniweil,  Chas.  M.  1 37 

8613  No.  30th,  Omaha 

Booth,  Richard  - 1 37 

St.  Joseph's  Hosp.,  Omaha 

Borghoff.  Joseph  J.  1 37 

7906  Dodge.  Omaha 

Bosley,  Warren  G.  9 22 

418  W.  Division, 

Grand  Island 

Bottom,  Paul  n 2I 

Ogallala 

Boykin,  J.  Melvin  2 30 

V.A.  Hospital,  Lincoln 

Bradley,  Warren  Q.  2 30 

924  Sharp  Bldg.,  Lincoln 

Brannen.  Charles  F.  1 37 

1901  Missouri  Ave.,  Omaha 

Brauer,  Russell  C.  2 30 

4150  South  St.,  Lincoln 

Brauer.  S.  H.  4 32 

Route  2,  Norfolk 

Bray.  R.  E.  4 9 

Ponca 

Brazer,  John  G. 1 37 

5114  Lafayette,  Omaha 

Brendel,  Richard  F.  2 8 

Plattsmouth 

Brennan,  L,  V. 3 44 

Falls  City 

Bressman,  Charles  M. 1 37 

8613  No.  30th,  Omaha 

Brett,  Dale  Edward i 37 

609  Doctors  Bldg.,  Omaha 

Brewster,  Donald  E.  10  40 

Holdrege 

Brewster,  F.  Wayne  10  40 

Holdrege 

Bridges,  James  5 1$ 

1725  E.  Military,  Fremont 

Brill,  I.  William  2 30 

Student  Health  Center, 

U.  of  N.,  Lincoln 

Brillhart,  E.  G.  5 42 

Box  568,  Columbus 

Brinkman.  H.  H. 1 37 

5519  Military  Ave.,  Omaha 

Brodkey,  M.  H.  1 37 

320  Med  Arts,  Omaha 

Brody,  Alfred  W.  1 37 

Creighton  Univ.  School 
Medicine.  Omaha 

Brolsma.  M.  P.  2 30 

435  So.  16th,  Lincoln 

Brooks,  E.  B.  2 30 

939  Stuart  Bldg.  Lincoln 

Brooks,  Robert  2 30 

1403  Sharp  Bldg.,  Lincoln 

Brott,  Clarence  R.  3 20 

109  So.  6th,  Beatrice 

Brown,  A.  R. 6 52 

York 

Brown,  John  A. 2 30 

412  Lincoln  Liberty  Life, 

Lincoln 

Brown.  R.  3 20 

109  So.  6th,  Beatrice 

Brown.  W.  O.  12  47 

1801  Broadway,  Scottsbluff 

Browne,  Kenneth  M. 1 37 

924  Med.  Arts,  Omaha 

Brugh.  E.  A.  9 22 

323  W.  Koenig, 

Grand  Island 

Brush.  John  H.  1 37 

1329  Medical  Arts,  Omaha 

Bucholz.  Donald 1 37 

3610  Dodge,  Omaha 
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Dist. 

Co. 

Name  Code 

Code 

Bunting.  L.  G.  

Hebron 

7 

50 

Bunting,  Richard 

622  Doctors  Bldg..  Omaha 

1 

37 

Burbridge,  Glen  E.  — - 
Nebraska  City 

2 

38 

Burney,  Dwight,  Jr. 

609  Doctors  Bldg.,  Omaha 

1 

37 

Burnham,  Arnold  G. 
524  Box  Butte  Ave., 
Alliance 

12 

4 

Burns,  B.  C.,  Sr.  

421  Farm  Credit  Bldg., 
Omaha 

1 

37 

Bums,  B.  C.,  Jr.  

407  So.  86th,  Omaha 

1 

37 

Bums,  Robert  I.  

135  E.  Parkway.  Columbus 

5 

42 

Burwell.  J.  R. 

Ogallala 

11 

21 

Butler.  Robert  E. 

Minden 

9 

5 

Cain.  Jerome  A.  

1550  So.  17th,  Lincoln 

2 

30 

Calkins,  Robert  C. 
Kimball 

12 

10 

Calvert.  John  H.  

Pierce 

4 

41 

Calvert.  Thomas  D.  - 
800  So.  13th,  Lincoln 

2 

30 

Cameron,  O.  J.  

1520  Med.  Arts.  Omaha 

1 

37 

Campbell.  Chas.  (Life) 

Wagners  Lake,  Columbus 

5 

42 

Campbell.  John  

Central  City 

5 

33 

Campbell,  John  F.  

702  W.  Koenig,  Gr.  Island 

9 

22 

Campbell.  I..ouis  S 

Sacramento.  Calif. 

1 

37 

Camnbell,  Stuart  D.  

3639  Ave.  B,  Scottsbluff 

12 

47 

Campbell.  W.  Allen  

1321  Sharp  Bldg..  Lincoln 

2 

30 

Carignan.  Chas.,  Jr.  

Ravenna 

9 

5 

Carlson.  C.  R.  

Waiineta 

10 

49 

Carlson.  James  

Verdigre 

. 4 

29 

Carlson,  Emery  W. 

Newman  Grove 

4 

32 

Camazzo.  S.  J.  

723  Barker  Bldg.,  Omaha 

1 

37 

Carp,  Oscar  

515  Med.  Arts,  Omaha 

. 1 

37 

Carr.  J.  W.  

Seward 

. 6 

48 

Carroll,  R.  P.  

Laurel 

4 

9 

Carson.  Jim  S. 

Osceola 

. 6 

43 

Carstens,  George  J.  

O’Neill 

. 8 

25 

Carter.  James  G.  

8601  W.  Dodge  Rd., 
Omaha 

. 1 

37 

Carveth.  W.  W. 

626  Shai-p  Bldg.,  Lincoln 

. 2 

30 

Cassel,  R.  L.  

Fairburv 

. 7 

27 

Ca«;sidv.  W.  A.  

234  Doctors  Bldg.,  Omaha 

1 

1 

37 

Catania.  Nancy  

820  Med.  Arts,  Omaha 

1 

37 

Chadek.  L.  J.  

West  Point 

. 4 

13 

Chaloupka,  M.  L. 

Callaway 

. 9 

5 

Chapp.  John  D.  

821  No.  13th.  Beatrice 

. 3 

20 

Chappell.  E.  R.  

Minden 

. 9 

5 

Charlt'^n.  G.  E.  (Life)  

Colorado  Springs.  Colo. 

. 4 

32 

Charlton.  George  P.  — 

418  N.  Hastings.  Hastings 

.10 

1 

Chase.  Robert  C.  

Ogallala 

.11 

21 

Cherry  L.  D.  

921  Stuart  Bldg.,  Lincoln 

2 

30 

Chick,  Nicholas  

112  No.  Dewey, 

North  Platte 

.11 

31 

Chleborad,  Wm.  J.  5 

1501  N.  Hancock,  Fremont 

16 

Christensen,  J.  B.  

1329  Med.  Arts,  Omaha 

. 1 

37 

Christlieb,  J.  M.  1 

7021  Bellevue  Blvd.,  Omaha 

37 

Clark,  W.  M.  1 

1113  Redick  Tower,  Omaha 

37 

Dist.  Co. 


Name  Code  Code 

Claussen.  Bruce  F,  11  31 

321  E.  “B’*  St., 

North  Platte 

Cleaver,  Edgar  M. 1 37 

6104*/4  Military,  Omaha 

Clemens.  Richard  P.  1 37 

2205  Military  Ave.,  Omaha 

Clothier  John  G.  2 30 

V.A.  Hospital,  Lincoln 

Clyne,  John  C.  2 30 

Plaza  Med.  Bldg., 

339  No.  Cotner,  Lincoln 

Cochran,  Robert  M.  1 37 

452  Aquila  Ct..  Omaha 

Coe.  C.  M.  4 9 

Wakefield 

Coe.  John  D.  1 37 

409  Doctors  Bldg.,  Omaha 

Cole,  Frank  2 30 

2430  Lake.  Lincoln 

Coleman.  F.  D. 2 30 

3050  Stratford,  Lincoln 

Colon,  V.  Franklin  7 45 

Friend 

Colglazier,  Ernest  11  21 

Grant 

Comine.  J,  J.  1 37 

412  Med  Arts.  Omaha 

Connolly,  E.  A.  1 37 

502  Med  Arts.  Omaha 

Connor.  P.  James 1 37 

628  Med.  Arts,  Omaha 

Connors,  E.  K.  1 37 

317  Doctors  Bldg.  Omaha 

ConweP.  George  D. 4 32 

509  Norfolk  Ave.,  Norfolk 

Cook.  Hull  12  10 

Sidney 

Cook,  Lyman  J.  (Life) 1 37 

1612  Med.  Arts,  Omaha 

Cooper,  George  11  31 

501  So.  Jeffers,  No.  Platte 

Core,  Edwin  R.  12  10 

Kimball 

Cornelius,  C.  J.  12  10 

Sidney 

Cotton.  Walter  T.  1 37 

834  Doctors  Bldg..  Omaha 

Courshon.  A.  J.  12  35 

Chadron 

Courtney.  J.  E.  1 37 

730  City  Natl.  Bank. 

Omaha 

C^vev.  George  W.  2 30 

2900  Jackson  Dr.,  Lincoln 

Cowan,  S.  D.  3 44 

Falls  City 

Cram,  Roy  S.  9 19 

Burwell 

Crawford.  Mark  E.  2 30 

939  Stuart  Bldg.,  Lincoln 

Crofoot  Michael  1 37 

542  Doctors  Bldg.,  Omaha 

Crottv  Richard  Q.  1 37 

634  Doctors  Bldg.,  Omaha 

Crum,  H.  V.  8 35 

Rnshville 

Cuka.  Dennis  J.  2 30 

1735  So.  29th,  Lincoln 

Currey.  John  R.  2 30 

1033  Stuart  Bldg..  Lincoln 

Curtis.  E.  E.  (Life)  4 2 

Neligh 

Curtiss.  Charles  P.  9 5 

7 W'.  31st,  Kearney 

Dahlheim,  Harold 4 32 

100  No.  13th.  Norfolk 

Dalton,  Kenneth  R. 5 * 

Genoa 

David.  .Tos<»nh.  Jr.  8 25 

1109  Norfolk  Ave.,  Norfolk 

Davies.  Dale  H.  5 16 

450  E.  23rd,  Fremont 

Davies,  L.  T.  2 30 

816  Sharp  Bldg.,  Lincoln 

Davis  Allan  1 37 

422  Doctors  Bldg.,  Omaha 
Davis.  Herbert  H.  (Life)  — 1 37 

Box  1411.  Peony  Park 
Station.  Omaha 

Davis.  Homer  (Life)  5 • 

Genoa 

Davis,  J.  Calvin  1 37 

425  Aquila  Ct.,  Omaha 

Davis,  J.  Calvin,  III  1 37 

325  Doctors  Bldg.,  Omaha 

Davis.  John  Byron 1 37 

734  Doctors  Bldg.,  Omaha 

Davis,  Neal  1 37 

416  So.  93rd,  Omaha 

Deakin,  Thos.  W.  8 25 

Valentine 


Dist.  Co. 


Name  Code  Code 

Dean,  Earl  J.  10  1 

708  Eastside  Blvd.,  Hastings 

Dean  G.  W.  2 30 

817  So.  27th,  Lincoln 

Decker,  R.  F.  (Life)  7 50 

Byron 

DeFlon,  Eric  G. 8 35 

Chadron 

DeLanney,  L.  A.  ((Life) 1 37 

Walnut  Creek,  Calif. 

DeMay,  G.  H.  9 22 

721  W.  7th,  Grand  Island 

DeMay.  Richard  F. 9 22 

721  W.  7th.  Grand  Island 

Dendinger,  Wm.  1 37 

402  Aquila  Ct.,  Omaha 

Denker,  John  C.  1 37 

Valley 

Deppen,  E.  N. 2 30 

1500  “P”  St.,  Lincoln 

Deubler,  Keith  F.  2 30 

Ft.  Riley,  Kansas 

Devers,  W,  I.  4 41 

Pierce 

DeVol,  Russell  A.  11  31 

Box  738,  North  Platte 

Dewey.  F.  G.  (Life)  4 9 

Coleridge 

Dewey.  John  L.  1 37 

104  So.  39th.  Omaha 

Deyke,  Vem  F.  5 42 

Box  568,  Columbus 

Dickerson,  William  1 37 

3610  Dodge,  Omaha 

Dickinson.  L.  E.,  Jr. 10  49 

114  E.  “C”  St.,  McCook 

Dietz,  Robert  J.  2 8 

Plattsmouth 

Dinsmore,  James  1 37 

209  So.  42nd,  Omaha 

Doering.  William 10  18 

Franklin 

Donahue,  Francis  D.  1 37 

1204  Med.  Arts,  Omaha 

Donaldson,  J.  H.,  Jr. 10  49 

602-604  Norris  Ave., 

McCook 

Donelan,  James  P. 1 37 

Guarantee  Mutual  Life 
Ins.,  Omaha 

Doolittle,  H.  H.  1 37 

2580  So.  90th,  Omaha 

Dorwart,  Clinton  B. 12  10 

Sidney 

Douglas,  R.  R.  5 33 

Clarks 

Dowell.  D.  A.  1 37 

816  Med.  Arts,  Omaha 

Drdla,  Theodore 1 37 

460  Aquila  Ct.,  Omaha 

Drozda,  Jos.  P. 1 37 

1315  Deer  Park  Rd., 

Omaha 

Dunlap,  James  1 37 

721  Medical  Arts,  Omaha 

Dunlap,  James  H.  4 32 

1112  Verges,  Norfolk 

Dunn,  D.  E.  1 37 

8053  Blondo  Plaza.  Omaha 

Dunn.  F.  Lowell 1 37 

847  Fairacres  Rd.,  Omaha 

Dutch.  Stephen  J.,  Jr.  ; 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Dworak.  Henry  L.  1 37 

503  Center  Bldg.  Omaha 

Dyer,  Jasper  L. 5 16 

North  Bend 

Eagle,  Frank  L.  1 37 

1620  Med.  Arts,  Omaha 

Easley,  John  H.  9 22 

220  Hedde  Bldg..  Gr.  Island 

Eaton,  Louise  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Eaton,  Merrill  T. 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Eaton.  William  B.  5 16 

204  lOOF  Bldg.,  Fremont 

Eberle,  Donald  11  21 

Ogallala 

Ebers,  Dale  W.  2 30 

800  So.  13th.  Lincoln 

Egan,  Richard  L.  1 37 

Creighton  Univ.  School 
of  Medicine.  Omaha 

Egan,  William  J. 1 37 

456  Aquila  Ct.,  Omaha 
Ehrlich.  Robert  W. 2 30 
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Nebraska  S.  M. 


Dist.  Co. 

Name  Code  Code 

Ekeler,  Louis  J.  6 7 

David  City 

Eklund,  H.  S. 6 43 

Osceola 

Elias,  H.  F.  3 20 

1200  So.  9th,  Beatrice 

Elston,  Harry  R.  1 37 

4930  So.  24th.  Omaha 
Elston,  James  H.  1 37 

1107  Med.  Arts,  Omaha 

Emerson,  C.  (Life)  2 30 

1909  So.  33rd,  Lincoln 

Endres,  G.  L.  - 1 37 

5823  Burdette  St.,  Omaha 

Engdahl,  Wallace  E. 1 37 

8613  No.  30th,  Omaha 
Epp,  M.  J.  2 30 

1108  Sharp  Bld^.,  Lincoln 

Eric.'jon,  L.  L. 4 13 

West  Point 

Ewing,  Eugene  4 32 

Madison 

Ewing,  John  D.  1 37 

1418  Med.  Arts,  Omaha 

Faier,  Robt.  G.  1 37 

1528  Med.  Arts,  Omaha 

Falloon,  Frank  7 27 

Fairbury 

Fangman,  Richard  J.  I 37 

5002  Dodge,  Omaha 

Famier.  Wm.  3 44 

Falls  City 

Farner,  B.  R.  4 32 

900  Norfolk  Ave.,  Norfolk 

Farner,  John  E. 8 25 

Valentine 

Farrell,  Chester  H.  1 37 

721  Med.  Arts.  Omaha 

Farrell.  Robert  F.  (TJfe) 1 37 

San  Francisco,  Calif. 

Fellman,  A.  C.  1 37  ‘ 

309  Doctors  Bldg.,  Omaha 

Fellows,  Chas.  E.  1 37 

Millard  Shop.  Center, 

Millard 

Fend,  Howard  5 12 

Schuyler 

Fenstermacher,  R.  C. 2 38 

Nebraska  City 

Ferciot,  C.  Fred 2 30 

1000  So.  13th,  Lincoln 

Fijan,  Kenneth  J.  2 30 

3145  “O’*  St.,  Lincoln 

Filip.  Alexander  J. 9 22 

704  W.  1st,  Grand  Island 

Filkins,  John  C.  1 37 

521  Doctors  Bid?..  Omaha 

Findley,  Palmer  (Life) 1 37 

3325  Fontenelle  Blvd., 

Omaha 

Finegan,  James  1 37 

415  Med.  Arts,  Omaha 

Finegan,  John  C.  9 15 

Lexington 

Finkner,  John  R. 10  1 

Minden 

Finlayson,  Alister  I.  1 37 

924  Med  Arts.  Omaha 

Finney,  Lawrence  2 30 

323  So.  14th,  Lincoln 

Fisher,  Eugene  1 37 

9006  Ohio,  Omaha 

Fitch,  Donald  Max  1 37 

U.  of  N..  College 
of  Medicine,  Omaha 

Fitzgerald.  Thomas  D.  12  4 

202  W.  3rd.  Alliance 

Fitzgibbons,  Robert  J. 1 37 

1412  Med.  Arts,  Omaha 

Fitzmaurice,  Francis 1 37 

2820  So.  32nd  Ave., 

Omaha 

Fitzpatrick,  John  E.  1 37 

1429  Med.  Arts,  Omaha 

Flansburg,  H.  E.  2 30 

1103  Sharp  Bldg.,  Lincoln 

Fleishman.  Max  1 37 

260  Aqui’a  Ct..  Omaha 

Fleming.  Edward  F.  1 37 

3650  Burt  St.,  Omaha 

Floyd,  John  L.  12  47 

St.  Mary  Hosp.,  Scottsbluff 

Foley,  John  F.  - 1 37 

Univ.  Hosp.,  Omaha 

Foote.  C.  M.  10  1 

422  No.  Hastings  Ave., 

Hastings 

Foote,  D.  B.  10  1 

422  No.  Hastings  Ave., 

Hastings 

Foote.  E.  C.  (Life)  10  1 

422  No.  Ha.stings  Ave., 

Hastings 


Dist.  Co. 


Name  Code  Code 

Formanack,  C.  J.  2 38 

Syracuse 

Forney,  L.  W.  7 45 

Crete 

Forster,  Karl  M.  10  1 

Soldiers  & Sailors  Home, 

Grand  Island 

Foster,  Miles  E.,  Jr.  1 37 

Sycamore  Farm,  Waterloo 

Fox,  Robert  J.  9 19 

Spalding 

Francis,  Gordon  D.  10  49 

Arapahoe 

Francis,  Marvin  B.  1 37 

Bellevue 

Frank,  Carl  L.  12  47 

1624  Ave.  “A,’*  Scottsbluff 

Frank,  Muriel  N.  1 37 

Methodist  Hosp.,  Omaha 

Frans,  James  R.  6 48 

Milford 

Frazer,  M.  D. 2 30 

Bryan  Memorial  Hosp., 

Lincoln 

Freed.  Albert  E.  1 37 

8019  Dodge.  Omaha 

French,  Ivan  M.  6 46 

Wahoo 

Frerichs,  C.  T.  3 20 

114  So.  6th,  Beatrice 

Friesen  Harold  F.  6 52 

Henderson 

Fritsch,  John  H.  2 30 

3145  **0”  St.,  Lincoln 

Frost.  Dwight  W.  1 37 

4102  Woolworth,  Omaha 

Fuenning,  S.  I.  2 30 

Student  Health  Center, 

U.  of  N..  Lincoln 

Gardiner,  J.  F.  1 37 

628  Med.  Arts,  Omaha 

Gardner,  Joseph  H.  12  4 

202  W.  3rd,  Alliance 

Garlinghouse.  R.  E.  2 30 

140  So.  27th,  Lincoln 

Garlinghouse,  R.  O.  2 30 

921  Stuart  Bldg.,  Lincoln 

Gartner.  Lee  D.  2 30 

903  Sharp  Bldg.,  Lincoln 

Gately,  H.  S. 2 38 

Syracuse 

Gatewood,  John  W. 1 37 

326  Med.  Arts,  Omaha 

Gathman,  Leroy  T 4 9 

10052  Corby  St.,  Omaha 

Gedgoud.  John  L.  1 37 

3925  Dewey,  Omaha 

Geer,  Robert  R.  9 22 

105  N.  Eddy,  Gr.  Island 

Gentry,  Harold,  Jr.  12  47 

1720  10th.  Gering 

Gentry,  Richard  D. 3 44 

Falls  City 

Gentry,  W.  Max  12  47 

1720  10th,  Gering 

Gentry,  William  J.  12  47 

1720  10th.  Gering 

George.  John  H.  1 37 

320  Doctors  Bldg.,  Omaha 

Getscher,  Phillip  E.  2 30 

306  Sharp  Bldg.,  Lincoln 

Getty,  Robert  F. 11  31 

501  So.  Jeffers, 

North  Platte 

Gibbs,  Gordon  1 37 

U.  of  N.  College  of 
Med..  Omaha 

Gibson,  L.  V.  2 30 

915  Terminal  Bidg.,  Lincoln 

Giffen,  Horace  K. 1 37 

6025  Ogden,  Omaha 

Gifford.  Harold.  Jr.  1 37 

1620  Med.  Arts.  Omaha 

Gilbert,  Louis  W.  2 30 

903  Sharp  Bldg.,  Lincoln 

Giles,  Wm.  F.  1 37 

915  Med.  Arts,  Omaha 

Gilg,  A.  Dean 9 15 

Bassett 

Gillespie.  Patrick  C. 3 20 

1110  No.  10th,  Beatrice 

Gillespie,  Robert  W.  2 30 

500  So.  17th  St.,  Lincoln 

Gillies.  R.  O.,  Jr.  1 37 

631  Med.  Ai^,  Omaha 

Gilligan,  J.  P.  2 38 

Nebraska  City 

Gillispie,  James  3 44 

Falls  City 

Gilloon,  Allan  G.  9 22 

1802  N.  Cleburn, 

Grand  Island 

Gleeson.  John  J.  (Life) 1 37 

2307  So.  33rd,  Omaha 


Dist.  Co. 

Name  Code  Code 

Glenn,  Elmer  E.  10  1 

620  N.  Denver  Ave., 

Ha.stings 

Glenn,  William  V. 3 44 

Falls  City 

Glow.  Donald  Thomas 1 37 

3925  Dewey,  Omaha 

Goehring,  Walter  5 51 

Blair 

Goetowski,  Paul  2 30 

1000  So.  13th  Lincoln 

Gogela,  Louis  J.  2 30 

1318  Sharp  Bldg.,  Lincoln 

Goodrich,  Guy  W.  l 37 

1107  So.  79th,  Omaha 

Gordon,  J.  L. g 26 

Valentine 

Gorthey,  Russell  L.  2 30 

140  So.  27th,  Lincoln 

Gouldman,  Carl  ..10  1 

Box  240,  Hastings 
(Ingleside) 

Grace.  Leslie  I.  6 61 

Blair 

Graham,  Hamlin  2 30 

1000  So.  13th,  Lincoln 

Graham,  W.  W. 4 2 

Elgin 

Graham,  William  E.  1 37 

8721  Shamrock  Rd.,  Omaha 

Grant,  Robert  S.  2 30 

Medical  Village,  48th 
& “A,*’  St.,  Lincoln 

Graupner.  G.  W.  9 22 

217'^  No.  Pine,  Gr.  Island 

Graves.  Harris  B. 1 37 

434  Doctors  Bldg.,  Omaha 

Gray,  Richard  W.  2 30 

State  Hosp.,  Lincoln 

Green,  Carl  R.  4 29 

Creighton 

Greenberg,  A.  1 37 

320  Med.  Arts,  Omaha 

Greenberg,  Ben  6 52 

York 

Greenberg.  M.  M.  1 37 

1421  Dodge,  Omaha 

Greenberg.  Richard  S. 1 37 

1421  Dodge,  Omaha 

Greene.  Arthur  M.  1 37 

501  Doctors  Bldg..  Omaha 

Greene.  Earl  G.,  Jr.  1 37 

3703  Mormon,  Omaha 

Gridley.  L.  J.  12  47 

214-16  W.  27th,  Scottsbluff 

Grier.  John  J.  1 37 

1107  Med  Arts,  Omaha 

Grier,  M.  E.  1 37 

828  Med.  Arts,  Omaha 

Grier,  Thomas  1 37 

828  Med.  Arts,  Omaha 

Griffin,  Wm.  T.  2 30 

1405  Sharp  Bldg.,  Lincoln 

Griot,  A.  J.  (Life)  8 35 

Chadron 

Grissom.  Robert  L. 1 37 

U.  of  N.  College 

of  Medicine,  Omaha 

Gross,  Charles  G.  10  49 

Cambridge 

Gross,  Joseph  F.  1 37 

1307  Med.  Arts,  Omaha 

Guildner,  C.  Wayne 10  1 

131  N.  Hastings  Ave., 

Hastings 

Gunderson,  Shaun  1 37 

Goshen,  Indiana 

Gurnett,  Thomas  J.  1 37 

527  Med.  Arts,  Omaha 
Gutch.  C.  F.  3 20 

V. A.  Hospital,  Lincoln 

Hach'ya.  Keay  2 30 

3910  Stockwell,  Lincoln 

Haller,  Michael 1 37 

4105  Harrison 

Hamilton,  Frank  T.  (Life).  7 45 

Friend 

Hamsa,  W.  R.  1 37 

609  Doctors  Bldg.,  Omaha 

Hanigan,  J.  J.  2 30 

1700  So.  24th,  Lincoln 

Hanisch.  E.  C.  9 26 

St.  Paul 

Hanisch.  Louis  E.  1 37 

739  Doctors  Bldg.,  Omaha 

Hanisch,  Richard  - 9 26 

St.  Paul 

Hanisch,  Robt.  W. 9 26 

St.  Paul 
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Dist.  Co. 


Name  Code  Code 

Hankins,  Chas.  R.  1 37 

823  Doctors  Bide.,  Omaha 

Hanna,  Joe  T.  12  47 

1926  Ave  "A,”  Scottsbluff 

Hansen.  Clifford  H. 1 37 

209  Doctors  Bide.,  Omaha 

Hansen,  H.  C.  (Life)  9 6 

2206  12th  Ave.,  Kearney 

Hansen,  Hodson  A. 2 30 

140  So.  27th,  Lincoln 

Hansen,  John  E.  6 46 

Wahoo 

Hansen.  Warren  D.  4 13 

Norfolk  State  Hosp., 

Norfolk 

Harb,  Fred  9 22 

Cairo 

Hardy,  C.  C.  (Life)  1 37 

Willouehby,  Ohio 

Harley.  Wilbur  J.  1 37 

Westfield.  New  Jersey 

Harris,  Jack  T.  10  49 

Stratton 

Harry.  R.  E. 6 62 

York 

Hartiean.  John  D.  1 37 

527  Med.  Arts.  Omaha 

Hartmann.  Clarence  M. 1 37 

6025  Ogden,  Omaha 

Hartsaw.  John  E.  11  10 

Chappell 

Harvey.  Alexander  T. 5 16 

219.5  No.  Broad.  Fremont 

Harvey.  Andrew  (Life)  5 16 

631  N.  Main.  Fremont 

Harvey,  E.  A.  (Life)  11  21 

New  Plymouth.  Idaho 

Harvey.  Harold  E.  2 30 

14C  So.  27th.  Lincoln 

Harvey.  Harry  E.  2 30 

140  So.  27th,  Lincoln 

Harvey.  W.  C..  Jr. 12  47 

1955  10th,  Gering 

Harvev.  W.  C . Sr. 12  47 

1955  10th,  Gering 

Haskins.  J.  R.  9 15 

Lexington 

Ha-1.  Robert  F.  1 37 

802  Med.  Arts.  Omaha 

Haslam.  George  A.  5 16 

625  N.  Main.  Fremont 

Haslam.  George  J. 1 37 

618  Doctors  Bldg.,  Omaha 

Hasty.  Robert  C.  2 30 

V.A.  Hospital.  Lincoln 

Hathaway,  Frederick  2 30 

1001  "O"  St.,  Lincoln 

Hatch.  Francis  12  47 

St.  Marys  Hospital, 

Scottsbluff 

Hawkins,  Robert  E. 1 37 

211  Med.  Arts,  Omaha 

Havhurst,  J.  D.  12  47 

218  W.  27th,  Scottsbluff 

Heaney,  Robert  1 37 

Creighton  TJniv.,  Omaha 

Heffron,  John  F. 1 37 

2580  So.  90th  St.,  Omaha 

Heider,  Charles  F..  Jr. 11  31 

501  S.  Jeffers,  No.  Platte 

He'der.  Charles  F..  Sr. 11  31 

501  S.  Jeffers,  No.  Platte 

Heidrick,  Paul  J.  2 30 

739  Stuart  Bldg.,  Lincoln 

Heim.  Harlan  S.  3 44 

Humboldt 

Heine,  Clinton  D.  5 42 

13th  St.  & 31st  Ave., 

Columbus 

Heinke.  John  P. 12  47 

1723  Ave.  "A.”  Scottsbluff 

Heins,  Robert  L.  3 44 

Falls  City 

Heiser,  E.  N.  5 42 

Box  568,  Columbus 

Henderson,  Harry  C.  1 37 

105  So.  49th.  Omaha 

Henn.  Mary  J.  1 37 

U.  of  N.  College  of 
Medicine.  Omaha 

Hepperlen  H.  M.  3 20 

206  Steinmeyer  Bldg., 

Beatrice 

Herhan,  Frank  T.  12  47 

2122  Broadway,  Scottsbluff 

Herpolshelmer,  Robert  W. 6 48 

Seward 

Herrick.  Howard  D.  1 37 

Auburn,  Calif. 

Hervert.  J.  Wm.  2 30 

3145  "O”  St..  Lincoln 

Hession.  John  F.  1 37 

2602  J St.,  Omaha 


Dist.  Co. 

Name  Code  Code 

Heumann,  J.  M.  F.  (Life) 1 37 

61 1C  Military  Ave.,  Omaha 

Heusel,  Wm.  G.  5 16 

Hooper 

Heywood,  Leo  T. 1 37 

828  Med.  Arts,  Omaha 

Hickey,  C.  W.  (Life)  1 37 

Bennington 

Hieb,  Wilbert  E.  6 52 

Henderson 

Hill.  F.  C.  1 37 

636  Med.  Arts,  Omaha 

Hill.  W.  H.  6 16 

1737  E.  Military,  Fremont 

Hill.  W.  Ray 6 48 

Seward 

Hillyer,  R.  A.  2 30 

135  So.  14th,  Lincoln 

Hilt-'n,  Hiram  D.  2 30 

1405  Sharp  Bldg. 

Lincoln 

Hineman.  M.  W.  8 35 

V.A.  Hosp.,  Lincoln 

Hinrichs,  E.  J.  6 46 

Wahoo 

Hoag'and.  Robert  A.  12  47 

Mitchell 

Hobbs,  E.  T. 2 30 

6500  Holdrege,  Lincoln 

Hodgson,  Paul  E.  1 37 

University  Hosp.,  Omaha 

Hoevet,  L.  H.  8 35 

Chadron 

Hoff.  R.  Paul 6 48 

Seward 

Hoffman.  Kenneth  C.  1 37 

Immanuel  Hospital,  Omaha 

Hoffmeister,  Geo.  (Life) 10  49 

Imperial 

Hoffmeister,  Geo.  F.  10  1 

418  N.  Hastings,  Hastings 

Hohlen,  K.  S.  J.  2 30 

2961  Sheridan,  Lincoln 

Holcomb.  Gerald  R.  10  1 

1018  N.  Burlington, 

Hastings 

Holcombe.  Robt.  C. 1 37 

3610  Dodge,  Omaha 

Holden.  W.  J. 1 37 

316  Med.  Arts,  Omaha 

Holmes,  Lee  C.  5 33 

Central  City 

Holmes,  William  E.  12  47 

1926  Ave.  "A,”  Scottsbluff 

Hood.  L.  Thomas  1 37 

209  So.  42nd,  Omaha 

Hoody,  Steve 1 37 

4801  Center,  Omaha 

Hook.  R.  L. 8 35 

Rushville 

Horn.  Harold  R.  2 30 

3145  “O”  St..  Lincoln 

Horwich.  Joseph  M.  1 37 

717  Kilpatrick  Bldg., 

Omaha 

Hotz.  Harley  1 37 

1013  Redick  Tower, 

Omaha 

House.  Robert 9 22 

Box  662,  Grand  Island 

Howard,  C.  D. 5 51 

Blair 

Howard.  M.  D.  1 37 

802  Med.  Arts,  Omaha 

Howe,  Robert  L.  7 36 

Nelson 

Howell.  W.  L. 12  4 

Hyannis 

Hoyt.  Melvin  S.  11  31 

20  So.  Carr.  North  Platte 

Hranac,  Chas.  E. 9 15 

Cozad 

Hmicek,  Leo  A. 12  47 

Bayard 

Hruby,  Allan  J.  1 37 

3169  Leavenworth,  Omaha 

Hubbard.  Theodore  F. 1 37 

1005  Meadow  Rd.,  Omaha 

Hughes.  D.  O. 7 27 

Fairburv 

Hughes.  Leo  V.  1 37 

3610  Dodge.  Omaha 

Hughes.  W.  T. 1 37 

Gretna 

Hull.  Wayne  M.  (Life) 1 37 

St.  Petersburg.  Fla. 

Hummel.  R.  O.  (Life) 2 30 

2435  Bradfield  Dr.. 

Lincoln 

Hungerford,  Wm.  E.  1 37 

i904  Spencer,  Omaha 

Hunt,  Howard  B.  1 37 

Methodist  Hosp.,  Omaha 


Dist.  Co. 


Name  Code  Code 

Hyde.  John  R. 1 37 

540  Center  Bldg.,  Omaha 

Imes,  Loren  E. 9 22 

820  W.  Division.  Gr.  Island 

Ingham,  Chas.  G.  4 32 

Box  902,  Norfolk 

Inslee,  Donald  O. 9 16 

Gothenburg 

Irvin,  I.  W.  (Life)  3 34 

Auburn 

Iwerson,  Frank  J.  1 37 

1307  Med.  Arts.  Omaha 

Jackson.  Donald  R. 1 37 

8601  W.  Dodge  Rd.,  Omaha 

Jakeman,  H.  A.  5 16 

2195  N.  Broad.  Fremont 

James.  Lawrence  R. 1 37 

728  Doctors  Bldg.,  Omaha 

Jardon,  Oscar  9 19 

Loup  City 

Jaros,  S.  H.  1 37 

104  So.  39th,  Omaha 

Jarvis,  W.  J.  2 30 

3145  ‘'O”  St.,  Lincoln 

Jenkins,  Harry  1 37 

113  Redick  Tower,  Omaha 

Jensen,  W.  P. 1 37 

1420  Med.  Arts,  Omaha 

Jensen,  Wm.  1 37 

9006  Ohio,  Omaha 

Jemstrom,  Roger 1 37 


Omaha 

Jester,  Royal  F.,  Sr.  (Life).  9 5 

814  W.  23rd,  Kearney 


Jester,  Royal  F..  Jr 9 5 

214  W.  25th,  Kearney 

John,  George  L. 4 9 

Wayne 

Johnson.  Geo.  N.  1 37 

3569  Leavenworth,  Omaha 

Johnson,  Gordon  F. 1 37 

728  Doctors  Bldg.,  Omaha 

Johnson.  Gordon  O. - 7 27 

Fairbury 

Johnson.  H.  F. 1 37 

209  So.  42nd,  Omaha 

Johnson.  J.  A.  1 37 

602  Omaha  Loan  & Bldg., 

Omaha 

Johnson,  L.  Palmer 2 30 

140  So.  27th  Lincoln 

Johnson,  O.  D. 9 5 

103  W.  22nd,  Kearney 

Johnson,  Richard  D. 9 5 

103  W.  22nd,  Kearney 

Johnson,  Richard  N.  1 37 

3932  So.  24th,  Omaha 

Johnson,  Wilbur  8 25 

Valentine 

Johnson.  Wm.  H.  1 37 

3724  No.  30th,  Omaha 

Johnston.  R.  S. 9 5 

3 W.  27th,  Kearney 

Johnston.  Raymond  F.  9 5 

3 W.  27th.  Kearney 

JoBy-Fritz.  Roletta  10  1 

Greensboro,  No.  Carolina 

Jones  Donald  W.  10  1 

Holdrege 

Jones,  John  R. 1 37 

U of  N Hosp.,  Omaha 

Jones,  R.  Lester 1 37 

105  So.  49th.  Omaha 

Jones.  R.  T.  (Life)  10  49 

217(4  Norris  Ave.,  McCook 

Jones,  Robert  Dale 1 37 

105  So.  49th,  Omaha 

Jones.  Robert  K.  2 30 

48th  and  “A”  St.,  Lincoln 

Joyer,  Robert  M.  1 37 

432  So.  39th,  Omaha 

Judd,  J.  H.  1 37 

234  Doctors  Bldg.,  Omaha 

Jurgensen,  William  W. 1 37 

9304  Leavenworth,  Omaha 

Kadavy.  G.  J.  (Life)  1 37 

2703  So.  16th,  Omaha 

Kadel,  M.  A. 10  1 

State  Hospital,  Ingle- 
side,  Hastings 

Kalin.  John  A.  1 37 

1909  No.  81st,  Omaha 

Kamm,  Frank 10  1 

Blue  Hill 

Kammandel,  Henry  1 37 

415  Doctors  Bldg.,  Omaha 

Kamprath.  Coll  Q.  6 48 

Tegucigalpa,  Honduras 

Kamprath.  Wilmar  M.  6 48 

Tegucigalpa,  Honduras 
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Dist.  Co. 

Name  Code  Code 

Karrer,  F.  M.  10  49 

310  W.  7th,  McCook 

Karrer  F.  W.  (Life)  6 62 

York 

Karrer,  F.  Wm.  1 37 

8601  W.  Dodge  Rd., 

Omaha 

Karrer,  R.  W. 12  47 

1810  1st  Ave.,  Scottsbiuff 

Karrer,  Robt.  E.  6 62 

York 

Kaufmann,  Jack  E.  6 7 

David  City 

Keegan.  J.  Jay  (Life)  1 37 

669  No.  67th,  Omaha 

Kelley.  J.  Whitney 1 37 

1513  Med.  Arts,  Omaha 

Kelley,  Robert  C.  4 13 

Beemer 

Kelley,  Wm.  E. 1 37 

1319  Med.  Arts,  Omaha 

Kelly,  Gerard  1 37 

816  Med.  Arts,  Omaha 

Kelly.  James  F.,  Jr, 1 37 

816  Med.  Arts,  Omaha 

Kelly.  James  F.  ,Sr.  1 37 

816  Med.  Arts.  Omaha 

Kelly,  Lawrence  J.  12  47 

San  Francisco,  Calif. 

Kemp,  Daniel  1 37 

2218  “L”  St.,  Omaha 

Kemp.  Wm.  T.  1 37 

3001  No.  16th,  Omaha 

Kennedy,  J.  F.  12  4 

916  W.  10th,  Alliance 

Kennedy,  John  C. 1 37 

1520  Med.  Arts,  Omaha 

Kenner.  W.  C.  2 38 

Nebraska  City 

Kenney,  Emmet  M.  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Kenney,  Kenneth  J.  7 27 

Fairbury 

Keown,  J.  T.,  Jr.  4 9 

Pender 

Kilgore,  W.  S.  6 52 

York 

Kimball,  Kenneth  F. 9 6 

9 W.  31st,  Kearney 

Kingsley,  D.  W,,  Sr. 10  1 

105  Foote  Bldg.,  Hastings 

Kingsley,  D.  W.,  Jr.  10  1 

422  N.  Hastings.  Hastings 

Kirk.  E.  J. 1 37 

434  Aquila  Ct.,  Omaha 

Klaas,  R.  E. 4 32 

13th  & Nebraska.  Norfolk 

Klabenes,  Frank  J.  1 37 

234  Doctors  Bldg.,  Omaha 

Kleager,  Clyde  L.  10  1 

620  N.  Denver,  Hastings 

Kleinschmidt.  G.  W.  2 30 

Box  271,  Lincoln  State 
Hosp.,  Lincoln 

Knosp,  Glen  D.  2 9 

Elmwood 

Koefoot,  R.  B. 9 14 

Broken  Bow 

Koefoot,  Robert  R.  9 22 

706  W.  1st,  Grand  Island 

Koefoot.  Theo..  Jr.  9 14 

Broken  Bow 

Kohtz,  R.  H.  4 29 

Bloomfield 

Kopp,  Robert  E.  4 41 

Plainview 

Kostal,  O.  A.  10  1 

Box  174.  Hastings 

Koszewski.  Bohdan  J. 1 37 

2602  J St.,  Omaha 

Kovar,  Wm.  R. 1 37 

3610  Dodge,  Omaha 

Kovarik,  James  R.  1 37 

3568  Dodge,  Omaha 

Kratochvil.  Bernard  1 37 

1307  Med.  Arts,  Omaha 

Kreitler,  Frank  7 45 

Torrance,  Calif. 

Kreymborg,  O.  C.  11  31 

Box  669,  North  Platte 

Krickbaum,  John  3 34 

Auburn 

Krieg,  Jacob  12  47 

2122  Broadway,  Scottsbiuff 

Kroupa.  W.  E.  1 37 

3568  Dodge,  Omaha 

Krush,  Thaddeus  P.  1 37 

Nebr.  Psychiatric  Inst., 

U.  of  N.,  Omaha 

Kuehn.  Gerald  A.  10  1 

418  N.  Hastings,  Hastings 
KuJesh,  Morton  H.  1 37 


530  Loveland  Dr.,  Omaha 


Dist. 

Co. 

Name 

Code 

Code 

Kuncl.  Joseoh  (Tiifel  12 

1012  Laramie  Ave.,  Alliance 

4 

Kunkel,  L.  N. 

Weeping  Water 

. 2 

8 

Kuper.  Herbert  D.  . 

2611  15th,  Columbus 

. 6 

42 

Kuxhausen.  D.  L. 

McCook  Clinic.  McCook 

.10 

49 

Ladwig.  Harold  A. 

302  City  NaO.  Bank, 
Omaha 

. 1 

37 

Lamnhere.  Richard 
Casper,  Wyo. 

. 9 

15 

Landers.  Allan  C. 

Box  630,  Scottsbiuff 

.12 

47 

Landgraf,  Charles  W..  Jr,_. 
605  N.  Denver,  Hastings 

.10 

' 1 

Lane,  L.  Dean  

211  W.  33rd.  Kearney 

. 9 

5 

Lanedon.  Edward 

823  Doctors  Bldg.,  Omaha 

. 1 

37 

Lanedon.  Frederick  .1 
3610  Dodge,  Omaha 

. 1 

37 

Langdon.  Robert. 

3568  Dodge,  Omaha 

1 

37 

Lansna.  EuB-ene  E. 
4801  Center,  Omaha 

1 

37 

Larson.  Arthur 

701  Doctors  Bldg.,  Omaha 

. 1 

37 

Larson.  D.  Ti. 

719  S.  Dewey,  No.  Platte 

.11 

10 

Larson.  Donald  ,T. 
Aurora 

. 2 

30 

Larson.  George 

1301  Sharp  Bldg.,  Lincoln 

. 2 

30 

Larson.  Sherwood  Ti. 
Crete 

. 7 

45 

Latenser.  .John  F. 

809  Doctors  Bldg.,  Omaha 

. 1 

37 

Lathron.  M.  E. 
Wahoo 

6 

46 

Latta,  C.  Rex  _ 

710  Doctors  Bldg.,  Omaha 

1 

37 

Lau,  Glen  F.  . 

735  So.  56th,  Lincoln 

2 

30 

Leahy,  James  J. 

3610  Dodge,  Omaha 

1 

37 

Lear,  William  J. 

900  Norfolk  Ave.,  Norfolk 

4 

32 

Lee,  Leonard  R.  _ _ _ _ 

307  So.  16th,  Lincoln 

2 

30 

Lee,  Leroy  W.  _ _ 

800  Doctors  Bldg.,  Omaha 

1 

37 

Lehnhoff,  Henry  J. 

720  Doctors  Bldg.,  Omaha 

1 

37 

Leininger,  E.  F, 

114  W.  “C”  St.,  McCook 

10 

49 

Lemke,  Theodore  J.  _ - - 

1464  28th  Ave.,  Columbus 

6 

42 

Lemon,  Henry  M.  

U.  of  N.  Hosp.,  Omaha 

1 

37 

Lempka,  Arnold  W. 

502  Med.  Arts,  Omaha 

1 

37 

Lennox,  Geo.  B.  (Life) 

2527  Patrick,  Omaha 

1 

37 

Levin,  Hugh  S.  - 

Creighton  Univ.,  Omaha 

1 

37 

Lewis,  George  E.  _ 

723  Sharp  Bldg.,  Lincoln 

2 

30 

Lewis,  L.  G.  H.  _ 

1033  Stuart  Bldg.,  Lincoln 

2 

30 

Lewis,  Raymond  G. 
5015  Dodge,  Omaha 

1 

37 

LeWorthy,  G.  W. 

3145  “0”  St.,  Lincoln 

2 

30 

Lipp,  Frank  E.  (Life)  

5812  Pierce,  Omaha 

1 

37 

Lodge,  James  L. 

3145  “O”  St.,  Lincoln 

2 

30 

Loeffel,  E.  J.  - 

Mitchell 

12 

47 

Lombardo.  Anthony  J. 
3929  Harney,  Omaha 

1 

37 

Long,  James  S.  _ _ 

Alma 

10 

24 

Long,  Robert  S. _ - 

8721  Shamrock  Rd..  Omaha 

1 

87 

Long.  Wm.  B.  - - 

Lexington 

9 

15 

Longacre,  0.  E.  (Life) 

Soldiers  & Sailors  Home, 
Grand  Island 

6 

7 

Longo,  Charles  A. 

Bellevue 

1 

37 

Longo,  Joseph  A. 

710  Kilpatrick  Bldg., 
Omaha 

1 

37 

Look,  Charles  E.  - 

3610  Dodge,  Omaha 

1 

37 

Loomis,  George  W.  

720  Doctors  Bldg.,  Omaha 

1 

37  t 

Lorinez,  Albert  B.  

Creighton  Clinic,  Omaha 

1 

37 

Ji 

Dist.  Co. 

Name  Code  Code 

Ix»udon,  John  R.  2 30 

1110  Sharp  Bldg.,  Lincoln 

I>oveland.  Grace 2 30 

909  Sharp  Bldg.,  Lincoln 

Lovgren,  R.  E.  1 37 

719  Doctors  Bldg.,  Omaha 

Luby,  Robert  J, 1 37 

828  Med.  Arts,  Omaha 

Lucas.  Jos.  F. 1 37 

816  W.O.W.  Bldg.,  Omaha 

Lucas,  Thomas  9 14 

Broken  Bow 

Luce,  Roscoe  P.  7 27 

Fairbury 

Luikart.  Ralph  H.  1 37 

708  Med.  Arts,  Omaha 

Lukens.  Isaiah  5 € 

Tekamah 

Lunde,  F.  .10  1 

Box  238.  Hastings 
(Ingleside) 

Lutton,  J.  D.  4 9 

Laurel 

Lyman,  Edwin  D. 1 37 

1201  So.  42nd,  Omaha 

Lynn,  Vincent  S. 7 17 

Geneva 

Mabie,  James  E.  8 25 

Bassett 

MacQuiddy,  E.  L..  Jr. 1 37 

478  Aquila  Ct.,  Omaha 

Madsen,  C.  C.  1 37 

6104Vi  Military,  Omaha 

Maggiore,  Carl  H.  9 22 

702  W.  1st,  Grand  Island 

Magid.  Bernard  1 37 

201  Doctors  Bldg.,  Omaha 

Magiera,  Stephen  L.  1 37 

209  Doctors  Bldg.,  Omaha 

Magill,  Van 10  49 

Curtis 

Magruder,  Thomas  G. - 1 37 

1512  So.  60th,  Omaha 

Mailliard,  A.  E.  4 41 

Osmond 

Mailliard,  James  A.  1 37 

527  Med.  Arts,  Omaha 

Malashock,  Edward  M. 1 37 

800  Doctors  Bldg.,  Omaha 

Maly,  James  C.  6 • 

Fullerton 

Maness,  E.  Stewart 2 30 

1006  Sharp  Bldg.,  Lincoln 

Mangimelli,  Samuel  T. 1 37 

723  Barker  Bldg.,  Omaha 

Margolin,  J.  Milton  1 37 

902  M^.  Arts,  Omaha 

Margolin,  Morris  (Life) 1 37 

902  M^.  Arts,  Omaha 

Markley,  M.  E. 9 i9 

North  Loup 

Marples,  Donald  R.  11  21 

Grant  , 

Marsh.  P.  Wayne 1 37 

Creighton  Uni.,  Omaha 

Martin,  Benjamin  O.  12  36 

Crawford 

Martin,  Francis  4 32 

1103  Madison,  Norfolk 

Martin,  Paul  J.  1 37 

826  Med.  Arts,  Omaha 

Martin,  Paul  R. 9 19 

Ord 

Marx,  Louis  E.  2 30 

901  Fed.  Sec.  Bldg.,  Lincoln 

Marx.  Paul  D.  2 30 

901  Fed.  Sec.  Bldg., 

Lincoln 

Mason,  C.  T.  7 36 

Superior 

Mason,  Roger  D.  10  49 

305  E.  1st,  McCook 

Mastin,  Robert  L.  10  1 

Route  2,  Hastings 

Mathews.  M.  D.  9 26 

St.  Paul 

Mathews,  M.  Jack  2 30 

307  So.  16th,  Lincoln 

Matson.  Guy  M.  2 30 

2737  No.  49th.  Lincoln 

Matson,  Roy  M.  4 9 

Wayne 

Matthews,  Donald 2 30 

140  So.  27th,  Lincoln 

Mauer,  R.  T.  1 37 

1520  Med.  Arts,  Omaha 

Maxwell,  Paul  J.  2 30 

800  So.  13th,  Lincoln 

Maynard.  James  H. 1 37 

2505  No.  50th,  Omaha 
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Dist.  Co. 


Name  Code  Code 

McArdle.  G.  Prentiss 1 37 

1215  Med.  Arts.  Omaha 

MeAWn.  J.  S.  1 37 

Lutheran  Hosp.,  Omaha 

McCammond,  John  M. 9 5 

11  W.  31st,  Kearney 

McCarthy,  Harry  H.  1 37 

326  Med.  Arts,  Omaha 

McCarthy,  John  O.  1 37 

401  Center  Bldg.,  Omaha 

McCarthy,  Joseph  D.  1 37 

1036  Med.  Arts.  Omaha 

McCarthy,  T.  F.  (Life) 2 30 

No.  5 TTieatre  Bldg., 

Lincoln 

McCaslin.  Joseph  1 37 

6016  Ames  Ave.,  Omaha 

McClanahan.  Frank  C. 4 2 

Neligh 

McCleery.  D.  P.  3 20 

108  So.  6th.  Beatrice 

McCleneghen.  Sam  (Life) 1 37 

Rt.  1.  Valley 

McConahay,  Harold  10  40 

Holdrege 

McCormick.  Keith  M.  1 37 

3610  Dodge,  Omaha 

McCrann,  W.  J.  (Life) 1 37 

301  Courtney  Bldg.,  Omaha 

McDaniel,  V.  S.  10  1 

Box  148,  Hastings 
(Ingleside) 

McDermott.  Arnold  1 37 

712  Medical  Arts.,  Omaha 

McDermott,  K.  F. 9 22 

1704  W.  2nd,  Gr.  Island 

McDonald.  Raymond 1 37 

617  Med.  Arts.  Omaha 

McFadden,  Ham-  W. 1 37 

701  Doctors  Bldg.,  Omaha 

McGee,  Dean  9 15 

Lexington 

McGee.  Harry  E.  (Life)  — 1 37 

515  So.  52nd.  Omaha 

McGinnis.  Kenneth  T.  2 30 

3145  “O”  St.,  Lincoln 

McGoogan.  Leon  S.  1 37 

3568  Dodge,  Omaha 

McGrath.  Chas.  D.  9 22 

1704  W.  2nd,  Gr.  Island 

McGrath,  W.  D. 9 22 

1704  W.  2nd.  Gr.  Island 

McGrath.  William  M.  9 22 

1st  Natl.  Bank,  Gr.  Island 

McGreer.  John  T.  2 30 

924  Sharp  Bldg..  Lincoln 

McGrew,  K.  C.  10  24 

Orleans 

Mclntire,  Matilda  S. 1 37 

602  So.  44th.  Omaha 

Mclntire,  Robt.  10  1 

612  W.  6th.  Hastings 

Mclntire.  Russell  10  1 

715  No.  St.  Joseph, 

Hastings 

Mclntire.  Waldean  C.  1 37 

3610  Dodge.  Omaha 

McLaughlin.  C.  W..  Jr. 1 37 

409  Doctors  Bldg.,  Omaha 

McLeay.  John  F. 1 37 

1118  Med.  Arts.  Omaha 

McMahon.  Chas.  F.  (Life) 7 36 

Superior 

McMartin.  W.  J.  1 37 

603  City  Natl.  Bank. 

Omaha 

McMillan.  Aaron  M.  1 37 

2854  Wirt.  Omaha 

McMillan.  John  A.  10  1 

Box  67,  Hastings 

McMurtrey.  George  B.  1 37 

110  Doctors  Bldg..  Omaha 

McNamara.  J.  W.  (Life) 1 37 

334  Doctors  Bldg..  Omaha 

McNamara.  Lee  T.  1 37 

334  Doctors  Bldg.,  Omaha 

McNeill.  L.  S.  10  1 

605  No.  Denver,  Hastings 

McNulty.  Edward  A.  12  4 

916  W.  10th.  Alliance 

McWhorter,  Clarence  A. 1 37 

10711  Cedar,  Omaha 

Meckel.  Ben  R.  9 19 

Burwell 

Medlar,  Clyde  Avery  5 42 

1^54  28th  Ave..  Columbus 

Meissner.  Richard  1 37 

521  Doctors  Bldg.,  Omaha 

Melcher,  W.  H.  (Life)  1 37 

9232  Dorcas.  Omaha 

Melcher,  Wm.  C.  1 37 

10060  Miami,  Omaha 

Menolascino,  Frank  J.  1 37 

2318  So.  102nd.  Omaha 


Dist.  Co. 


Name  Code  Code 

Merrick.  A.  J.  5 16 

1005  E.  23rd.  Fremont 

Messer,  Robt.  H.  1 37 

Univ.  Hosp.,  Omaha 

Meyers.  V.  Wm.  1 37 

326  Med,  Arts,  Omaha 

Miller.  Daniel  1 37 

326  Doctors  Bldg.,  Omaha 

Miller,  Fletcher  A.  1 37 

St.  Joseph’s  Hosp.,  Omaha 

Miller,  Harold  B.  2 30 

1403  Sharp  Bldg.,  Lincoln 

Miller.  N.  R. 2 30 

735  Stuart  Bldg.,  Lincoln 

Miller.  Otis  W.  9 19 

Ord 

Miller,  Samuel  D.  2 30 

5532  South,  Lincoln 

Miller.  Warren  R. 5 42 

1454  28th  Ave.,  Columbus 

Millett,  G.  J. 5 16 

2195  N.  Broad.  Fremont 

Minard,  David  W.  1 37 

3610  Dodge.  Omaha 

Minthom,  Murray  F. 1 37 

5620  Ames,  Omaha 

Minnick.  Clarence  10  49 

Cambridge 

Misko.  George  2 30 

706  1st  Natl.  Bank.  Lincoln 

Mitchell.  Howard  E - 2 30 

2300  So.  13th,  Lincoln 

Mitchell.  John  R.  1 37 

4815  Dodge,  Omaha 

Mnuk.  F.  J.  1 37 

3374  So.  13th.  Omaha 

Moell,  L.  Dwight 3 20 

109)4  So.  6th.  Beatrice 

Moessner,  Samuel  F.  2 30 

1025  Sharp  Bldg.,  Lincoln 

Mongeau,  D.  C.  9 22 

702  W.  Koenig,  Gr.  Island 

Moody,  W.  B.  (Life)  1 37 

530  Med.  Arts,  Omaha 

Moon,  Chas.  F.  (Life)  1 37 

207  So.  42nd,  Omaha 

Moore,  Ralph  C. 1 37 

2017  So.  107th.  Omaha 

Moore.  Robert  F.  2 30 

1010  Sharp  Bldg.,  Lincoln 

Moore,  Y.  Scott 2 30 

135  So.  14th,  Lincoln 

Mooring,  Paul  K. 1 37 

301  Doctors  Bldg.,  Omaha 

Moragues,  Vincent  1 37 

Creighton  Univ.,  Omaha 

Moran.  C.  S. 1 37 

St.  Catherine’s  Hosp., 

Omaha 


Morgan.  D.  H„  Sr.  (Life)— 10  49 

Box  491,  McCook 


Morgan,  Donal  H.,  Jr. 10  49 

Box  491.  McCook 

Morgan,  Harold  S.  2 30 

140  So.  27th,  Lincoln 

Morgan,  R.  J. 12  4 

916  W.  10th,  Alliance 

Morgan,  Roland  R. 10  49 

Cambridge 

Morris.  Haskel  1 37 

530  Med.  Arts.  Omaha 

Morrison.  Wm  H. 1 37 

710  Doctors  Bldg.,  Omaha 

Morrow,  B.  E.  (Life)  6 48 

Seward 

Morrow.  H.  H.  5 16 

423  W.  11th.  Fremont 

Morrow,  Lawrence  5 6 

Tekamah 

Morrow.  Paul  N.  1 37 

3610  Dodge.  Omaha 

Morton.  H.  B.  2 30 

4401  Sumner,  Lincoln 

Mountford,  F.  A.  7 50 

Davenport 

Mountford.  Stanley 1 37 

Millard 

Muehlig.  G.  Kenneth  1 37 

636  Med.  Arts,  Omaha 

Muehlig,  Wilbur  A.  1 37 

636  Med.  Arts,  Omaha 

Mueller,  Albert  9 5 

Good  Samaritan  Hosp., 

Kearney 

Mueller,  R.  F. 2 30 

1425  Sharp  Bldg.,  Lincoln 

Muffly,  Charles  G.  4 9 

Pender 

Muffly.  Robert  B. 1 37 

602  So.  44th.  Omaha 

Mulcahy,  Gabriel  1 37 

Creighton  Univ.,  Omaha 

Mullmann,  Arnold  J.  5 6 

Oakland 


Dist.  Co. 


Name  Code  Code 

Monger,  A.  D.  (Life)  2 30 

Bullhead  City,  Ariz. 

Monger.  Horace  V.  2 30 

140  So.  27th.  Lincoln 

Murphy.  Albert  V.  1 37 

826  Med.  Arts,  Omaha 

Murphy,  Chas.  M. 1 37 

5901  Military,  Omaha 

Murphv.  J.  Harrv 1 37 

8601  W.  Dodge  Rd.. 

Omaha 

Murphy,  Jerome  P.  1 37 

320  No.  20th  St.,  Omaha 

Murphy,  John  E.  6 23 

Aurora 

Murphy,  Robert  E.  1 37 

204  So.  42nd.  Omaha 

Murray.  Don  E.  10  1 

604  W.  6th,  Hastings 

Murray,  Robert  G.  1 37 

Benson  Med.  Center,  Omaha 

Muskin.  Nathan  1 37 

2602  “J”  St..  Omaha 

Musselman,  Merle  M.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Myers,  H.  Dey  5 12 

Schuyler 

Nabity,  Stanley  N. 9 22 

21714  N.  Pine,  Gr.  Island 

Nachman.  E.  A. 1 37 

1137  Med.  Arts.  Omaha 

Nagengast.  Delwyn  J. 4 29 

Bloomfield 

Nebe.  Frederick  M.  2 30 

943  Stuart  Bldg  , Lincoln 

Neely.  J.  Marshall  2 30 

Bryan  Mem.  Hosp..  Lincoln 

Neely.  Or\-is  A.  2 30 

924  Sharp  Bldg..  Lincoln 

Neil.  Stan'ey  R.  4 29 

Niob'ar.a 

Neis,  Delbert  D. 1 37 

525  Doctors  Bldg.,  Omaha 

Neligh.  Rosalie  B. 1 37 

Woodmen  Circle.  Omaha 

Nelson.  C.  C. 5 16 

2195  N.  Broad,  Fremont 

Nelson.  F.  C.  1 37 

2734  No.  61st,  Omaha 

Nelson.  J.  C.  3 20 

Wymore 

Nelson,  Lyle  7 45 

Crete 

Nemec,  C.  J.  (Life)  1 37 

1908  So.  15th.  Omaha 

Neu,  Harold  N.  1 37 

324  City  Natl.  Bank, 

Omaha 

Neumayer.  Francis 2 30 

47th  and  "A”  Sts.,  Lincoln 

Newell,  Charles  H.  2 30 

4848  Sumner  St.,  Lincoln 

Nicholson,  Ralph  10  40 

Holdrege 

Niehaus,  Friedrich  W. 1 37 

(Life) 

824  Doctors  Bldg.,  Omaha 

Niehaus,  Karl  F.  1 37 

824  Doctors  Bldg.,  Omaha 

Niehaus,  William  C.  6 7 

David  City 

Niehus,  Wm.  B. 11  31 

402  S.  Jeffers,  No.  Platte 

Nilsson.  Donald  C.  1 37 

4209  Douglas,  Omaha 

Nolan.  James  R.  1 37 

7420  W.  Center  Rd..  Omaha 

Norall.  Victor  D.  9 15 

Lexington 

Nordlund,  Harold  M. 6 52 

York 

Norman.  Chester  L. 2 30 

3560  So.  48th,  Lincoln 

Norton,  Robert  6 46 

Yutan 

Novak.  Wm.  F.  1 37 

307  Med.  Arts.  Omaha 

Nuss.  H.  V. 7 11 

Sutton 

Nutzman.  Wm.  E.  9 5 

State  Hospital,  Kearney 

Nye.  Dan  A.  9 6 

5 W.  31st,  Kearney 

Nye,  Wm.  F.  2 30 

950  Stuart  Bldg.,  Lincoln 

Oba.  Calvin  M.  12  47 

116  W.  17th,  Scottsbluff 

Obert.  Francis  10  1 

Red  Cloud 

Oberst.  Byron  B.  1 37 


3925  Dewey  Ave.,  Omaha 
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Nebraska  S.  M.  J, 


Dist.  Co. 


Name  Code  Code 

O'Donnell.  H.  J. lO  1 

Hastings  (Ingleside) 

Offerman,  A.  J. 1 37 

4805^/0  So.  24th,  Omaha 

Ohme,  K.  A.  12  47 

Mitchell 

O’Holleran,  Lloyd  S.  12  10 

Sidney 

Olney.  R.  C.  2 30 

4600  Valley  Rd.,  Lincoln 

Olnhausen,  Ronald  W.  1 37 

209  Doctors  Bldg.,  Omaha 

Olsen.  Richard 6 43 

Stromsburg 

Olson,  Clitus  W. 1 37 

Leopoldville,  Africa 

Olson,  Leland  J.  1 37 

201  Doctors  Bldg.,  Omaha 

Olson.  Raymond  H.  12  4 

524  Box  Butte.  Alliance 

Olsson,  P.  Bryant 9 15 

Lexington 

O’Neil,  John  R.  5 12 

Clarkson 

O’Neil,  Gerald  C. 1 37 

3610  Dodge,  Omaha 

O’Neil,  James  J.  1 37 

612  Med.  Arts.  Omaha 

Organ,  Claude  H.  1 37 

914  Med.  Arts,  Omaha 

Osborn.  Leslie 1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Owen.  Bernard  A. 8 35 

Hay  Springs 

Owens,  C.  A.  (Life)  1 37 

Dana  Point,  Calif. 

Palmer,  Janet  Forbes  2 30 

343  Stuart  Bldg.,  I..incoln 

Pankau.  J.  B. 12  10 

Dalton 

Pantano,  Anthony  R.  1 37 

714  W.O.W.  Bldg..  Omaha 

Panzer,  H.  J.  8 25 

Bassett 

Papenfuss,  Har!an  I..  2 30 

1403  Sharp  Bldg.,  Lincoln 

Parkison,  Donald  E.  1 37 

Millard  Shopping  Center, 

Millard 

Paulson.  H.  O. 2 30 

508  Sharp  Bldg.,  Lincoln 

Paustian,  Frederick  F.  1 37 

301  Doctors  Bldg.,  Omaha 

Pearse,  Warren  H.  1 37 

Univ.  Hospital,  Omaha 

Peartree.  Sherwood  P. 1 37 

415  Med.  Arts,  Omaha 

Peck,  James  9 5 

7 W.  31st,  Kearney 

Pederson,  E.  Stanley 1 37 

622  Doctors  Bldg.,  Omaha 

Peetz,  Dwaine  J. 4 2 

Neligh 

Penner,  Donald  3 20 

205  N.  19th,  Beatrice 

Penner.  Elmer  3 20 

205  N.  19th,  Beatrice 

Penor,  Robert  12  35 

Chadron 

Penry,  R.  E. 7 50 

Hebron 

Pepper,  Maurice  L. 1 37 

8601  W.  Dodge  Rd.. 

Omaha 

Perrin,  Theodore  1 37 

St.  Joseph's  Hosp.,  Omaha 

Perry,  S.  H.  9 16 

Gothenburg 

Festal,  Joe  (Life)  6 46 

Rawlins,  Wyo. 

Peters,  G.  E. 4 9 

Randolph 

Peters,  Richard  1 37 

8420  W**ot  Center  Road, 

Omaha 

Peterson,  Margaret  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Peterson.  Paul  L.  2 30 

702  Sharp  Bldg.,  Lincoln 

Peterson.  Ronald  1 37 

6025  Ogden,  Omaha 

Peterson,  Theo.  A.  10  40 

Holdrege 

Pfundt,  T.  R.  1 37 

Houston,  Texas 

Pinkerton,  Clifford  C. 11  31 

402  S.  Jeffers,  No.  Platte 

Pinne,  Geo.  F.  1 37 

421  Doctors  Bldg.,  Omaha 
Pinney,  Geo.  L.  10  1 


418  N.  Hastings,  Hastings 


Dist.  Co. 


Name  Code  Code 

Pirotte,  Richard  A.  1 37 

2533  So.  90th,  Omaha 

Pitsch,  Richard  M. 6 48 

Seward 

Place,  Geo.  E. 2 30 

4825  St.  Paul.  Lincoln 
Placek,  Louis  T.  1 37 

211  Med.  Arts,  Omaha 

Pleiss,  Joseph  A.  1 37 

716  Med.  Arts,  Omaha 

Podlesak,  James  I.  2 30 

612-614  Terminal  Bldg., 

Lincoln 

Poepsel,  Howard  F. 1 37 

1012  Med.  Arts,  Omaha 

Pogge.  Raymond  2 30 

Dorsey  Labs..  Lincoln 

Pollack,  John  D.  - 4 32 

312  Valley  View  Dr., 

Norfolk 

Porter,  John  W.  3 20 

1200  So.  9th.  Beatrice 

Post.  George  P.  12  47 

Bridgeport 

Potter,  Stanley  E,  1 37 

609  Doctors  Bldg.,  Omaha 

Potthoff,  Carl  J.  1 37 

U.  of  N.  College  of 
Medicine,  Omaha 

Potts,  L.  C.  11  21 

Grant 

Pratt.  Peyton  T.  1 37 

600  Doctors  Bldg..  Omaha 

Prems,  Evald  10  40 

Holdrege 

Prentice,  O.  D.  12  47 

Morrill 

Prescher.  Donald  A. 1 37 

5404  Ames,  Omaha 

Prince,  Donald  F. 10  1 

Minden 

Proffitt,  J.  Alfred  9 22 

704  W.  Koenig,  Gr.  Island 

Pruner,  A.  C.  (Life)  1 37 

717  Med.  Arts,  Omaha 

Pullman,  George  R.  1 37 

Lutheran  Hosp.,  Omaha 

Purvis,  Donald  2 30 

800  So.  13th,  Lincoln 

Pyle.  B.  W. 9 15 

Gothenburg 

Quaife,  Merton  A.  9 5 

5108  Lafayette,  Omaha 
(Service) 

Quick,  Robert  7 45 

Crete 

Quigley.  D.  T.  (Life) 1 37 

721  Med.  Arts,  Omaha 

Quinlan.  Maurice  F.  1 37 

6016  Ames,  Omaha 

Quiring,  Henry  J.  1 37 

2734  No.  61st,  Omaha 

Racines,  J.  Y.  9 26 

Soldiers  & Sailors  Home, 

Grand  Island 

Radin,  Robert  V.  5 6 

Lyons 

Raines.  Max  M.  11  31 

115  E.  “E”  St.,  No.  Platte 

Ramsay,  James  E.  8 25 

Atkinson 

Ranee,  Wm.  T.  1 37 

730  City  Natl.  Bank. 

Omaha 

Rasgor'hek.  R.  H. 1 37 

425  Aquila  Ct..  Omaha 

Rasmussen,  John  A. 1 37 

609  Doctors  Bldg.,  Omaha 

Rasmussen.  Robert  12  35 

Chadron 

Rath.  Hans 1 37 

739  Doctors  Bldg.,  Omaha 

Rath.  Otto  G.  1 37 

3929  Harney,  Omaha 

Rathbun,  Ssnfo**d  M. 3 20 

114  So.  6th,  Beatrice 

Rathbun,  S.  R.  12  10 

Sidney 

Read.  S.  1 37 

6025  Ogden.  Omaha 

Redfield,  J.  B.  (Life)  11  31 

508V>  N.  D?wev.  No.  Platte 

Redgwich,  J.  P.  1-  37 

207  So.  42nd,  Omaha 

Re?d,  E.  B.  2 30 

3145  “O”  St.,  Lincoln 

Reed.  Paul  A.  7 60 

Deshler 

Reeder.  Grant  (Life)  5 16 

212  First  Natl.  Bank, 

Fremont 

Reeder,  Robert  C. - 5 16 

212  First  Natl.  Bank. 

Fremont 


Dist.  Co. 

Name  Code  Code 

Reed<T,  Wm.  J.  6 8 

Cedar  Rapids 

Reedy,  Wm.  J.  1 37 

324  City  Natl.  Bank. 

Omaha 

Rees.  Harney  B.  1 37 

419  Doctors  Bldg.,  Omaha 

Reese,  S.  O.  2 30 

816  Sharp  Bldg.,  Lincoln 

Reeve,  Chas.  L. ... 2 30 

3560  So.  48th,  Lincoln 

Reeves,  E.  Howard  9 26 

Scotia 

Reichstadt,  Paul  F. l 37 

3001  No.  16th,  Omaha 

Reighter,  Kenneth  M.  1 37 

3665  '*Q”  St.,  Omaha 

Reiner,  Walter  M. 10  40 

Holdrege 

Retelsdort.  C.  Lee 1 37 

3610  Dodge,  Omaha 

Reynolds.  W.  E.  4 9 

South  Sioux  City 

Richard,  Warren  E.  «.10  1 

715  N.  St.  Joseph,  Hastings 

Richards.  F.  L.  9 6 

214  W.  25th,  Kearney 

Richardson.  Francis  1 37 

Pueblo,  Colo. 

Rickman.  James  H.  2 30 

626  Sharp  Bldg.,  Lincoln 

Riddell.  Ted  12  47 

15  E.  18th,  S^ottsbluff 

Rider.  E.  E.  (Life) 2 30 

Orleans 

Rider,  Larry  (Life) 2 30 

835  Eldon  Dr.,  Lincoln 

Ries,  Gerald  1 37 

1420  Med.  Arts,  Omaha 

Ring,  Floyd  O.  1 37 

509  Doctors  Bldg.,  Omaha 

Robertson.  Geo.  E.  1 37 

308  So.  39th.  Omaha 

Roffman,  Larry  1 37 

834  Doctors  Bldg.,  Omaha 

Rogers.  E.  A.  2 30 

St.  Dent.  Health,  Lincoln 

Rogers,  James  9 19 

Ord 

Root.  Charles  M.  1 37 

3610  Dodge,  Omaha 

Rose.  Forrest  I. 2 30 

916  Sharp  Bldg.,  Lincoln 

Rose,  Kenneth  D.  2 30 

Student  Health  Center, 

U.  of  N.,  Lincoln 

Rosenau,  J.  A. 12  47 

102  E.  21st,  Scottsbluff 

Rosenau.  Oliver  P. 9 16 

Cozad 

Rosenlof.  R.  C. — — 9 6 

5 W 31st,  Kearney 

Roth.  Wm.  F.  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Rou«e.  James  W.  1 37 

1012  Med.  Arts,  Omaha 

Rubnitz.  A.  S.  - 1 37 

732  Med.  Arts,  Omaha 

Rudolph,  Larry  6 7 

David  City 

Ruffing,  John  J.  12  4 

Hemingford 

Rum.bolz.  Wm.  L.  1 37 

207  So.  42nd,  Omaha 

Runco,  Vincent  1 37 

St.  Joseph’s  Hosp.,  Omaha 

Rundquist,  R.  B. — 5 42 

2360  Pershing  Rd.,  Columbus 

Runty,  H.  D.  (Life)  3 20 

DeWitt 

Russell.  Harry  9 22 

Box  801,  Grand  Island 

Rutt,  Fred  J.  10  1 

704  Eastside  Blvd., 

Hastings 

Rydberg,  C.  A.  (Life)  9 14 

Osceola 

Ryder.  Frank  D.  9 22 

1902  W.  Charles,  Gr.  Island 

Ryder,  James  E.  1 37 

1901  Missouri,  Omaha 

Sage,  John  C.  1 37 

8721  Shamrock  Rd., 

Omaha 

Sallenbach,  Donald  H.  9 5 

Gibbon 

Salter,  George  B.  4 32 

900  Norfolk  Ave.,  Norfolk 

Samuelson,  Myron  E.  3 20 

Wymore 
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Dist.  Co. 


/Jame  Code  Code 

Sanderson,  D.  D. 2 30 

914  Stiuirt  Bldgr.  Lincoln 

Satterfield,  R.  T.  9 19 

724  E.  Jefferson,  Millard 

Sauer,  L,  E.  5 6 

Tekamah 

Saults,  Chas.  F.  12  4 

Mullen 

Sawyers,  Gordon  E.  11  31 

716  S.  Jeffers,  No.  Platte 

Schack,  Colin  B.  1 37 

207  So.  42nd,  Omaha 

Schenken,  John  R.  1 37 

Methodist  Hosp.,  Omaha 

Scherer,  Robert  H.  4 13 

West  Point 

Schlietemeier,  J.  P.  1 37 

1131  So.  99th,  Omaha 

Schmitz,  Gerhard  12  47 

118  W.  18th,  Scottsbluff 

Schmitz.  Wm.  H..  Jr. 1 37 

611  City  Natl.  Bank. 

Omaha 

Schmitz,  W.  H.,  Sr. 1 37 

611  City  Nath  Bank, 

Omaha 

Scholz.  Jack  V.  9 15 

Cozad 

Schreiner,  Gilbert  C.  1 37 

3929  Harney,  Omaha 

Schultz,  Lloyd  1 37 

325  Doctors  Bldg.,  Omaha 

Schutz,  John  C.  3 28 

Tecumseh 

Schwedhelm,  A.  J.  4 32 

13th  & Nebraska,  Norfolk 

Schwertley,  F.  J.  (Life) 1 37 

614  Barker  Bldg.,  Omaha 

Scott,  Nathaniel  C. 1 37 

5914  No.  52nd,  Omaha 

Scott,  Paul  M.  3 34 

Auburn 

Scott-Miller,  James  R.  1 37 

3929  Harney,  Omaha 

Sehnert,  Keith  W,  2 30 

Dorsey  Labs.,  Lincoln 

Seiver,  C.  P.  5 16 

507  E.  6th,  Fremont 

Seng,  O.  L.  12  4 

Box  150.  Alliance 

Seng.  Willard  G.  11  21 

Oshkosh 

Serbousek,  Richard  8 26 

Atkinson 

Serbousek,  Stanley  A. 12  35 

Chadron 

Shaffer,  Harry  D. 2 30 

724  Sharp  Bldg.,  Lincoln 

Shamberg,  Alfred  H.  12  10 

Kimball 

Shank,  F.  W.  10  49 

310  W.  7th,  McCook 

Shannon,  D.  D.  12  4 

916  W.  10th,  Alliance 

Shapiro,  Irving  1 37 

2010  No.  66th,  Omaha 

Sharrar.  Lynn  2 30 

719  Sharp  Bldg.,  Lincoln 

Shaughnessy.  E.  J. 11  31 

1111  W.  4th,  No.  Platte 

Shaw.  W.  L.  (Life)  10  1 

Reseda,  Calif. 

Shearer,  W.  L.  (Life)  1 37 

St.  Paul,  Minn. 

Shiffermiller.  Floyd  H. 8 25 

Ainsworth 

Shopp,  Bryce  G.  10  49 

Imperial 

Shramek.  C.  J.  1 37 

511  Redick  Tower,  Omaha 

Shreck.  H.  W.  10  1 

422  No.  Hastings,  Hastings 

Sievers,  Rudolph 5 51 

Blair 

Simanek,  Geo.  F.  (Life) 1 37 

Colorado  Springs,  Colo. 

Simmons.  Cecil 5 6 

4901  Mayberry.  Omaha 
Simmons.  Eugene  E.  lLife)_  1 37 

8233  No.  37th.  Omaha 

Simon.  Nathan  2 30 

1701  "K”  St.,  Lincoln 

Simonds,  Francis  (Life) 1 37 

615  So.  38th,  Omaha 

Simons.  Milton  1 87 

701  Doctors  Bldg.,  Omaha 

Simpson,  John  E.  (Life) 1 37 

1229  First  Natl.  Bank. 

Omaha 

Sinnott,  John  J.  1 37 

50th  and  “L"  St.,  Omaha 

Sitorius.  Rodney  A.  9 15 

Cozad 


Dist.  Co. 


Name  Code  Code 

Sjogren,  Merle  1 37 

105  So.  49th  St.,  Omaha 

Skoog,  Donald  P. 1 37 

618  Doctors  Bldg.,  Omaha 

Skoog-Smith,  Anton  W. 1 37 

839  So.  93rd.  Omaha 

Skworcow,  George  2 30 

V.  A.  Hosp.,  Lincoln 

Slabaugh,  Robert  A.  1 37 

8601  W.  Dodge  Rd..  Omaha 

Slavik,  Edward  R.  1 37 

8422  Center,  Omaha 

Sloss,  Pierce  T.  9 22 

1310  W.  Charles. 

Grand  Island 

Slunicko,  Jules  A.  1 37 

10806  Prairie  Hills  Dr.. 

Omaha 

Slutzky.  Ben  1 37 

5009  Nicholas  St.,  Omaha 

Smith,  Arthur  L..  Jr.  2 30 

510  Anderson  Bldg., 

Lincoln 

Smith,  Arthur  L.  Sr.  2 30 

510  Anderson  B!dg., 

Lincoln 

Smith,  Clifford  L.  1 37 

506  Center  Bldg.,  Omaha 

Smith.  Dorothy  I.  1 37 

U.  of  N.  Hosp.  Omaha 

Smith.  Edward  J.  1 37 

403  Center  Bldg.,  Omaha 

Smith.  Fay  10  49 

Imperial 

Smith.  Fran-is  D.  1 37 

U.  of  N.  College  of 
Medicine.  Omab'> 

Smith.  Harold  G..  Jr. 5 16 

1725  E.  Military,  Fremont 

Smith.  Harold  V.  9 5 

211  W.  33rd,  Kearney 

Smith,  L.  R.  9 5 

211  W.  33rd.  Kearney 

Smith.  Richard  D. 1 37 

111  Doctors  Bldg.,  Omaha 

Smith.  Robert  C. 10  1 

Box  276,  Hastings 

Smith,  Roy  J.  5 3 

Albion 

Smith.  Thomas  T. 1 37 

211  Med.  Arts.  Omaha 

Sobota.  Joseph  E.  1 37 

3019  Am»s,  Omaha 

Sojka,  Ijouis  A.  5 43 

2413  23rd,  Columbus 

Solomon.  W.  W. 1 37 

3024  No.  24th,  Omaha 

Sorensen.  C.  N.  12  47 

1801  Broadway.  Scottsb'.uff 

Sorensen.  Robert  5 16 

113.5  N.  Oak  St.,  Fremont 

Sorrell.  Michael  3 28 

Tecumseh 

Soule,  Mary  A.  1 37 

442  Doctors  Bldg..  Omaha 

Spencer,  Berl  11  21 

Ogallala 

Spethman.  Gerald  5 3 

Albion 

Spivey,  C.  D.  (Life)  9 14 

Anselmo 

Srb  A.  F.  1 37 

1719  So.  16th,  Omalia 

Srb.  G.  J.  5 16 

Dodge 

St.  Aubin,  Paul  M. 1 37 

U.  of  N.  Col.  of  Med., 

Omaha 

Stafford.  G.  E.  2 30 

800  So.  13th,  Lincoln 

Staley,  Sanford  O.  9 6 

11  W.  31st.  Kearney 

Stanard,  J.  T.  (Life)  6 48 

Seward 

Stappenbeck.  Alfred  P. 3 44 

Humboldt 

Starr.  Philip  H.  1 37 

509  Doctors  Bldg.,  Omaha 

Statton,  R.  F.  2 30 

702  Sharp  Bldg..  Lincoln 

Steams,  R.  J.  (Life)  1 37 

2301  Ellison,  Omaha 

Steenburg,  Donald  B. 6 23 

Aurora 

Steenburg.  E.  A.  6 23 

Aurora 

Steenburg.  E.  K.  6 23 

Washington.  D.C. 

Steenburg,  Houtz  G. 6 23 

Aurora 

Steffens.  L.  C.  9 5 

211  W.  33rd,  Kearney 

Stehl,  C.  H.  L.  4 32 

Box  902,  Norfolk 


x>ist. 

Co. 

Name  Code 

Code 

Stein.  Robert  J.  

2 

30 

930  Stuart  Bldg.,  Lincoln 
Steinberg,  M.  M.  

1 

37 

307  Med.  Arts.  Omaha 
Stamper,  Jack  M.  _ — 

2 

30 

4740  “A”  St.,  Lincoln 
Stevenson,  B.  M.  - 

9 

5 

211  W.  33rd,  Kearney 
Stevenson.  Edward  - - -- 

11 

31 

108  S.  Vine.  North  Platte 
Stewart.  Frank  A.  

2 

30 

2133  Winthrop  Rd., 
Lincoln 

32 

Stewart,  Geo.  J. 

4 

Box  408.  Norfolk 
Stewart.  H.  C.  

3 

39 

Pawnee  City 

Stivrins,  Kazimirs  - - — 

2 

30 

3145  “O”  St.,  Lincoln 
Stivrins,  Patricia  Cole 

2 

30 

3145  “O’*  St.,  Lincoln 

2 

30 

2300  So.  13th,  Lincoln 
Stonecypher,  D.  D..  Jr. 

2 

28 

Nebraska  City 
Stoner,  Maurice  E.  

1 

37 

628  Med.  Arts,  Omaha 
Stout,  Kenneth  C.  

10 

49 

Benkelman 

Stover,  Lee  

2 

30 

800  So.  13th,  Lincoln 

2 

30 

930  Stuart  Bldg.,  Lincoln 
Strough,  LaVem  C.  

, 1 

37 

Nebr.,  Psychiatric  Inst., 
Omaha 

37 

Stryker.  Robert  M. 

1 

8284  HascaP.  Omaha 
Sturdevant,  Clinton  E.  

.11 

31 

Evans  Bldg.,  North  Platte 
Sucgang.  F.  P.  

.12 

4 

515  Niobrara  Ave.,  Alliance 

13 

Sucha,  Eugene  L.  

. 4 

West  Point 

Surha,  Merlin  L.  

. 5 

12 

Schuyler 

Sucha,  W.  L.  (Life)  

. 1 

37 

4017  Page,  Omaha 
Sullivan,  H.  T.  

. 1 

37 

1036  Red-'’  Tower 
Omaha 

37 

Sullivan.  James  F.  

. 1 

5212  Webster  St..  Omaha 
Sullivan.  M.  M.  (Life)  

. 9 

19 

Spalding 

Sundell,  Ray  

. 1 

37 

3568  Dodge,  Omaha 
Surber,  E.  G.  

. 4 

32 

Box  225,  Norfolk 
Svehla.  Richard  B.  

. 1 

37 

5^8  Med.  Arts,  Omaha 
Swab,  Chas.  M.  (Life)  

. 1 

37 

1316  Med.  Arts,  Omaha 
Swab,  Elizabeth  M.  

. 1 

37 

1316  Med.  Arts,  Omaha 
Swenson.  Samuel  A.,  Jr. 

. 1 

37 

110  Doctors  Bldg.,  Omaha 

30 

Svnhorst,  Robert  B.  

. 2 

903  Sharp  Bldg.,  Lincoln 
Taborsky.  A.  F.  

2 

30 

629  Stuart  Bldg.,  Lincoln 
Takenaga.  R.  T.  

.11 

31 

112  E.  6th.  No.  Platte 
Tamisiea,  Jerry  X.  

1 

37 

Methodist  Hosp.,  Omaha 
Tanner,  Frank  H. 

?, 

30 

1835  S.  Pershing  Rd.. 
Lincoln  , 

3? 

Tanner.  John  W. 

. 1 

8712  Pacific,  Omaha 
Taylor,  Bowen  E.  

2 

30 

3145  “O’*  St.,  Lincoln 
Taylor,  H.  A.  (Life)  

2 

30 

4728  St.  Paul,  Lincoln 
Taylor,  R.  J.  

_ 1 

37 

2602  J St.,  Omaha 
Taylor,  Robert.  W.  

3 

20 

108  So.  6th.  Beatrice 
Tavlor,  Willis  H..  Jr. 

_ 1 

37 

3807  Cuming,  Omaha 
Teal.  F.  F.  (Life)  

. 2 

30 

2815  So.  37th,  Lincoln 
Teal.  Fritz  

2 

30 

2300  So.  13th,  Lincoln 
Tennant.  H.  S. 

. 4 

• 

Stanton 

Tenney.  Lloyd  E. 

- 2 

30 

1025  Sharp  Bldg.,  Lincoln 

Thayer,  James  E.  

-12 

10 

Sidney 

Therien.  R.  C. 

- 1 

37 

701  Doctors  Bldg.,  Omaha 
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Name  Code  Code 

Thieretein,  S.  T.  2 30 

1108  Sharp  Bldg.,  Lincoln 
Thomas,  Chas.  W.  (Life)  __  3 20 

Wymore 

Thomas.  Conrad  F.  10  18 

Franklin 

Thomas.  John  M. 1 37 

3929  Harney,  Omaha 

Thomas,  R.  L.  2 30 

Medical  Village.  Lincoln 

Thompson,  Dorothy  1 37 

Methodist  Hosp.,  Omaha 

Thompson.  I.  L.  (Life) 4 13 

West  Point 

Thompson,  John  C.  2 30 

307  So.  16th.  Lincoln 

Thompson,  John  R.  2 30 

U.  of  N.  Student  Health 
Center,  Lincoln 

Thompson,  Lynn  W. 1 37 

526  Doctors  Bldg.,  Omaha 

Thorough.  Paul  H.  2 30 

1325  Sharp  Bldg.,  Lincoln 

Tibbels,  R.  H.  5 6 

Oakland 

Tollefson,  Richard  L. 4 29 

Wausa 

Tollman,  J.  P. 1 37 

U.  of  N.  College  of 
Medicine  Omaha 

Tomhave,  Wesley  G. 2 30 

307  So.  16th  St.,  Lincoln 

Toren,  Richard  C.  2 30 

135  So.  14th,  Lincoln 

Tranisi.  Carl  P. 1 37 

8420  W.  Center  Rd.,  Omaha 

Travnicek,  F.  G.  7 45 

Wilbur 

Treptow.  Kenneth  R. 6 33 

Central  City 

Troester,  O.  M.  (Life) 6 23 

Hampton 

Troester.  Otto  S.  2 30 

924  Sharp  Bldg.,  Lincoln 

Troia,  Carl  J.  1 37 

1227  Med.  Arts,  Omaha 

Truhlsen,  Stanley  M.  1 37 

710  Doctors  Bldg.,  Omaha 

Tucker,  J.  Guy 7 50 

Alexandria 

Tunakan,  Bulent  1 37 

Nebr.  Psychiatric  Inst., 

Omaha 

Turner,  Robert 1 37 

8420  W.  Center  Rd.,  Omaha 

Tyson.  R.  W.  2 8 

Murray 

Underwood.  Geo.  R.  2 30 

5826  “J”  St..  Lincoln 

Va  Verka,  James  W.  1 37 

219  Med.  Arts.  Omaha 

Verges.  C.  J.  (Life)  4 32 

Box  117.  Norfolk 

Verges.  Val  C.  4 32 

Box  279,  Norfolk 

Vetter,  J.  G.  1 37 

721  W.O.W.  Bldg.,  Omaha 

Vickery,  Robert  D.  1 37 

818  Doctors  Bldg.,  Omaha 

Vlach,  C.  J.  4 9 

Hartington 

Waddell,  J.  C.  (Life)  3 20 

114  So.  6th,  Beatrice 

Waddell.  W.  W.  3 20 

114  So.  6th,  Beatrice 

Waggener,  J.  T.  (Life) 3 20 

Adams 

Waggener,  Ronald  E. 1 37 

Methodist  Hosp.,  Omaha 

Wagner,  Daniel  1 37 

540  Center  Bldg.,  Omaha 

Wagner,  Loyd 10  1 

Mary  Lanning  Hosp.. 

Hastings 

Waldbaum,  Milton  G. 1 37 

1512  So.  60th,  Omaha 

Walker,  H.  H.  (Life)  11  31 

Loma  Linda,  Calif. 

Walker,  Hiram  R.  10  24 

Alma 

Wallace,  Hobart  E.  2 30 

5145  “O”  St.,  Lincoln 

Wallace,  Stephen  E.  € 46 

Wahoo 

Walsh,  E.  M. 1 37 

5002  Dodge,  Omaha 

Waltemath.  Glenn  11  31 

1214  W.  "A”  St., 

North  Platte 

Walvoord,  Carl  A.  1 37 

4052  Grand,  Omaha 

Wanek,  Frank  W.  8 35 

Gordon 


Dist.  Co. 

Name  Code  Code 

Ward,  Vernon  9 6 

5 West  31st,  Kearney 

Ware,  Frederick  1 37 

720  Doctors  Bid?.,  Omaha 
Waring,  F.  Thomas  6 16 

203  lOOF  Blder.»  Fremont 

Warner,  Ruth  2 30 

909  Stuart  Bldgr.,  Lincoln 

Waters,  Chester  H..  Jr. 1 37 

209  So.  42nd,  Omaha 

Waters,  Chester  H.,  Sr. 1 37 

(Life  I 

843  Fairacres,  Omaha 

Waters,  Robert  W. 8 26 

O’Neill 

Watke,  Fred  J.  (Life)  1 37 

4624  Davenport,  Omaha 

Watland.  Dean  C.  1 37 

8601  W.  Dodge  Rd., 

Omaha 

Watson,  Don  P.  9 22 

704  W.  Koenig,  Gr.  Island 

Watson,  Donald  8 35 

Gordon 

Watson,  E.  A.  9 22 

710  W.  Koenig,  Gr.  Island 

Watson.  E.  A.  9 15 

Lexington 

Watson  Victor  R.  6 48 

Seward 

Wax,  James  I.  1 37 

2718  No.  93rd,  Omaha 

Way,  Charles  W. 6 46 

Wahoo 

Weaver,  Walt  2 30 

512  1st  Natl.  Bank,  Lincoln 

Webb.  AHin  H. 2 30 

1130  St.,  Lincoln 

Weber,  C.  R.  10  1 

612  W.  6th,  Hastings 

Webman,  Arnold  I.  2 30 

3210  So.  28th,  Lincoln 

Webster,  F.  S.  2 30 

1000  So.  13th,  Lincoln 

Weekes,  Thomas  L.  2 38 

Nebraska  City 

Weeks,  David  S.  1 37 

8284  Hascall,  Omaha 

Wegner.  E.  S.  2 30 

724  Sharp  Bldg.,  Lincoln 
Weiler,  Leo  F.  10  1 

204  Foote  Bldg.,  Hastings 

Weingarten,  William  H. 1 37 

111  Doctors  Bldg.,  Omaha 

Welch,  Geo.  L.  10  1 

418  N.  Hastings,  Hastings 

Welch,  J.  S.  (Life)  2 30 

Rochester,  Minn. 

Weldon.  R.  C.  2 38 

Nebraska  City 

Wendt,  Bernard  F.  2 30 

735  So.  56th,  Lincoln 

Wengert,  D.  B.  5 16 

640  N.  “H”  St..  Fremont 

Weston,  Irving  E.  2 30 

735  So.  56th,  Lincoln 

Weyhrauch,  William  2 30 

3145  *’0”  St.,  Lincoln 

Whitla,  Fay  E.  2 30 

2737  No.  49th,  Lincoln 

WhiUock,  H.  H.  2 30 

805  Sharp  Bldg.,  Lincoln 

Wiedman,  J.  G.  2 30 

339  No.  Cotner,  Lincoln 

Wiedman.  Wilbur  G.  2 30 

135  So.  14th,  Lincoln 

Wigton,  Robert  S.  1 37 

105  So.  49th,  Omaha 

Wilcox.  C.  W.  9 14 

Ansley 

Wilcox,  Malcolm  B.  9 5 

214  W.  25th,  Kearney 

Wildhaber,  W.  T.  3 20 

710  E.  Court,  Beatrice 

Wiley,  Stuart  P.  12  48 

900  “N”  St.,  Gering 

Wilhelmj,  C.  M..  Jr. 1 37 

634  Doctors  Bldg.  Omaha 

Wilkie.  Louis  J. 1 37 

816  Med.  Arts,  Omaha 

Wilkins,  Gene  6 52 

York 

Wilkinson,  Donald  E. 12  4 

524  Box  Butte  Ave., 

Alliance 

Williams,  A.  Ruth  1 37 

612  Omaha  Loan,  Omaha 

Williams.  C.  R.  2 38 

Syracuse 

Williams,  Jon  T.  2 SO 

435  So.  16th,  Lincoln 

Williams,  Martin  P.  6 46 

Ashland 


Dist.  Co. 

Name  Code  Code 

Williams,  Perry  T. 1 37 

9016  Arbor  St,,  Omaha 

Williams.  Russell  R.  1 37 

1412  Med.  Arts.  Omaha 

Wilson,  Carlyle  E.  1 37 

3610  Dodge,  Omaha 

Wilson,  D.  J.  1 87 

1113  Med.  Arts,  Omaha 

Wilson,  Nat  J. 2 30 

V.A.  Hospital,  Lincoln 

Wilson.  Rex  W.  8 26 

O'Neill 

Wilson.  Richard  B.  1 37 

Univ.  Hosp.,  Omaha 

Wisman,  Jack  - 11  31 

715  So.  Jeffers,  No.  Platte 

Wittson,  Cecil  L. — 1 37 

U.  of  N.  Col.  of  Med., 

Omaha 

Wood.  Maynard  A. - 2 30 

3145  “O”  St.,  Lincoln 

Woodard.  J.  M.  6 23 

Aurora 

Woodin,  J.  G. 9 22 

1823  N.  Park,  Gr.  Island 

Woodruff,  Bradley  - 9 22 

1310  W.  Charles 
Grand  Island 

Woodward,  James  2 30 

910  Sharp  Bldg.,  Lincoln 

Worthman,  H.  W.  2 8 

Louisville 

Worthman,  John 2 8 

West  Point 

Wright.  W.  D.  1 37 

302  Doctors  Bldg.,  Omaha 

Wright.  Wm.  E.  4 29 

Creighton 

Wurl,  Otto  A.  1 37 

3610  Dodge,  Omaha 

Wycoff,  Ray  S. 9 16 

Lexington 

Wyrens.  Raymond  J.  1 37 

8601  W.  Dodge  Rd., 

Omaha 

Yaw,  Elwood  E. 10  49 

Imperial 

Yoachim,  Wm.  P.  7 27 

Fairbury 

Yost,  Howard  5 16 

215  E.  22nd,  Fremont 

Yost,  J.  G.  — 10  1 

608  W.  6th,  Hastings 

Young,  Geo.  A.  1 37 

1317  Ridgewood,  Omaha 

Youngman,  Robert  A. € 46 

Ceresco 

Zahller,  F.  Marshall.  Jr.  — 1 37 

60th  and  Ogden,  Omaha 

Zarbano.  Sebastian 1 3'’ 

512  Center  Bldg.,  Omaha 

Zastera,  J.  R.  I 37 

816  Med.  Arts,  Omaha 

Zeman,  E.  D.  2 30 

1145  South.  Lincoln 

Ziegler,  R.  G.  H 31 

1111  W.  4th.  No.  Platte 

Zikmund.  E.  T.  5 33 

Central  City 

Zimmer,  Clarence  7 45 

Friend 

Zlomke,  Wayne  0 19 

Ord 

Zoucha,  Adam  E.  1 37 

4320  So.  24th,  Omaha 

Zukaitis.  Raymond  R. 1 37 

7631  Main,  Ralston 
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Allen.  J.  G.  4 13 

Tekamah 
July  3.  1964 

Andrews,  Clayton  (Life) 2 30 

Lincoln 

March  27,  1964 

Arrasmith,  W.  J.  9 22 

Grand  Island 
February  19,  1964 

Baer,  B.  H.  6 46 

Ashland 

March  29,  1964 

Callaghan,  A.  J.  (Life) 11  31 

North  Platte 
August  2,  1964 

Da\-is.  Edwin  (Life)  1 37 

Omaha 

February  17,  1964 

Fletcher,  D.  L.  (Life)  4 2 

Orchard 

September  13,  1964 


MEMBERS 


Freymann,  John  J. 1 37 

Omaha 

March  31,  1964 

Hahn.  W.  N.  (Life)  1 37 

Boca  Raton.  Florida 
June  23,  1964 

Jenkins.  Harr>-  J.,  Sr.  1 37 

I Life) 

Omaha 

October  20,  1964 

Lovett,  Ivan  C.  12  47 

Scottsbluff 
July  4.  1964 


MacVean,  M.  M.  (Life) 2 38 


Nebraska  City 
August  21,  1964 

Matheny,  Z.  E.  (Life) 6 7 

Lincoln 

November  9,  1964 

McGee,  Robert  5 3 

St.  Edward 
September  17,  1964 


Miller,  C,  J.  (Life)  

Ord 

July  24,  1964 

9 

19 

Moore,  Clyde  (Life)  _ _ 
Omaha 
July  9.  1964 

1 

37 

Moore,  Harlan  E.  _ 
Sutherland 
August  9,  1964 

11 

31 

Pfeifer,  LaVeme  F. 
Lincoln 
May  7,  1964 

2 

30 

Powell,  M.  J. 
Falrbury 
October  7,  1964 

_ 7 

27 

Steinberg,  A.  A. 
Omaha 

1 

37 

March  22,  1964 
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I'  1964  Membership  Roster  Nebraska  State  Medical 

FIRST  DISTRICT 

I LEROY 

“ DOUGLAS 


OMAHA— 

‘ Abts,  A.  W. 

7906  Dodge  St. 

II  Adams,  Payson 

I 415  Doctors  Bldg. 

I Adamson,  James 

' 7663  Hascall  St. 

I (Merrick  Co.) 

Adkins,  Nathan 

E 622  Doctors  Bldg. 

Aftonomos,  Lefkos  T. 

5404  Ames  Ave. 

Aita,  John  A. 

2302  North  55th  St. 
Albertson.  L.  C. 

4118  No.  78th 
Allely,  John  R. 

434  Doctors  Bldg. 

Allen,  John  F.  (Life) 

La  Jolla,  Calif, 
i Alliband.  George  T. 

234  Doctors  Bldg. 

Allison,  George  J, 
i Ralston,  Nebr. 

I Andersen.  Alfred  C. 

I 4826  South  24th  St. 

Andersen.  M.  C. 

1120  Medical  Arts  Bldg. 
Anderson,  Harley  E. 

1 5002  Davenport 

Anderson,  Lawrence  L. 
1336  Medical  Arts  Bldg. 

I Angle,  Carol  R. 

418  South  82nd  St. 

' Angle.  Wm.  D. 

I 418  So.  82nd  St. 

Antony.  Arthur  C. 

' 5715  Military  Ave. 

Armbrust,  Walter 
5401  Leavenworth 
Arrasmith,  K.  Don 
3610  Dodge  St. 

Austria,  G.  O, 

2321  M St. 

Baca.  D.  E. 

2580  So.  90th  St. 

Bach,  Stanley  M. 

625  Doctors  Bldg. 

Bantin,  C.  F. 

6858  Minne  Lusa  Blvd. 
Bantin,  E.  W.  (Life) 

6862  Minne  Lusa  BNd. 
Bare,  James  E. 

120  W.  2nd,  Papillion 
Barmore  John  T,. 

8001  W.  Dodge  Rd. 
Barry,  M.  W. 

1416  Medical  Arts  Bldg. 
Barry,  Richard  V. 

1519  So.  55th 
Barta.  Frank  R. 

303  So.  56th  St. 

Bartek.  Julius  G. 

619  Barker  Bldg. 

Baum,  Cletus  J. 

403  Center  Bldg. 

Beber,  Meyer 

301  Doctor';  Bldg. 
Beitenman,  Edward 
Nebr.  Psychiatric  Inst. 
Bendorf,  D.  H. 

5434  No.  42nd 
Best.  R.  Russel! 

609  Doctors  Bld^. 
Bevilacqua,  Lee  R. 

4105  Harrison 
Bisgar^.  J.  Dewev 
542  Doctors  Bldg. 

Black,  Albert  S.,  Jr. 

1414  Medical  Arts  Bldg. 
Bleicher.  Jerome  E. 

2602  J Street 
Blodig,  John  L. 

2908  So.  74th 
Boelter.  Wm.  C. 

634  Doctors  Bldg. 

Bohi,  Daniel  G. 

534  Doctors  Bldg. 

Boler,  Thomas  D.  (Life) 
651  North  59th  St, 
Bonniwell.  Chas.  M. 

8613  North  30th  St. 
Booth,  Richard 

St.  Joseph’s  Hospital 
Borghoff,  Joseph  J. 

7906  Dodge  St. 


Brannen.  Chas.  F. 

1901  Missouri  Ave. 

Brazer,  J.  G. 

6114  Lafayette 
Bressman,  Chas.  M. 

8613  North  30th  St. 

Brett,  Dale  Edward 
609  Doctors  Bldg. 
Brinkman.  H.  H. 

5519  Military  Ave. 
Brodkey,  M.  H. 

320  Medical  Arts  Bldg. 
Brody,  Alfred  W. 

Creighton  Univ., 

School  of  Medicine 
Browne,  Kenneth  M. 

924  Medical  Arts  Bldg. 
Brush,  John  H. 

1329  Medical  Arts  Bldg. 
Bucholz.  Donald  J. 

3610  Dodge  St. 

Bunting,  Richard 
622  Doctors  Bldg. 

Burney,  Dwight  W.,  Jr. 

609  Doctors  Bldg. 

Burns,  B.  C.,  Sr. 

421  Farm  Credit  Bldg. 
Bums.  B.  C..  Jr. 

407  So.  86th  St. 

Cameron.  O.  J. 

1520  Medical  A^^ts  Bldg. 
Campbell,  Louis  S. 

Sacramento,  Calif. 
Camazzo.  S.  J. 

723  Barker  Bldg. 

Carp.  Oscar 

515  Medical  Arts  Bldg. 
Carter.  .Tames  G. 

8601  W.  Dodge  Rd. 
Cassidy.  W.  A. 

234  Doctors  Bldg. 

Catania,  Nancy 

820  Medical  Arts  Bldg. 
Christensen.  J.  B. 

1329  Medical  Arts  Bldg. 
Christlieb.  J.  M. 

7021  Bellevue  Blvd. 

Clark,  W.  M. 

111.3  Rpdick  Tower 
Cleaver,  Edgar 
6104^/4  Military 
Clemens,  Richard  P. 

2205  Military  Ave. 
Cochran,  Robert  M. 

452  Aquila  Court 
Coe,  John  D. 

409  Doctors  Bldg. 

Comine,  J.  J. 

412  Medical  Arts  Bldg. 
Connolly,  E.  A. 

502  Med.  Arts  Bldg. 
Connor.  P.  James 

628  Medical  Arts  Bldg. 
Connors,  E.  K. 

317  Doctors  Bldg. 

Cook,  Lyman  J.  (Life) 

1612  Medical  Arts  Bldg. 
Cotton.  Walter  T. 

834  Doctors  Bldg. 
Courtney,  J.  E. 

730  City  Natl.  Bank  Bldg. 
Crofoot.  Michael 
542  Doctors  Bldg. 

Crotty  Richard  Q. 

634  Doctors  Bldg. 

Davis.  Allan 
422  Doctors  Bldg. 

Davis.  Edwin  (Life) 
(Deceased  2-17-64) 

Davis,  Herbert  H.  (Life) 
P.O.  Box  1411, 

Peony  Park  Station 
Davis,  John  B. 

734  Doctors  Bldg. 

Davis,  J.  Calvin 
425  Aquila  Court 
Davis,  J.  Calvin,  III 
325  Doctors  Bldg. 

Davis,  Neal 

416  South  93rd  St. 
DeLanney,  L.  A.  (Life) 
Walnut  Creek,  Calif. 
Dendinger.  W.  M. 

402  Aquila  Court 
Denker,  John  C. 

Valley 

Dewey.  John  L. 

104  So.  39th  St. 

Dickerson.  Wm.  J. 

3610  Dodge  St. 


LEE,  Councilor 

Dinsmore,  James 
209  So.  42nd 
Donahue.  Francis  D. 

1204  Medical  Arts  Bldg. 
Donelan.  Jame.s  P. 

Guarantee  Mutual 
Life  Ins.  Company 
Doolittle,  H.  H. 

2580  So.  90th 
Dowell,  D.  A. 

816  Medical  Arts  Bldg. 
Drdla,  Theodore 
460  Aquila  Court 
Drozda.  Joseph  P. 

1315  Deer  Park  Rd. 
Dunlap,  James 

721  Med.  Arts  Bldg. 

Dunn,  D.  E. 

8053  Blondo  Plaza 
Dunn,  F.  Lowell 
847  Fairacres  Road 
Dutch,  Stephen  J. 

Nebr.  Psychiatric  Inst. 
Dworak,  Henry  L. 

503  Center  Bldg. 

Eagle.  Frank  L. 

1620  Medical  Arts  Bldg. 
Eaton,  Louise 

Nebr.  Psychiatric  Institute 
Eaton.  Merrill  T. 

Nebr.  Psychiatric  Institute 
Egan,  Richard  L. 

Creighton  Univ.  School 
of  Medicine 
Egan,  Wm.  J. 

456  Aquila  Court 
Elston.  Harry  R. 

4930  South  24th  St. 

Elston,  James  H. 

1107  Med.  Ai-ts  Bldg. 
Endres,  G.  L. 

5823  Burdette  St. 

Engdahl,  Wallace  E. 

8613  North  30th  St. 
Ewing,  John  D. 

1418  Medical  Arts  Bldg. 
Faier,  Robert  G. 

1528  Med.  Arts  Bldg, 
Fangman.  Richard  J. 

5002  Dodge  St. 

Farrell,  Chester  H. 

721  Medical  Arts  Bldg. 
Farrell  Robert  F.  (Life) 

San  Francisco,  Calif. 
Fellman.  A.  C. 

309  Doctors  Bldg. 

Fellows.  Chas.  E. 

132nd  & “L”  St.,  Millard 
Filkins,  John  C. 

521  Doctors  Bldg. 

Findley,  Palmer  (Life) 

3325  Fontenelle  Blvd. 
Finegan,  James 
415  Medical  Arts  Bldg. 
Finlayson,  Alister  I. 

924  Medical  Arts  Bldg. 
Fisher,  Eugene 
9006  Ohio 
Fitch,  Donald  Max 
Univ.  of  Nebr.  Hosp. 
Fitzgibbons,  Robert  J. 

1412  Medical  Arts  Bldg. 
Fitzmaurice,  Francis 
2820  So.  32nd  Ave. 
Fitzpatrick,  John  R. 

1429  Med.  Arts  Bldg. 
Fleishman.  Max 
260  Aquila  Court 
Fleming,  E.  F. 

3650  Burt  St. 

Foley,  John  F. 

Univ.  Hosp. 

Foster.  Miles  E..  Jr. 

Sycamore  Farm 
Waterloo,  Nebr. 

Francis.  Marvin  B. 

201  E.  20th  Ave.,  Bellevue 
Frank,  Muriel  N. 

Methodist  Hospital 
Freed,  Albert  E. 

8019  Dodge  St. 

Freymann.  John  J. 

Deceased  3-31-64 
Frost.  Dwight  M. 

4102  Woolworth 
Gardiner,  J.  F. 

628  Medical  Arts  Bldg. 
Gatewood,  John  W. 

326  Medical  Arts  Bldg. 


Association 


Gathman.  L.  T. 

10052  Corby  St. 

(Five  Co.) 

Gedgoud.  John  L. 

3925  Dewey 
George,  John  H. 

320  Doctors  Bldg. 

Gibbs.  Gordon  E. 

Univ.  of  Nebr.  College 
of  Medicine 
Giffen.  Horace  K. 

6025  Ogdt  n 
Gifford,  Harold 

1620  Medical  Arts  Bldg. 
Giles,  Wm.  F. 

915  Med,  Arts  Bldg. 
Gillies.  Ray  O.,  Jr. 

631  Medical  Arts  Bldg. 
Gleeson,  John  J.  (Life) 

2307  South  33rd  St. 

Glow.  Donald  Thomas 
3925  Dewey  Ave. 

Goodrich.  Guy  W. 

1107  South  79th  St. 
Graham.  William  E. 

8721  Shamrock  Rd. 

Graves,  Harris  B. 

434  Doctors  Bldg. 
Greenberg,  A. 

320  Medical  Arts  Bldg. 
Greenberg.  M.  M. 

1421  Dodge  St. 

Greenberg,  Richard  S. 

1421  Dodge  St. 

Greene.  Arthur  M. 

501  Doctors  Bldg. 

Greene,  Earl  G..  Jr. 

3703  Mormon 
Grier.  John  J. 

1107  Medical  Arts  Bldg. 
Grier,  M.  E. 

828  Medical  Arts  Bldg. 
Grier.  Thomas 

828  Med.  Arts  Bldg. 
Grissom,  Robert  L. 

U.  of  N.  College  of  Medicine 
Gross.  Joseph  F. 

1307  Medical  Arts  Bldg. 
Gunderson.  Shaun  D. 

Goshen,  Ind. 

Gurnett.  Thos.  J. 

527  Medical  Arts  Bldg. 
Hahn,  W.  N.  (Life) 
(Deceased  6-23-64) 

Haller,  Michael 
4105  Harrison 
Hamsa.  W.  R. 

609  Doctors  Bldg. 

Hanisch.  Louis  E. 

739  Doctors  Bldg. 

Hankins,  Chas.  R. 

823  Doctors  Bldg. 

Hansen.  Clifford  H. 

209  Doctors  Bldg. 

Hardy.  C.  C.  (Life) 
Willoughby,  Ohio 
Harley,  Wilbur  J. 

Westfield,  New  Jersey 
Hartigan,  John 

527  M^ical  Arts  Bldg. 
Hartmann.  Clarence 
6025  Ogden 
Hasl.  Robert  F. 

802  Medical  Arts  Bldg. 
Haslam.  George  J. 

618  Doctors  Bldg. 

Hawkins,  Robert  E. 

211  Medical  Arts  Bldg. 
Heaney,  Robert 
Creighton  Univ. 

Heffron.  John  F. 

2580  So.  90th  St. 
Henderson,  Harry  C. 

105  So.  49th  St. 

Henn,  Mary  J. 

U.  of  N.  College  of  Medicine 
Herrick,  Howard  D. 

Auburn,  Calif. 

Hession,  John  F, 

2602  J St. 

Heumann.  J.  M.  F.  (Life) 
6110  Military  Ave. 
Heywood.  Leo  T. 

828  Medical  Arts  Bldg. 
Hickey,  Charles  (Life) 
Bennington,  Nebr. 
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Hill.  F.  C. 

636  Medical  Arts  Bldg. 
Hodgson.  Paul  E. 

University  Hospital 
Hoffman.  Kenneth  C. 

Immanuel  Hospital 
Holcombe.  Robt.  C. 

3610  Dodge 
Holden.  W.  J. 

316  Medical  Arts  Bldg. 
Hood.  L.  Thomas 
209  South  42nd  St. 

Hoody.  Steve 
4801  Center  St. 

Horwich.  Joseph  M. 

717  Kilpatrick  Bldg. 

Hotz.  Harley 

1013  Redick  Tower 
Howard.  M.  D. 

802  Medical  Arts  Bldg. 
Hruby.  Allan  J. 

3169  Leavenworth 
Hubbard.  Theodore  F. 

1005  Meadow  Road 
Hughes.  Leo  V. 

3610  Dodge  St. 

Hughes.  W.  T. 

Gretna 

Hull.  Wayne  M.  (Life) 

St.  Petersburg.  Florida 
Hungerford.  Wm.  E. 

1904  Spencer  St. 

Hunt.  H.  B. 

Methodist  Hospital 
Hyde,  John  R. 

540  Center  Bldg. 

Iwerson.  Frank  J. 

1307  Medical  Arts  Bldg. 
Jackson.  Donald  R. 

8601  W.  Dodge  Rd. 
James.  Lawrence  R. 

728  Doctors  Bldg. 

Jaros.  S.  H. 

104  So.  39th 
Jenkins,  Harry 

113  Redick  Tower 
Jenkins.  Harry  J.  (Life) 
Deceased  10-20-64 
Jensen,  Werner  P. 

1420  Medical  Arts  Bldg. 
Jensen,  William 
9006  Ohio 
Jemstrom,  Roger 

7803  Woolworth  Ave. 
Johnson.  George  N. 

3569  Leavenworth 
Johnson.  Gordon  F. 

728  Doctors  Bldg. 
Johnson,  Herman  F. 

209  South  42nd  St. 
Johnson.  J.  A. 

602  Omaha  L.&.B.  Assn. 
Johnson.  Richard  N. 

3932  South  24th  St. 
Johnson,  Wm.  H. 

3724  No.  30th 
Jones,  John 
U of  N Hosp. 

Jones.  R.  Lester 

105  South  49th  St. 

Jones,  Robert  Dale 

105  South  49th  St. 

Joyer,  Robert 

432  South  39th  St. 

Judd,  J.  H. 

234  Doctors  Bldg. 
Jurgensen,  Wm.  W. 

9304  Leavenworth 
Kadavy,  G.  J.  (Life) 

2703  South  16th  St. 
Kalin.  John  A. 

1909  No.  81st 
Kammandel.  Henry 
415  Doctors  Bldg. 

Karrer,  F.  William 
8601  W.  Dodge  Rd. 
Keegan.  J.  Jay  (Life) 

669  No.  57th  St. 

Kelley,  J.  Whitney 

1513  Medical  Arts  Bldg. 
Kelley.  Wm.  E. 

1319  Medical  Arts  Bldg. 
Kelly,  Gerard 

816  Medical  Arts  Bldg. 
Kelly,  James  F.,  Jr. 

816  Med.  Arts  Bldg. 
Kelly,  James  F.,  Sr. 

816  Medical  Arts  Bldg. 
Kemp,  Daniel 
2218  L St. 

Kemp.  Wm.  T. 

3001  North  16th  St. 
Kennedy.  John  C. 

1520  Medical  Arts  Bldg. 
Kenney,  Emmet  M. 

Nebr.  Psychiatric  Inst. 


Kirk,  E.  J. 

434  Aquila  Court 
Klabenes.  Frank  J. 

234  Doctors  Bldg. 
Koszewski.  Bohdan  J. 

2602  J Street 
Kovar,  W.  R. 

3610  Dodge  St. 

Kovarik.  James  R. 

3568  Dodge  St. 

Kratochvil.  Bernard 
1307  Med.  Arts  Bldg. 
Kroupa.  W.  E. 

3568  Dodge  St. 

Krush.  Thaddeus  P. 

Nebr.  Psychiatric  Institute 
Kulesh  Morton  H. 

530  Loveland  Dr. 

Ladwig,  Harold  A . 

302  City  Natl.  Bank  Bldg. 
Langdon.  Edward 
823  Doctors  Bldg. 
Langdon.  Frederick  J. 

3610  Dodge  St. 

Langdon.  Robert  M. 

3568  Dodge  St. 

Lanspa.  Eugene  F. 

4801  Center  St. 

Larson.  Arthur  L. 

701  Doctors  Bldg. 
I.atenser.  John 
809  Doctors  Bldg. 

Latta,  C.  Rex 
710  Doctors  Bldg. 

Leahy,  James  J. 

3610  Dodge  St. 

Lee.  Leroy  W. 

800  Doctors  Bldg. 
Lehnhoff,  Henry  J. 

720  Doctors  Bldg. 

Lemon.  Henry  M. 

U.  of  N.  Hospital 
Lempka,  Arnold  W. 

502  Medical  Arts  Bldg. 
Lennox,  G.  B.  (Life) 

2527  Patrick  St. 

Levin,  Hugh  S. 

Creighton  Univ. 

Lewis.  Raymond  G. 

5015  Dodge  St. 

Lipp,  Frank  E.  (Life) 

5812  Pierce  St. 

Lombardo.  Anthony  J. 

3929  Harney 
Long,  Robert  S. 

8721  Shamrock  Road 
Longo.  Charles  A. 

2225  Jefferson 
Bellevue,  Nebr. 

Longo.  Joseph  A. 

710  Kilpatrick  Bldg. 

Look.  Charles  E. 

3610  Dodge  St. 

Loomis.  George  W. 

720  Doctors  Bldg. 

Lorincz,  Albert  B. 

Creighton  University 
Lovgren,  Robert  E. 

719  Doctors  Bldg. 

Luby,  Robert  J. 

828  Medical  Arts  Bldg. 
Lucas,  J.  F. 

815  W.O.W.  Bldg. 

Luikart.  Ralph 

708  Medical  Arts  Bldg. 
Lvman,  E.  D. 

1201  South  42nd  St. 
MacQuiddy.  E.  L.,  Jr. 

478  Aquila  Ct. 

Madsen.  C.  C. 

6104*(>  Military  Ave. 
Magid.  Bernard 
201  Doctors  Bldg. 

Magiera.  Stephen  L. 

209  Doctors  Bldg. 
Magruder,  Thomas  G. 

1512  South  60th  St. 
Mailliard.  James  A. 

527  Medical  Arts  Bldg. 
Malashock.  Edward  M. 

800  Doctors  Bldg. 
Mangimelli.  Samuel  T. 

723  Barker  Bldg. 
Margolin.  J.  Milton 
902  Medical  Arts  Bldg. 
Margolin.  Morris  (Life) 

902  Medical  Arts  Bldg. 
Marsh.  P.  Wayne 
Creighton  University 
Martin.  Paul  J. 

826  Medical  Arts  Bldg. 
Mauer,  R.  T. 

1520  Medical  Arts  Bldg. 
Maynard,  James  H. 

2505  North  50th  St. 


McArdle.  G.  Prentiss 
1215  Med.  Arts  Bldg. 
McAvin,  J.  S. 

Lutheran  Hospital 
McClarthy.  Harry  H. 

326  Medical  Arts  Bldg. 
McCarthy,  J.  D. 

1036  Medical  Arts  Bldg. 
McCarthy.  John  O. 

401  Center  Bldg. 

McCaslin.  Joseph 
6016  Ames  Ave. 
McCleneghan.  Sam  (Life) 
Route  1 
Valley.  Nebr. 

McCormick,  Keith  M. 

3610  Dodge  St. 

McCrann.  W.  J.  (Life) 

319  Medical  Arts  Bldg. 
McDermott.  Arnold 
712  Medical  Arts 
McDonald,  Raymond 
617  Medical  Arts  Bldg. 
McFadden,  Harry  W„  Jr. 

701  Doctors  Bldg. 

McGee,  Harry  E.  (Life) 

515  South  52nd  St. 
McGoogan,  Leon  S. 

3568  Dodge  St. 

Mclntire.  Matilda  S. 

602  So.  44th  St. 

Mclntire.  W.  C. 

3610  Dodge  St, 

McLaughlin,  C.  W..  Jr. 

409  Doctors  Bldg. 

McLeay,  John  F. 

1118  Med.  Arts  Bldg. 
McMartin,  W.  J. 

603  City  Natl.  Bank  Bldg. 
McMillan,  Aaron  M. 

2854  Wirt  St. 

McMurtrey,  George  B. 

110  Doctors  Bldg. 
McNamara,  J.  W.  (Life) 

334  Doctors  Bldg. 
McNamara,  Lee  T. 

334  Doctors  Bldg. 
McWhorter,  Clarence 
10711  Cedar 
Meissner,  Richard 
521  Doctors  Bldg. 

Melcher,  Wm.  C. 

10060  Miami 
Melcher.  Wm.  H.  (Life) 

9232  Dorcas 
Menolascino,  Frank  J. 

2318  So.  102nd 
Messer,  Robert  H. 

Univ.  Hosp. 

Meyers,  V.  Wm. 

326  Med.  Arts  Bldg. 

Miller,  Daniel  M. 

326  Doctors  Bldg. 

Miller,  Fletcher  A. 

St.  Joseph’s  Hosp. 

Minard,  David  W. 

3610  Dodge  St. 

Minthorn,  Murray  F. 

5620  Ames 
Mitchell,  John  R. 

4815  Dodge  St. 

Mnuk,  Frank  J. 

3374  South  13th  St. 

Moody,  W.  B.  (Life) 

530  Med.  Arts  Bldg. 

Moon,  C.  F.  (Life) 

207  South  42nd  St. 

Moore.  Clyde  (Life) 

Deceased  7-9-64 
Moore.  Ralph  C. 

2017  South  107th  Street 
Mooring,  Paul  K. 

301  Doctors  Bldg. 

Moragues,  Vincent 
Creighton  University 
Moran.  C.  S. 

St.  Catherine’s  Hospital 
Morris,  Haskell 

530  Medical  Arts  Bldg. 
Morrison,  Wm.  Howard 
710  Doctors  Bldg. 

Morrow.  Paul  N. 

3610  Dodge  St. 

Mountford,  Stanley 
Millard.  Nebr. 

Muehlig.  G.  Kenneth 
636  Med.  Arts  Bldg. 
Muehlig.  W.  A. 

636  Medical  Arts  Bldg. 
Muffly,  Robert  Benton 
Nebr.  Psychiatric  Inst. 
Mulcahy,  Gabriel 
Creighton  Univ., 

School  of  Med. 

Murphy,  Albert  V. 

826  Medical  Arts  Bldg. 


Murphy.  Charles  M. 

5901  Military  Avenue 
Murphy.  J.  Harry 
8601  W.  Dodge  Rd. 

Murphy,  Jerome  P. 

320  No.  20th  St. 

Murphy.  Robert  E. 

204  So.  42nd 
Murray,  Robert  G. 

Benson  Medical  Center 
Muskin.  Nathan 
2602  “J”  St. 

Musselman,  Merle  M. 

U.  of  N.  College  of  Medicine 
Nachman,  E.  A. 

1137  Medical  Arts  Bldg. 
Neis.  Delbert  D 
525  Doctors  Bldg. 

Neligh,  Rosalie  B. 

Woodmen  Circle 
33rd  and  Famam 
Nelson.  Floyd  C. 

2734  North  61st  St. 

Nemec,  C.  J.  (Life) 

1908  So.  15th  St. 

Neu.  Harold  N. 

324  Citv  Natl.  Bank  Bldg. 
Neihaus,  Friedrich  W’.  (Life) 
824  Doctors  Bldg. 

Niehaus.  Karl 
824  Doctors  Bldg. 

Nilsson.  Donald  C. 

4209  Douglas 
Nolan,  James  R. 

8420  W.  Center  Rd. 
Novak,  W.  F. 

307  Medical  Arts  Bldg. 
Oberst.  Byron  B. 

3925  Dewey 
Offerman.  A.  J. 

4805Vj  South  24th  St. 
Olnhausen,  Ronald  W. 

209  Doctors  Bldg. 

Olson,  Clitus  W. 

Leopoldville,  Africa 
Olson,  Leland  J. 

201  Doctors  Bldg. 

O’Neil.  Gerald  C. 

3610  Dodge  St. 

O'Neil.  James  J. 

612  Medical  Arts  Bldg. 
Organ.  Claude  H. 

914  Medical  Arts  Bldg. 
Osborn,  Leslie  A. 

Nebr.  Psychiatric  Institute 
Owens,  C.  A.,  Jr.  (Life) 
Dana  Point.  California 
Pantano.  Anthony  R. 

714  W.O.W.  Bldg. 

Parkison.  Donald 
Millard  Shopping 
Center,  Millard 
Paustian,  Frederick  F. 

301  Doctors  Bldg. 

Pearse,  Warren  H. 

University  Hospital 
Peartree.  Sherwood  P. 

415  Med.  Aids  Bldg. 
Pederson,  E.  Stanley 
622  Doctors  Bldg. 
Pemberton,  John  W. 

8601  W.  Dodge  Rd. 

Pepper,  M.  L. 

8601  W.  Dodge  Rd. 

Perrin,  Theodore 
St.  Joseph’s  Hosp. 

Peters,  Richard 

8420  W.  Center  Rd. 
Peterson.  Margaret  H. 

Nebr.  Psychiatric  Inst. 
Peterson.  Ronald  I. 

6025  Ogden 
Pfundt.  T.  R. 

Houston.  Texas 
Pinne,  George  F. 

421  Doctors  Bldg. 

Pirotte.  Richard  A. 

2533  South  90th  St. 

Placek,  Louis  T. 

211  Medical  Arts  Bldg. 
Pleiss.  Joseph  A. 

716  Medical  Arts  Bldg. 
Poepsel,  Howard  F. 

1012  Med.  Arts  Bldg. 
Potter.  Stanley  E. 

609  Doctors  Bldg. 

Potthoff,  Carl  J. 

U.  of  N.  College  of  Med. 
Pratt.  Peyton  T. 

600  Doctors  Bldg. 

Prescher.  Donald  A. 

5404  Ames 
Pruner,  A.  C.  (Life) 

717  Med.  Arts  Bldg. 
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Pullman,  George  R. 

Lutheran  Hospital 
Quaife,  Merton 
6108  Lafayette 
(Service — Buffalo  Co.) 
Quigley,  D.  T.  (Life) 

721  Medical  Arts  Bldg. 
Quinlan,  Maurice  F. 

6016  Ames 
Quiring,  Henry  J. 

2734  No.  61st  St. 

Ranee,  W.  T. 

730  City  Natl.  Bank  Bldg. 
Rasgorshek,  R.  H. 

425  Aquila  Court 
Rasmussen,  John  A. 

609  Doctors  Bldg. 

Rath,  Hans 

739  Doctors  Bldg. 

Rath,  Otto  G. 

3929  Harney 
Read.  Paul  S. 

6025  Ogden 
Redgwick,  J.  P. 

207  South  42nd  St. 

Reedy.  Wm.  J. 

324  City  Natl.  Bank  Bldg. 
Rees,  Barney  B. 

419  Doctors  Bldg. 

Reichstadt.  Paul  F. 

3001  North  16th  St. 
Reighter.  Kenneth  M. 

3665  Q St. 

Retelsdorf,  C.  Lee 
3610  Dodge  St. 

Richardson.  Francis 
Pueblo,  Colo. 

Ries,  Gerald 

1420  Med.  Arts  Bldg. 

Ring.  Floyd  O. 

509  Doctors  Bldg. 

Robertson,  G.  E. 

308  South  39th  St. 

Roffman,  Larry 
834  Doctors  Bldg. 

Boot.  Charles  M. 

3610  Dodge  St. 

Roth.  Wm.  F. 

Nebr.  Psychiatric  Inst. 
Rouse.  James  W. 

1012  Med.  Arts  Bldg. 
Rubnitz  A.  S. 

732  Medical  Arts  Bldg. 
Rumbolz.  Wm.  L. 

207  South  42nd  St. 

Bunco.  Vincent 

St.  Joseph’s  Hospital 
Ryder,  James  E. 

1901  Missouri  Ave. 

Sage,  John  C. 

8721  Shamrock  Rd. 
Satterfield,  R.  T. 

724  E.  Jefferson  St.,  Millard 
(Four  Co.) 

Schack.  Colin  B. 

207  South  42nd  St. 
Schenken.  John  R. 

Methodist  Hospital 


LANCASTER 

LINCOLN— 

Ahrens.  H.  G. 

339  No.  Cotner 
Alcorn,  F.  A. 

2201  South  11th  St. 

Allen,  Dale  R. 

3560  So.  48th 
Andrews,  Clavton  F.  (Life) 
(Deceased  3-27-64) 

Angle,  E.  E. 

3705  South  St. 

Arnholt.  M.  F. 

3421  ‘'O”  St. 

Arnold.  C.  H.  (Life) 

2480  Lake  St. 

Baldwin,  John  D. 

930  Stuart  Bldg. 

Ballew,  J.  W. 

1701  "K”  St. 

Bancroft,  Paul  M. 

1431  South  33rd  St. 
Barkey.  V.  S. 

6320  Havelock  Ave. 
Barthell.  John  H. 

1012  Sharp  Bldg. 

Becker,  W.  C.  (Life) 

1501  So.  52nd 
Bell.  C.  D. 

413  Sharp  Bldg. 


Schlietemier,  J.  P. 

1131  So.  99th 
Schmitz.  W.  H..  Sr. 

611  City  Natl.  Bank  Bldg. 
Schmitz.  Wm.,  Jr. 

611  City  Natl.  Bank  Bldg. 
Schreiner.  Gilbert  C. 

3929  Harney 
Schultz,  Lloyd 
325  Doctors  Bldg. 
Schwertley,  F.  J.  (Life) 

614  Barker  Bldg. 

Scott.  Nathaniel  C. 

5914  No.  52nd  St. 
Scott-Miller,  James  L. 

3929  Harney 
Shapiro.  Irving 

2010  North  66th  St. 

Shearer,  W.  L.  (Life) 

St.  Paul,  Minn. 

Shramek,  C.  J. 

511  R^ick  Tower 
Simanek,  George  F.  (Life) 
Colorado  Springs,  Colo. 
Simmons.  Cecil  F. 

4901  Mayberry 
(Burt  Co.) 

Simmons.  E.  E.  (Life) 

8233  No.  37th  St. 

Simonds,  Francis  L.  (Life) 

615  So.  38th  St. 

Simons,  Milton 

701  Doctors  Bldg. 

Simpson,  J.  E.  (Life) 

1229  First  Natl.  Bank  Bldg. 
Sinnott,  John  J. 

50th  and  “L”  St. 

Sjogren,  Merle 
105  So.  49th  St. 

Skoog,  Donald  P. 

618  Doctors  Bldg. 
Skoog-Smith.  Anton 
839  So.  93rd 
Slabaugh  Robert  A. 

8601  W.  Dodge  Rd. 

Slavik,  Edward  R. 

8422  W.  Center  Rd. 
Slunicko.  Jules  A. 

10806  Prairie  Hills  Dr. 
Slutzky.  Ben 

5009  Nicholas  St. 

Smith,  Clifford  L. 

506  Center  Bldg. 

Smith,  Dorothy  I. 

Uni.  of  Nebr.  Hosp. 

Smith.  Edward  J. 

403  Center  Bldg. 

Smith,  Francis  D. 

U.  of  N.  College  of  Med. 
Smith,  Richard  Dale 
111  Doctors  Bldg. 

Smith.  Thomas  T. 

211  Medical  Arts  Bldg. 
Sobota,  Jos.  E. 

3019  Ames  Ave. 

Solomon.  W.  W. 

3024  North  24th  St. 

Soule,  Mary  A. 

442  Doctors  Bldg. 


Srb.  Adolph  F. 

1719  South  16th  St. 

St.  Aubin  Paul  M. 

U.  of  N.  Col.  of  Med. 
Starr,  Philip  H. 

509  Doctors  Bldg. 
Steams.  R.  J.  (Life) 

2301  Ellison 
Steinberg,  A.  A. 

(Deceased  3-22-64) 
Steinberg.  M.  M. 

307  Medical  Arts  Bldg. 
Stoner.  Maurice  E. 

628  Medical  Arts  Bldg. 
Strough,  L.  C. 

Nebr.  Psychiatric  Inst. 
Stryker.  Robert  M. 

8284  Hascall  St. 

Sucha,  W.  L.  (Life) 

4017  Page  St. 

Sullivan.  H.  T. 

1036  Redick  Tower 
Sullivan,  James  F. 

5212  Webster  St. 
Sundell,  Ray 
3568  Dodge  St. 

Svehla,  Richard  B. 

528  Medical  Arts  Bldg. 
Swab,  C.  M.  (Life) 

1316  Medical  Arts  Bldg. 
Swab.  Elizabeth  M. 

1316  Medical  Arts  Bldg. 
Swenson.  Samuel  A„  Jr. 

110  Doctors  Bldg. 
Tamisiea,  Jerry  X. 

Methodist  Hospital 
Tanner.  John  W. 

8712  Pacific 
Taylor,  R.  J. 

2602  J St. 

Taylor.  Willis  H.,  Jr. 

3807  Cuming  St. 
Therien.  R.  C. 

701  Doctors  Bldg. 
Thomas.  John  Martin 
3929  Harney 
Thompson,  Dorothy  H. 

Methodist  Hospital 
Thompson,  Lynn  W. 

526  Doctors  Bldg. 
Tollman,  J.  P. 

Univ.  of  Nebraska 
College  of  Medicine 
Tranisi.  Carl  P. 

8420  W.  Center  Rd. 
Troia,  Carl 

1227  Med.  Arts  Bldg. 
Truhlsen,  Stanley  M. 

710  Doctors  Bldg. 
Tunakan,  Bulent 

Nebr.  Psychiatric  Inst. 
Turner,  Robert 

8420  W.  Center  Rd. 
VaVerka.  Jame^  W. 

219  Medical  Arts  Bldg. 
Vetter,  J.  G. 

721  W.O.W.  Bldg. 


DISTRICT 


SECOND 


JOHN  T.  McGREER,  JR.,  Councilor 


Bengtson,  John  W. 

3145  "O”  St. 

3itner.  Mary  S. 

State  Capitol 
(Platte  County) 

Black,  Paul  (Life) 

147  No.  9th 
Blum,  Henry 
Room  2. 

Nebr.  Theatre  Bldg. 
Boykin,  J.  Melvin 
Veterans  Hospital 
Bradley.  Warren  Q. 

924  Sharp  Bldg. 

Brauer,  Russell  C. 

4150  South  St. 

Brill,  I.  William 

Student  Health  Center, 
Univ.  of  Nebr. 

Brolsma,  M.  P. 

435  So.  16th  St. 

Brooks.  E.  B. 

939  Stuart  Bldg. 

Brooks,  Robert  A, 

1403  Sharp  Bldg. 
Brown,  John  A. 

412  Lincoln  Lib.  Life  I 
Cain,  Jerome  A. 

1550  South  17th  St. 
Calvert,  Thomas  D. 

800  So.  13th  St. 


Campbell.  W.  A. 

1321  Sharp  Bldg. 
Carveth,  W.  W. 

626  Sharp  Bldg. 
Cherry.  L.  D. 

921  Stuart  Bldg. 
Clothier,  John  G. 

Veterans  Hospital 
Clvne,  John  C. 

Plaza  Med.  Bldg,, 
339  No.  Cotner 
Cole,  Frank 
2430  Lake  St. 
Coleman.  F.  D 
3050  Stratford  St. 
Covey.  George  W. 

2900  Jackson  Dr. 
Crawford,  Mark  B. 

939  Stuart  Bldg. 
Cuka,  Dennis  J. 

1735  So.  20th  St. 
Curry,  John  R. 

1033  Stuart  Bldg. 
Davies,  L.  T. 

816  Sharp  Bldg. 
Dean,  G.  W. 

817  South  27th  St. 
Deppen.  E.  N. 

1500  ”P”  St. 


Vickery,  Robert  D. 

818  Doctors  Bldg. 
Waggener,  Ronald  E. 

Methodist  Hospital 
Wagner,  Daniel 
540  Center  Bldg. 
Waldbaum,  Milton  G. 

1512  South  60th  St. 
Walsh.  E.  M. 

5002  Dodge  St. 

Walvoord,  Carl  A. 

4052  Grand  Ave. 

Ware,  Frederick 
720  Doctors  Bldg. 
Waters,  C.  H.  (Life) 

843  Fairacres  Road 
Waters,  Chester  H..  Jr. 

209  South  42nd  St. 
Watke,  F.  M.  (Life) 

4624  Davenport 
Watland.  Dean  C. 

8601  W.  Dodge  Rd. 

Wax,  James  J. 

2718  No.  93rd  St. 

Weeks.  David  S. 

8284  Hascall  St. 
Weingarten,  Wm.  H. 

Ill  Doctors  Bldg. 
Wigton.  Robert  S. 

105  South  49th  St. 
Wilhelmj,  C.  M.,  Jr. 

634  Doctors  Bldg. 
Wilkie,  Louis  J. 

816  Medical  Arts  Bldg. 
Williams,  A.  Ruth 

612  Omaha  Loan  Bldg. 
Williams.  Perry  T. 

9015  Arbor  St. 

Williams,  Russell  R.,  Jr. 

1412  Medical  Arts  Bldg. 
Wilson.  Carlyle  E..  Jr. 

3610  Dodge  St. 

Wilson.  Donald  J. 

1113  Medical  Arts  Bldg. 
Wilson,  Richard  B. 

University  Hospital 
Wittson,  Cecil  L. 

U.  of  N.  Col.  of  Med. 
Wright.  W.  D. 

302  Doctors  Bldg. 

Wurl,  Otto  A. 

3610  Dodge  St. 

Wvrens.  Raymond  J. 

8601  W.  Dodge  Rd. 
Young,  George  A..  Jr. 

1317  Ridgewood  Ave. 
Zahller,  F.  Marshall,  Jr. 

60th  and  Ogden 
Zarbano.  Sebastian 
512  Center  Bldg. 
Zastera,  Jack  R. 

816  Medical  Arts  Bldg. 
Zoucha,  Adam  E. 

4320  South  24th  St. 
Zukaitis,  R.  R. 

7631  Main  St. 

Ralston.  Nebr. 


Deubler,  Keith 
Ft.  Riley,  Kansas 
Ebers,  Dale  W. 

800  South  13th  St. 

Ehrlich,  Robert  W. 

816  Sharp  Bldg. 

Emerson,  Clarence  (Life) 
1909  So.  33rd  St. 

Epp,  M.  J. 

1108  Sharp  Bldg. 
Fahnestock.  C.  L.  (Life) 
(Deceased  4-18-63) 

Ferciot.  C.  F. 

1000  South  13th  St. 

Fijan.  Kenneth  J. 

3145  "O'’  St. 

Finney,  L.  E. 

323  South  14th  St. 
Flansburg,  H.  E. 

1103  Sharp  Bldg. 

Frazer.  M.  D. 

Bryan  Memorial  Hospital 
Fritsch,  John  H. 

3145  “O”  St. 

Fuenning,  S.  I. 

Student  Health  Center, 

U.  of  N. 

Garlinghouse.  R.  E. 

140  South  27th  St. 
Garlinghouse.  R.  O. 

921  Stuart  Bldg. 
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Gartner,  Lee  D. 

903  Sharp  Bldg. 
Getscher,  Phillip  E. 

306  Sharp  Bldg. 
Gibson,  L.  V. 

915  Terminal  Bldg. 
Gilbert.  Louis  W. 

903  Sharp  Bldg. 
Gillespie.  Robert  W. 

500  So.  17th 
Goetowski.  Paul 

1000  South  13th  St. 
Gogela.  Louis  J. 

1318  Sharp  Bldg. 
Gorthey.  Russell  L. 

140  South  27th  St. 
Graham,  Hamlin 

1000  So.  13th  St. 
Grant,  Robert  S. 

48th  and  "A”  Sts. 
Gray,  Richard  W. 

State  Hospital 
Griffin,  Wm.  T. 

1405  Sharp  Bldg. 
Gutch,  Charles  F. 
Veterans  Hospital 
(Gage  County) 
Hachiya.  Keay 
3910  Stockwell 
Hanigan,  J.  J. 

1700  South  24th  St. 
Hansen.  Ho4»on  A. 

140  So.  27th  St. 
Harvey,  Harold  E. 

140  South  27th  St. 
Harvey,  Harry  E. 

140  South  27th  St. 
Hasty.  Robert  C. 

V.A.  Hospital 
Hathaway.  F.  H. 

1001  "O”  St. 
Heidrick.  Paul  J. 

739  Stuart  Bldg. 
Hervert,  J.  Wm. 

3145  '‘O"  St. 

Hillyer,  R.  A. 

135  South  14th 
Hilton,  Hiram  D. 

1405  Sharp  Bldg. 
Hineman,  Marquis 
V.  A.  Hospital 
(Northwest  Nebraska) 
Hobbs,  F,  T. 

6500  Holdrege  St. 
Hohlen,  K.  S.  J. 

2961  Sheridan  Blvd. 
Horn,  Harold  R. 

3145  ‘ O”  St. 

Hummel,  R.  O.  (Life) 
2435  Bradfield  Drive 
Jarvis,  W.  J. 

3145  • O"  St. 

Johnson.  L.  Palmer 
140  So.  27th  St. 
Jones.  Robert  K. 

48th  and  “A”  Sts. 
Kleinschmidt,  G.  W. 
Box  271. 

Lincoln  State  Hosp. 
Larson.  George  E. 

1301  Sharp  Bldg. 

Lau,  Glen  F. 

735  So.  56th  St. 

Lee,  Leonard  R. 

307  South  16th  St. 
Lewis,  George  E.,  Jr. 

723  Sharp  Bldg. 
Lewis.  L.  G.  H. 

1033  Stuart  Bldg. 
LeWorthy,  G.  Wm. 

3145  "O”  St. 

Lodge,  James  L. 

3145  “O”  St. 

Loudon.  John  R. 

1110  Sharp  Bldg. 


GAGE 

ADAMS— 

Waggener.  J.  T.  (Life) 

BEATRICE— 

Brott.  Cla'ence  R. 

109  So.  6th 
Brown.  R. 

109  So.  6th 
Chapp,  John 
821  No.  13th 


Loveland.  Grace 
909  Sharp  Bldg. 

Maness.  E.  Stewart 
1006  Sharp  Bldg. 

Marx,  L.  E. 

901  Federal  Sec.  Bldg. 

Marx,  Paul  D. 

901  Federal  Sec.  Bldg. 
Matheny,  Z.  E.  (Life) 
(Deceased  11-9-64) 

(Butler  Co.) 

Mathews,  M.  Jack 
307  So.  16th  St. 

Matson,  Guy  M. 

2737  North  49th  St. 
Matthews,  Donald  E. 

140  South  27th  St. 

Maxwell,  Paul  J. 

800  So.  13th  St. 

McCarthy,  T.  F.  (Life) 

5 Nebr.  Theatre  Bldg. 
McGinnis.  Kenneth  T. 

3145  -O"  St. 

McGreer,  John  T.,  Jr. 

924  Sharp  Bldg. 

Miller.  Harold  B. 

1403  Sharp  Bldg. 

Miller,  N.  R. 

735  Stuart  Bldg. 

Miller,  S.  D. 

5532  South  St 
Misko,  G.  H. 

706  First  Natl.  Bank  Bldg. 
Mitchell.  Howard  E. 

2300  South  13th  St 
Moessner.  S.  F. 

1025  Sharp  Bldg. 

Moore,  Robt. 

1010  Sharp  Bldg. 

Moore.  Y.  Scott 
135  So.  14th  St. 

Morgan.  Harold  S. 

140  South  27th  St. 

Morton,  H.  B. 

4401  Sumner 
Mueller,  R.  F. 

1425  Sharp  Bldg. 

Munger,  A.  D.  (Life) 
Bullhead  City.  Ariz. 

Munger,  Horace  V. 

140  South  27th  St. 

Nebe,  F.  M. 

943  Stuart  Bldg. 

Neely.  J.  Marshall 
Bryan  Memorial  Hosp. 
Neely,  Orvis  A. 

924  Sharp  Bldg. 

Neumayer.  Francis 
48th  and  “A”  Sts. 

Newell,  Charles  H. 

4848  Sumner  St 
Norman.  Chester  L. 

3560  South  48th  St. 

Nye,  William  F. 

950  Stuart  Bldg. 

Olnev.  R.  C. 

4600  Valley  Rd. 

Palmer,  Janet  Forbes 
343  Stuart  Bldg. 

Papenfuss,  Harlan  L. 

1403  Sharp  Bldg. 

Paulson.  H.  O. 

508  Sharp  Bldg. 

Peterson.  Paul  L. 

702  Sharp  Bldg. 

Pfeifer,  La  Verne  F. 

(Deceased  5-7-64) 

Place  Georc-e  E. 

4825  St  Paul  Ave. 
Podlesak,  J.  I. 

612-614  Terminal  Bldg. 
Pogge,  Raymond  C. 

Dorsey  Laboratories 
Purvis,  DonalJ  F. 

800  South  13th  St 


Reed.  E.  B. 

3145  ‘'O”  St 
Reese,  S.  O. 

816  Sharp  Bldg. 

Reeve,  Chas.  L. 

3560  So.  48th  St 
Rickman.  James  H. 

626  Sharp  Bldg. 

Rider,  Larry  (Life) 

835  Eldon  Dr. 

Rogers,  E.  A. 

State  Dept.  Health 
State  Capitol 
Rose,  Forrest  T 
916  Sharp  Bldg. 

Rose.  Kenneth  D. 

Uni.  of  Nebr.  Student 
Health  Center 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Sehnert,  Keith  W. 

Dorsey  Laboratories 
Shaffer,  Harry  D. 

724  Sharp  Bldg. 
Sharrar.  Lynn  E. 

719  Sharp  Bldg. 

Simon,  Nathan 
1701  ‘'K”  St 
Skworcow,  George 
Veterans  Hosp. 

Smith,  A.  L.,  Jr. 

510  Anderson  Bldg. 
Smith,  A.  L„  Sr. 

510  Anderson  Bldg. 
Stafford.  G.  E. 

800  South  13th  St 
Statton,  Roy  F. 

702  Sharp  Bldg. 

Stein,  Robert  J. 

930  Stuart  Bldg. 
Stemper,  Jack  M. 

4740  "A"  St 
Stewart,  Frank  A. 

2133  Winthrop  Rd. 
Stivrins,  Kazimirs 
3145  O St. 

Stivrins.  Patricia  Cole 
3145  O St 
Stone.  Frank  P. 

2300  South  13th  St. 
Stover,  Lee 

800  South  13th  St. 
Strader.  R.  M 
930  Stuart  Bldg. 
Synhorst,  Robert  B. 

903  Sharp  Bldg. 
Taborsky,  A.  F. 

629  Stuart  Bldg. 
Tanner,  Frank  H. 

1835  So.  Pershing  Rd. 
Taylor.  Bowen  E. 

3145  ‘•O"  St 
Taylor,  H.  A.  (Life) 

4728  St.  Paul  Ave. 

Teal.  F.  F.  (Life) 

2815  So.  37th  St 
Teal.  Fritz 

2300  South  13th  St 
Tenney  T.Iovd  E. 

1025  Sharp  Bldg. 
Thierstein,  Samuel  T. 

1108  Sharp  Bldg. 
Thomas,  R.  L. 

Medical  Village 
48th  and  "A”  Sts. 
Thompson,  J.  C. 

307  South  16th  St 
Thompson,  John  R. 
Student  Health  Center, 
University  of  Nebraska 
Thorough,  Paul  H. 

1325  Sharp  Bldg. 
Tomhave,  Wesley  G. 

307  So.  16th  St 


THIRD  DISTRICT 

W.  W.  WADDEL,  Councilor 


Elias,  H.  F. 

1200  So.  9th 
Frerichs,  C.  T. 

114  So.  6th 
Gillespie  Patrick  C. 

1110  No.  10th 
Hepper  en,  H.  M..  Jr. 

206  Steinmeyer  Bldg. 
McCieery,  D.  P. 

108  So.  6th 
Moell.  I..  Dwight 

109  So.  6th 
Peene'  D 'M  H. 

205  No.  19th 


Penner.  Elmer  L. 

205  No.  19th 
Porter,  John  W. 

1200  So.  9th 
Rathhun.  Sanford  M. 

114  So.  6th 
Taylor.  R.  W. 

108  So.  6th 
Waddell.  J.  C.  (Life) 

114  So.  6th 
Waddell  W.  W. 

114  So.  6th 
Wildhaber,  Wm.  T. 

710  East  Court  St. 


Toren,  Richard  C. 

135  So.  14th 
Troester,  Otto  S. 

924  Sharp  Bldg. 
Underwood,  G.  R. 

5826  "J”  St 
Wallace,  Hobart  E. 

5145  "O’  St 
Warner.  Ruth  A. 

909  Stuart  Bldg. 
Weaver,  Walt 

512  First  Natl.  Bank 
Webb  A.  H. 

1130  “H”  St 
Webman,  A.  I. 

3210  So.  28th  St. 
Webster,  F.  S. 

1000  South  13th  St. 
Wegner,  E.  S. 

724  Sharp  Bldg. 
Welch,  J.  S.  (Life) 
Rochester,  Minn. 
Wendt,  Bernard  F. 

735  South  56th  St. 
Weston,  Irving  E. 

735  So.  56th 
Weyhrauch,  Wm.  R. 

3145  “O”  St 
Whitla,  Fay  E. 

2737  No.  49th 
Whitlock.  H.  H. 

805  Sharp  Bldg. 
Wiedman,  J.  G. 

339  No.  Cotner 
Wiedman,  Wilbur  G. 

135  So.  14th  St. 
Williams,  Jon  T. 

435  South  16th  St. 
Wilson,  Nat  J. 

V.A.  Hospital 
Wood,  Maynard  A. 

3145  “O”  St 
Woodward,  J.  M. 

910  Sharp  Bldg. 
Zeman,  E.  D. 

1145  South  St 


CASS 

ELMWOOD— 

Knosp,  Glen  D. 

LOUISVILLE— 
Worthman.  H.  W. 

MURRAY— 

Tyson,  R.  W. 

NEHAWKA— 
Andersen,  R.  R. 

PLATTSMOUTH— 
Brendel.  R.  F. 

Dietz.  Robert  J. 

WEEPING  WATER— 
Kunkel,  L.  N. 


OTOE 

NEBRASKA  CITY— 
Bonebrake,  A.  H. 
Burbridge,  Glen  E. 
Fenstermacher,  R.  C. 
Gilligan,  J.  P. 

Kenner,  W.  C. 

Ma-Vean,  M.  M.  (Life) 
(Deceased  8-21-64) 
Stonecypher,  D.  D.,  Sr. 
Weekes.  T.  L. 

Weldon.  R.  C. 

SYRACUSE— 
Formanack,  C.  J. 

Gately.  H.  S. 

Williams,  C.  R. 


WYMORE— 

Nelson.  J.  C. 

Samuelson.  Myron  Earle 
Thomas,  C.  W.  (Life) 


NEMAHA 

AUBURN— 

Bence,  Jackson 
Irvin,  I.  W.  (Life) 
Krickbaum,  John  H. 
Scott,  Paul  M. 
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PAWNEE 


PAWNEE  CITY— 
Anderson,  A.  B..  Jr. 
Stewart.  H.  C. 


MADISON 

MADISON— 

Berrick,  Wm.  H. 

Ewing,  Eugene  G. 

NEWMAN  GROVE— 
Carlson.  Emery  W. 

NORFOLK— 

Adams,  Gordon  D. 

900  Norfolk  Ave. 

Brauer.  S.  H. 

Rt.  2 

Charlton.  George  E.  (Life) 
Colorado  Springs,  Colo. 
Conwell,  G.  D. 

609  Norfolk  Ave. 

Dahlheim,  Harold 
100  No.  13th 
David,  Joseph 

1109  Norfolk  Ave. 

(Holt  and  N.W.) 

Dunlap,  James 
1112  Verges 
Earner,  B.  R. 

900  Norfolk  Ave. 

Hansen,  Warren 

Norfolk  State  Hosp. 
(Cuming  Co.) 

Ingham.  Chas.  G. 

Box  902,  Norfolk  St.  Hosp. 
Klaas.  R E. 

13th  & Nebraska 
Lear,  W.  J. 

900  Norfolk  Ave. 

Martin,  Francis 
1103  Madison 
Pollack.  John  D. 

Rt.  3,  312  Valley  View  Dr. 


DODGE 

DODGE— 

Srb,  G.  J. 

FREMONT— 

Bridges,  James 

1725  E .Military 
Chleborad,  Wm.  J. 

1501  N.  Hancock 
Davies.  Dale  H. 

450  E.  23rd 
Eaton.  William  Bryon 

204  I.O.O.F.  Bldg. 
Harvey.  Alexander  T. 

2195  N.  Broad 
Harvey,  Andrew  (Life) 

631  N.  Main 
Haslam.  G.  A. 

625  N.  Main 
Hill.  W.  H. 

1737  E.  Military 
Jakeman,  Harry  A. 

2195  N.  Broad 
Merrick.  A.  J. 

1005  E.  23rd 
Millett,  Geo.  J. 

2195  N.  Broad 
Morrow.  H.  H. 

423  W.  11th 
Nelson.  Carrol  C. 

2195  N.  Broad 
Reeder.  Grant  (Life) 

212  First  Natl.  Bank 
Re-der  Robert  C. 

212  First  Natl.  Bank 
Seiver,  Charlotte 

597  E.  6th 

Smith,  Harold  G„  Jr. 

1725  E.  Military 


RICHARDSON 

FALLS  CITY— 
Brennan,  Louis  V. 

Cowan.  S.  D. 

Farmer,  Wm. 

Gentry,  Richard  D. 
Gillispie,  J.  D. 


Glenn,  W.  V. 
Heins,  Robert  L. 

HUMBOLDT— 
Heim,  H.  S. 
Stappenbeck.  A.  P. 


FOURTH  DISTRICT 

GEORGE  SALTER,  Councilor 


Salter,  George  B. 

900  Norfolk  Ave. 
Schwedhelm,  A.  J. 

13th  & Nebraska 
Stehl,  C.  H.  L. 

Box  902 

Stewart.  George  J. 

Box  408,  719  Norfolk  Ave. 
Surber,  E.  G. 

Box  225 

Verges,  C.  J.  (Life) 

Box  117 
Verges,  Val  C. 

Box  279,  105  So.  8th 
TILDEN— 

Barr.  Carl  C. 

Barr.  Robert  E. 

CUMING 

BEEMER— 

Kelley.  Robert  C. 

WEST  POINT— 

Chadek,  L.  J. 

Ericson,  L.  L. 

Scherer,  Robert  H. 

Sucha,  Eugene 
Thompson,  I.  L.  (Life) 
Worthman.  John 
(Cass  Co.) 

PIERCE 

OSMOND— 

Mailliard,  A.  E. 

PIERCE— 

Calvert,  John  H. 

Devers,  W.  I. 

PLAINVIEW— 

Kopp,  Robert  E. 


KNOX 

BLOOMFIELD— 

Kohtz,  R.  H. 

Nagengast,  Delwyn  J. 

CREIGHTON— 

Green,  Carl  R. 

Wright.  W.  E. 

NIOBRARA— 

Neil.  Stanley  Roy 
WAUSA— 

Tollefson,  Richard  L. 

VERDIGRE— 

Carlson.  James  C. 

STANTON 

STANTON— 

Tennant,  H.  S. 

ANTELOPE 

ELGIN— 

Graham.  W.  W. 

NELIGH— 

Curtis,  E.  E.  (Life) 
McClanahan,  Frank  C.,  Jr. 
Peetz.  Dwaine  J. 

ORCHARD— 

Fletcher,  D.  L.  (Life) 
(Deceased  9-13-64) 

CEDAR 

(Five  County) 
COLERIDGE— 

Dewey.  F.  G.  (Life) 
HARTINGTON— 

Vlach,  C.  J. 


FIFTH  DISTRICT 

H.  D.  KUPER,  Councilor 


Sorensen,  Robert  M. 

1135  N.  Oak 
Waring,  F.  Thomas 
203  lOOF  Bldg. 
Wengert.  D.  B. 

640  N.  “H”  St. 
Yost,  Howard 
215  E.  22nd 

NORTH  BEND— 
Dyer,  J.  L. 

HOOPER— 

Heusel,  Wm.  G. 


WASHINGTON 

ARLINGTON— 

Block,  D.  M. 

(Dodge  Co.) 

Block,  Dean  M. 

(Dodge  Co.) 

BLAIR— 

Bagby,  Kenneth  C. 
Goehring,  W.  E. 

Grace.  Leslie  I. 

Howard,  C.  D. 

Sievers,  Rudolph 


COLFAX 
CLARKSON— 
O'Neal.  John  R. 

SCHUYLER— 
Fencl,  Howard  S. 
Myers,  H.  Dey,  Jr. 
Sucha.  Merlin  L. 


BOONE 

ALBION— 

Smith,  Roy  J. 
Spethman,  Gerald 

CEDAR  RAPIDS— 
Reeder.  W.  J 
ST.  EDWARD— 
McGee.  Robert 

(Deceased  9-17-64) 


BURT 

LYONS— 

Radin,  Robert  V. 

OAKLAND— 
Mullmann.  Arnold  J. 
Tibbels.  R.  H. 

TEKAMAH— 

AMen.  J.  G. 

(Deceased  7-3-64) 
Lu  ens.  1. 

Morrow,  L. 

Sauer,  L.  E. 


PLATTE 

COLUMBUS— 
Anderson.  R.  C. 

1359  26th  Ave. 
Brillhart.  E.  G. 

loth  St.  and  31st  Ave. 
Burns,  Robert  I. 

135  E.  Parkway 
Camnb^ll.  C.  H.  (Life) 
Wagner’s  Lake 


JOHNSON 


TECUMSEH— 
Schutz.  John  C. 
Sorrell,  Michael 


LAUREL^ 

Carroll,  R.  P. 

Lutton,  J.  D. 

RANDOLPH— 
Billerbeck,  Henry  J. 

Peters.  G.  E. 

DIXON 

(Five  County) 

PONCA— 

Bray.  R.  E. 

WAKEFIELD— 

Coe,  C.  M. 

THURSTON 

(Five  County) 
PENDER— 

Keown.  J.  T.,  Jr. 

Muffly,  Chas.  G. 

DAKOTA 

(Five  County) 
SOUTH  SIOUX  CITY— 
Reynolds,  Wm.  E. 

WAYNE 

(Five  County) 
WAYNE— 

Benthack,  Robert  B. 
Benthack.  Walter 
John.  George  L. 

Matson,  Roy  M 


Deyke,  Vem  F. 

13th  St.  and  31st  Ave. 
Heine,  Clinton  D. 

13th  St.  & 31st  Ave. 
Heiser.  E.  N. 

13th  St.  and  31st  Ave. 
Kuper,  H.  D 
2511  15th 

Lemke,  Theo.  J.,  Jr. 

1454  28th  Ave. 

Medlar.  Clyde  A. 

1454  28th  Ave. 

Miller.  W.  R. 

1454  28th  Ave. 
Rundquist,  R.  B. 

2360  Pershing  Road 
Sojka,  Louis  A. 

2413  23rd 


NANCE 

FULLERTON— 
Maly,  James  C. 

GENOA— 

Bass,  R.  L. 

Dalton.  Kenneth  R. 
Davis,  Homer  (Life) 


MERRICK 

CENTRAL  CITY— 
Campbell.  John 
Holmes,  Lee  C. 
Treptow.  Kenneth  R. 
Zikmund.  E.  T, 
CLARKS— 

Douglas.  R.  R. 
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BUTLER 

DAVID  CITY— 
Ekeler,  Louis  J. 
Kaufman,  Jack 
Niehaus,  Wm.  C. 
Rudolph,  Larry 


SEWARD 

MILFORD— 

Frans,  James  R, 

SEWARD — 

Carr,  J.  W. 
Herpolsheimer,  R.  W. 
Hill,  W.  Ray 
Hoff,  R.  Paul 
Morrow,  B.  E.  (Life) 
Pitsch,  Richard  M. 
Stanard,  John  T.  (Life) 
Watson,  V.  Robert 


SALINE 

CRETE— 

Fomey.  L.  W. 

Kreitler,  Frank 
Torrance,  Calif. 
Larson,  S.  L. 

Nelson,  Lyle 
Quick.  Robert 

DE  WITT— 

Runty,  H.  D.  (Life) 
(Gage  Co.) 

FRIEND— 

Colon,  V.  Franklin 
Hamilton,  F.  T.  (Life) 
Zimmer,  Clarence 


SHERIDAN 

(Northwest  Nebraska) 
GORDON— 

Wanek,  Frank 
Watson,  Donald 

RUSHVILLE— 

Crum.  H.  V. 

Hook,  R.  L. 

HAY  SPRINGS— 

Owen,  Bernard  A. 


HALL 

CAIRO— 

Harb,  Fred 

GRAND  ISLAND— 
Adams,  Leo  M. 

First  Natl.  Bank  Bldg. 
Anderson,  H.  C. 

217  N.  Pine,  Box  801 
Anderson,  John  S. 

1704  "W.  2nd 
Arrasmith,  W.  J 
(Deceased  2-19-64) 
Bechtel,  M.  D. 

1806  N.  Clebum  St. 
Bosley.  Warren  G. 

418  W.  Division 
Brugh.  E.  A. 

323  W'.  Koenig 
Campbell,  John  F. 

702  W.  Koenig 
DeMav.  G.  H. 

721  W.  7th 


SIXTH  DISTRICT 

C.  L.  ANDERSON.  Councilor 


UTICA— 

Kamprath,  Coll  Q. 

Tegucigralpa.  Honduras 
Kamprath.  Wilmar  M. 
Tegucigalpa,  Honduras 


SAUNDERS 

ASHLAND— 

Baer.  B.  H. 

(Deceased  3-29-64) 
Williams,  Martin  P. 

CERESCO— 
Youngman,  R.  A. 

YUTAN— 

Norton,  Robert 
WAHOO— 

French,  Ivan  M. 
Hansen,  John  E. 
Hinrichs.  E.  J. 

Lathrop,  M.  E. 


Pestal,  Joe  (Life) 
Rawlins,  Wyo. 
Wallace.  Stephen  E. 
Way,  Charles 


YORK 

YORK— 

Anderson,  Leo 
Bell,  James  D. 

^ell,  J.  S. 

Brown,  A.  R. 
Greenoerg,  B.  N. 
Harry,  R.  E. 

Karrer,  F.  W.  (Life) 
Karrer,  Robert  E. 
Kilgore.  W.  S. 
Nordlund.  Harold  M. 
Wilkins,  Gene 


HENDERSON— 
Friesen,  H.  F. 
Hieb.  Wilbert  E. 


SEVENTH  DISTRICT 

CHAS.  F.  ASHBY,  Councilor 


WILBUR— 

Travnicek,  F.  G. 

THAYER 

ALEXANDRIA— 
Tucker,  J.  Guy 
BYRON— 

Decker,  Rudolph  F.  (Life) 
DESHLEB— 

Reed,  Paul  A. 

DAVENPORT— 
Mountford,  F.  A. 

HEBRON— 

Bunting,  L.  G. 

Penry,  R.  E. 


NUCKOLLS 

NELSON— 

Howe,  Robert 

SUPERIOR- 
Ma-son.  C.  T. 

McMahon,  C.  G.  (Life) 

FILLMORE 

GENEVA— 

Ashby,  A.  A. 

Ashby,  Chas.  F. 

Lynn.  Vincent  S. 


EIGHTH  DISTRICT 

REX  WILSON.  Councilor 


BOYD 

(Holt  and  Northwest) 
LYNCH 

Becker,  Wm.  F. 

ROCK 

(Holt  and  Northwest) 
BASSETT— 

Gilg.  A.  Dean 
(Dawson  Co.) 

Mabie,  James  E. 

Panzer,  H.  J. 


HOLT 

(Holt  and  Northwest) 

ATKINSON— 

Ramsay,  James  E. 
Serbousek,  Richard 

O’NEILI^ 

Carstens,  Geo.  J. 

Waters.  Robert  W. 

Wilson,  Rex  W, 


NINTH  DISTRICT 

DAN  NYE,  Councilor 


DeMay,  Richard  F. 

721  W.  7th 
Easley.  John  H. 

220  Hedde  Bldg. 

Filip,  Alexander  J. 

704  W.  1st 
Forester,  Karl 
(Adams  Co.) 

Soldiers  & Sailors  Home 
Geer,  Robert  R. 

105  N.  Eddy 
Gilloon,  A.  G. 

1802  N.  Cleburn 
Graupner,  G W. 

217  N.  Pine 
House,  Robert  M. 

Box  662 
Imes,  Loren  E. 

820  W.  Division 
Koefoot,  Robert  R. 

706  W.  1st 

Longacre.  O.  E.  (Life) 
Soldiers  & Sailors  Home 
(Butler  Co.) 


Maggiore,  Carl  H. 

702  W.  1st 
McDermott,  K.  F. 

1704  W.  2nd 
McGrath.  Chas.  Dean 
1704  W.  2nd 
McGrath.  Wilmar  D. 

1704  W.  2nd 
McGrath.  W.  M. 

First  Natl.  Bank  Bldg. 
Mongeau,  D.  C. 

702  W.  Koenig 
Nabitv.  Stanley  F. 

217  N.  Pine 
Profitt,  J.  Alfred 
704  W.  Koenig 
Racines.  J.  Y. 

(Howard  Co.) 

Soldiers  & Sailors  Home 
Russell.  Harry 
Box  801 

Ryder,  Frank  D. 

1902  W.  Charles 
Sloss,  Pierce  i 
1310  W.  Charles 


HAMILTON 

AURORA— 

Larson.  Donald  J. 

(Lancaster  Co.) 
Murphy,  John  E. 
Steenburg,  D.  B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 

Washington.  D.C. 
Steenburg,  Houtz  (3. 
Woodard,  J.  M. 

HAMPTON— 
Troester,  O.  M.  (Life) 

POLK 

OSCEOLA— 

Carson,  Jim  S. 

Eklund,  H.  S. 

Rydberg,  C.  A.  (Life) 
(Custer  Co.) 
STROMSBURfJ— 
Anderson.  C.  L. 

Olsen,  Richard  Y. 

SHELBY— 

Bierbower.  R.  L. 


JEFFERSON 

FAIRBURY— 

Cassel,  R.  L. 

Falloon,  Frank 
Hughes.  D.  O. 

Johnson,  (Jordon  O. 
Kenney,  K,  J. 

T.uce,  R.  P. 

Powell,  M.  D.  (Life) 
(Deceased  10-7-64) 
Yoachim,  W.  P, 

CLAY 

SUTTON— 

Nuss.  H.  V. 


BROWN 

(Holt  and  Northwest) 
AINSWORTH— 
Anderson,  R.  C. 
Shiffermiller,  Floyd 

CHERRY 

(Holt  and  Northwest) 
VALENTINE— 

Deakin,  Thos.  W, 

Famer,  John  E. 

Gordon,  J.  L. 

Johnson.  Wilbur  E. 


Watson.  Donald  P. 

704  W.  Koenig 
Watson.  E.  A. 

710  W.  Koenig 
Woodin.  J.  G. 

1823  N.  Park 
Woodruff.  Bradley  B. 

1310  W.  Charles 

BUFFALO 

GIBBON— 

Sallenbach,  Donald  H. 

KEARNEY— 

Bancroft,  B.  R. 

Kearney  Medical  Arts  Bldg. 
Bauer,  Lawrence  Wm. 

211  W.  33rd 
Curtiss,  Chas.  P. 

7 W.  31st 

Hansen,  H.  C.  (Life) 

2206  12th  Ave. 

Jester,  R.  F.  Sr.  (Life) 

814  W.  23rd 
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Jester,  Royal  F.,  Jr. 

214  W.  25th 
Johnson,  O.  D. 

103  W.  22nd 
Johnson,  Richard  D. 

103  W.  22nd 
Johnston,  Raymond  F. 

No.  3 W.  27th 
Johnston,  R.  S. 

No.  3 W.  27th 
Kimball,  Kenneth  F. 

9 West  31st 
Lane,  L.  D. 

211  W.  33rd 

McCammond,  John 

11  W.  31st 
Mueller,  Albert 

Good  Samaritan  Hosp. 
Nutzman,  Wm. 

State  Hospital 
Nye,  Dan  A. 

5 W.  31st 
Peck,  James 

7 W.  31st 
Richards,  F.  L. 

214  W.  25th 
Rosenlof,  R.  C. 

5 W.  31st 
Smith,  Harold  V. 

211  W.  33rd 
Smith,  L.  R. 

211  W.  33rd 
Staley,  Sanford  O. 

11  W.  31st 
Steffens.  L.  C. 

211  W.  33rd 
Stevenson,  B.  M. 

211  W.  33  rd 


ADAMS 

HASTINGS— 

Anderson,  H.  F. 

419  N.  Burlington  Ave. 
Charlton,  George  Paul 
418  N.  Hastings  Ave. 
Dean,  Earl  J. 

708  Eastside  Blvd. 
Foote.  C.  M. 

422  N.  Hastings  Ave. 
Foote,  D.  B. 

422  N.  Hastings  Ave. 
Foote.  E.  C.  (Life) 

422  N.  Hastings  Ave. 
Glenn,  Elmer  E. 

620  N.  Denver  Ave. 
Guildner,  C.  W. 

131  N.  Hastings  Ave. 
Hoffmeister.  George  F. 

418  N.  Hastings  Ave. 
Holcomb.  Gerald  R. 

1018  N.  Burlington 
Jolly-Fritz.  Roletta 
Greensboro,  No.  Car. 
Kingsley,  D.  W„  Sr. 

105  Foote  Bldg. 
Kingsley,  D.  W.,  Jr. 

422  N.  Hastings 
Kleager,  Clyde  L. 

620  N.  Denver 
Kostal,  0.  A. 

618  N.  Denver,  Box  174 
Kuehn,  Gerald  A. 

418  N.  Hastings  Ave. 
Landgraf,  Chas.  W.,  Jr. 

605  N.  Denver  Ave. 
Mastin.  Robert  L. 

Rt.  2,  Hastings 
Mclntire,  Robert  H. 

612  W.  6th 
Mclntire,  Russell 
715  N.  St.  Joseph 
McMillan.  John  A. 

Box  67 

McNeill,  L.  S. 

605  N.  Denver 
Murray,  Don  E. 

604  W.  6th 
Pinney,  George  L. 

418  N.  Hastings 
Richard.  Warren  E. 

715  N.  St.  Joseph 
Rutt,  Fred  J. 

704  Eastside  Blvd. 

Shaw,  W.  L.  (Life) 
Reseda.  Calif. 

Shreck,  H.  W. 

422  N.  Hastings  Ave. 
Smith,  Robert  C. 

Box  276 


Ward.  Vernon 
5 W 31st 
Wilcox,  M.  B. 

214  W.  25th 

RAVENNA— 
Carignan,  Chas.  B.,  Jr. 

CUSTER 

ANSELMO— 

Spivey,  C.  D.  (Life) 

ANSLEY— 

Wilcox.  C.  W. 

BROKEN  BOW— 
Blair.  R.  L. 

Koefoot,  R.  B. 

Koefoot,  Theo.,  Jr. 
Lucas,  Thomas 

CALLAWAY— 
Chaloupka.  M.  L. 
(Buffalo  Co.) 

DAWSON 

COZAD- 

Hranac.  Chas.  Eugene 
Rosenau,  O.  P. 

Scholz,  Jack  Victor 
Sitorius,  Rodney  A. 

GOTHENBURG— 
Ayres.  M.  J. 

Inslee,  Donald  O. 

Perry.  S.  H. 

Pyle,  B.  W. 


LEXINGTON— 
Finegan,  John  C. 
Haskins,  J.  R. 
Long,  Wm.  B. 
McGee,  Dean 
Norall,  V.  D. 
Olsson,  P.  Bryant 
Watson.  E.  A. 
Wycoff,  Ray  S. 


HOOKER 

MULLEN— 
Blattspieler,  S.  F. 

(Lincoln  Co.) 

Saults,  Chas.  F. 

(Box  Butte  Co.) 


HOWARD 

ST.  PAUU- 
Hanisch,  E.  C. 
Hanisch,  Richard 
Hanisch,  Robert 
Mathews,  M.  D. 


GREELEY 

(Four  County) 
SCOTIA— 

Reeves,  E.  Howard 
(Howard  Co.) 

SPALDING— 

Fox.  Robert  J. 
Sullivan,  M.  M.  (Life) 


TENTH  DISTRICT 

L.  S.  McNeill,  Councilor 


Wagmer,  Loyd 

Mary  Lanning  Hospital 
Weber.  C.  R. 

612  W.  6th 
Weiler,  Leo 
204  Foote  Bldg. 

Welch,  Geo.  L. 

418  N.  Hastings 
Yost,  John  G. 

608  W.  6th 

INGLESIDE— 
Anderson,  A.  W. 
Gouldman,  Carl 
Box  240 
Kadel,  M.  A. 

Lunde,  F. 

Box  238 
McDaniel,  V.  S. 

Box  148 
O’Donnel,  H.  J. 


FRANKLIN 

FRANKLIN— 
Doering,  William 
Thomas,  Conrad 


HARLAN 

ALMA— 

Bartlett,  W.  C.  (Life) 
Long,  James  S. 
Walker.  Hiram  R. 

ORLEANS— 
McGrew,  K.  C. 

Rider,  E.  E.  (Life) 
(Lancaster  Co.) 


WEBSTER 

BLUE  HILL— 
Kamm,  Frank 
(Adams  Co.) 

RED  CLOUD— 
Bennett,  Wilbur  Keitb 
(Adams  Co.) 

Obert,  Francis 
(Adams  Co.) 


RED  WILLOW 

(Southwest  Nebraska) 
McCOOK— 

Batty,  John  L. 

310  W.  7th 
Dickinson,  L.  E.,  Jr. 

114  E.  “C"  St. 
Donaldson,  J.  H..  Jr. 

602-604  Norris  Ave. 
Jones,  R.  T.  (Life) 

217  Norris  Ave. 

Karrer.  F.  M. 

310  W.  7th 
Kuxhausen,  Donald 
McCook  Clinic 
Leininger,  E.  F. 

114  W.  “C”  St. 

Mason,  Roger  Dale 
305  E.  1st 

Morgon,  D.  H„  Sr.  (Life) 
305  E.  1st,  Box  491 
Morgan,  Donal  H.,  Jr. 

305  E.  1st.  Box  491 
Shank,  F.  W. 

310  W.  7th 


DUNDY 

(Southwest  Nebraska) 
BENKLEMAN— 

Stout,  Kenneth  C. 


CHASE 

(Southwest  Nebraska) 
IMPERIAL— 

Hoffmeister.  George  (Life) 
Shopp,  Bryce  G. 

Smith,  Fay 
Yaw.  Elwood 

WAUNETA— 

Carlson,  C.  R. 


HITCHCOCK 

(Southwest  Nebraska) 
STRATTON— 

Harris.  Jack  T. 


VALLEY 

(Four  County) 

NORTH  LOUP— 
Markley.  M.  E. 

ORD— 

Martin,  Paul  R. 

Miller,  C.  J.  (Life) 
(Deceased  7-24-64) 
Miller.  Otis  W. 

Rogers,  James 
Zlomke,  Wayne 

GARFIELD 

(Four  County) 

BURWELL— 

Cram,  Roy  S. 

Meckel.  Ben  R. 


SHERMAN 

LOUP  CITY— 
Amick,  Carl  G.  (Life) 
(Custer  Co.) 

Bogle.  John  H. 

(Four  County) 
Jardon,  O.  Max 
(Four  County) 


GRANT 

HYANNIS— 
Howell,  W.  L. 

(Box  Butte  Co.) 


FRONTIER 

(Southwest  Nebraska) 
CURTIS— 

Magill,  Van  H. 


FURNAS 

(Southwest  Nebraska) 
ARAPAHOE— 

Francis,  Gordon 

CAMBRIDGE— 

Gross,  Chas.  Gene 
Minnick,  Clarence 
Morgan,  Roland  R. 

OXFORD— 

Bentley,  Neil  B. 


KEARNEY 

MINDEN— 

Butler.  Robert  E. 

(Buffalo  Co.) 
Chappel,  E.  R. 

(Buffalo  Co.) 
Finkner,  John  R. 

(Adams  Co.) 

Prince,  Donald  F. 
(Adams  Co.) 


PHELPS 

BERTRAND— 
Lamphere,  Richard 
Casper,  Wyo. 
(Buffalo  Co.) 

HOLDREGE— 

Best,  Robert 
Bivens,  Wm-  S. 
Brewster,  Donald  E. 
Brewster,  F.  W. 
Jones,  Donald  W. 

(Adams  Co.) 
McConahay,  H.  A. 
Nicholson,  Ralph 
Peterson,  Theo.  A. 
Prems,  Evald 
Reiner,  Walter  M 
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ELEVENTH  DISTRICT 

MAX  M.  RAINES,  Councilor 


LINCOLN 

NORTH  PLATTE — 
Callaghan,  A-  J.  (Life) 

(Deceased  8-2-64) 

Chick,  Nicholas 

112  N.  Dewey 
Claussen.  Bruce  F. 

321  E.  ‘ B”  St. 

Cooper,  George 

501  S.  Jeffers 
DeVol,  R.  A. 

300  S.  Dewey,  Box  738 
Getty.  Robert  F. 

501  S.  Jeffers 
Heider,  C.  F.,  Sr. 

501  S.  Jeffers 
Heider.  C.  F„  Jr. 

501  S.  Jeffers 
Hoyt.  Melvin  S. 

20  So.  Carr 
Kreymborg.  O.  C. 

Box  669 


Larson.  D.  L. 

719  S.  Dewey 
(Cheyenne-Kimball-Deuel) 
Niehus,  Wm.  B. 

402  S.  Jeffers 
Pinkerton,  Clifford  C. 

402  S.  Jeffers 
Raines.  Max  M. 

115  E.  “E"  St. 

Redfield,  J.  B.  (Life) 

508  N.  Dewey 
Sawyers,  Gordon 
715  S.  Jeffers 
Shaughnessy,  E.  J. 

1111  W.  4th 
Stevenson,  Edward 
108  S.  Vine 
Sturdevant,  Clinton  E. 

Evans  Bldg. 

Takenaga,  R.  T. 

112  E.  6th 

Walker.  H.  H.  (Life) 

Loma  Linda.  Calif. 


Waltemath,  G.  F. 

1214  W.  -A”  St. 
Wisman,  Jack 
715  S.  Jeffers 
Ziegler,  Robert  G. 

1111  W.  4th 
SUTHERLAND— 
Moore,  Harlan  E. 
(Deceased  8-9-64) 

DEUEL 

(Cheyenne,  Kimball 
and  Deuel) 
CHAPPELL— 

Hartsaw,  John  E. 

GARDEN 

(Garden-Keith-Perkins) 

OSHKOSH— 

Albee,  A.  B. 

Seng.  W.  G. 


TWELFTH  DISTRICT 

C.  J.  CORNELIUS,  Councilor 


SCOTTS  BLUFF 

GERING— 

Barnwell.  Robert  B. 

900  "N”  St. 

Gentry,  Harold  E.,  Jr. 

1720  10th 
Gentry,  W.  J. 

1720  10th 
Gentry,  W.  Max 
1720  10th 
Harvey,  W.  C..  Sr. 

1955  10th 

Harvey.  W.  C.,  Jr. 

1955  10th 

Wiley.  Stuart  Paul 
900  “N”  St. 


MITCHELL — 
Hoagland,  Robert  A. 
Loeffel,  Edwin  J. 
Ohme.  Kenneth 
MORRILL— 
Prentice,  O.  D. 

SCOTTSBLUFF— 
Baker,  Ellis  E. 

1624  Ave.  "A” 
Baker,  Paul  Q. 

1624  Ave.  “A" 
Brown,  W'.  O. 

1801  Broadway 
Campbell.  Stuart  D. 

3639  Ave.  “B” 
Floyd,  John  L. 

St.  Mary  Hosp. 
Frank,  Carl  L. 

1624  Ave.  “A” 
Gridley,  L.  J. 

214-16  W.  27th 
Hanna,  Joe  T. 

1926  Ave.  "A" 


Hatch.  Francis 
St.  Marys  Hosp. 
Hayhurst.  J.  D. 

218  W.  27th 
Heinke,  John  P. 

1723  Ave.  "A" 

Herhahn,  Frank  T. 

2122  Broadway 
Holmes.  Wm.  E. 

1926  Ave.  "A” 

Karrer,  R.  W. 

1810  1st  Ave. 

Kelly,  Lawrence  J. 

San  Francisco.  Calif. 
Kreig,  Jacob,  Jr. 

2122  Broadway 
Landers,  Allan  C. 

3639  Ave.  "B,”  Box  630 
Lovett,  Ivan  C. 

(Deceased  7-4-64) 

Oba,  Calvin  M. 

116  W.  17th 
Riddell,  Ted  E. 

15  E.  18th 
Rosenau,  John  A. 

102  E.  21st 
Schmitz,  Gerhard 
118  W.  18th 
Sorensen,  C.  N. 

1801  Broadway 


BOX  BUTTE 

ALLIANCE— 
Burnham.  A.  G. 

524  Box  Butte  Ave. 
Fitzgerald,  Thos.  D. 

202  W.  3rd 
Gardner,  Joseph  H. 

202  W.  3rd 


Kennedy,  J.  F. 

916  W.  10th 
Kuncl.  Joseph  (Life) 

1012  Laramie  Ave. 
McNultv.  Edward 
916  W.  10th 
Morgan,  R.  J. 

916  W.  10th 
Olson,  Raymond  H. 

524  Box  Butte  Ave. 
Seng,  O.  L. 

619  Box  Butte,  Box  150 
Shannon,  Dewitt  D. 

916  W.  10th 
Sucgang,  F.  P. 

515  Niobrara  Ave. 
Wilkinson.  Donald  E. 

524  Box  Butte  Ave 

HEMINGFORD— 
Ruffing,  John  J. 

D-A.WES 

(Northwest  Nebraska) 
CHADRON— 

Alderman,  Allen  J. 
Courshon.  A.  J. 

DeFlon.  Eric  G. 

Griot,  A.  J.  (Life) 

Hoevet.  T,.  H. 

Penor,  Robert 
Rasmussen,  Robert 
Serbousek,  Stanley 

CRAWFORD— 

Rishop,  Ben 
Martin,  Benjamin  O. 


KEITH 

(Garden-Keith-Perkins) 

OGALLALA— 

Bottom,  Paul 
Burwell,  J.  R. 

Chase.  Robert  C. 

Eberle,  Donald 
Harvey,  E.  A.  (Life) 

New  Plymouth,  Idaho 
Spencer,  Berl 


PERKINS 

(Garden-Keith-Perkins) 

GRANT— 

Colglazier.  E.  E. 

Marples,  Donald 
Potts.  L.  C. 


CHEYENNE 

(Cheyenne,  Kimball 
and  Deuel) 

DALTON— 

Pankau,  J.  B. 

SIDNEY— 

Bitner,  C.  U. 

Cook,  Hull 
Cornelius,  C.  J.,  Jr. 
Dorwart.  Clinton  B. 
O’Holleran.  Lloyd  S. 
Rathbun,  S.  R. 

Thayer,  James  E. 

KIMBALL 

(Cheyenne,  Kimball 
and  Deuel) 

KIMBALI^ 

Calkins,  Robert  C. 

Core,  Edwin  R. 

Shamberg,  Alfred  H. 


MORRILL 

BAY.4RD— 

Hrnicek.  Leo  A. 
(Scotts  Bluff  Co.) 

BRIDGEPORT— 
Blackstone.  H.  A; 

(Scotts  Bluff  Co.) 
Post.  George  Peter 
(Scotts  Bluff  Co.) 
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Effects  of  Gastric  Freezing  on  Isolated  De- 
nervated  Gastric  Pouch  in  Dogs  — C.  D. 
Berg  and  E.  M.  Nanson  (802  Idylwyld  Cres, 
Saskatoon,  Sask.)  C®nad  Med  Assoc  J 90: 
1337  (June)  1964. 

The  purpose  of  this  study  was  to  test  the 
previous  claim  that  freezing  of  a Heiden- 
hain  pouch  in  the  dog  for  one  hour  at  — 17 
to  — 20  C (+1.4  to  — 4.0  F)  produced  achlor- 
hydria. Secretions  from  Heidenhain  pouch 
dogs  were  collected  for  30  days  and  then 
freezing  was  carried  out.  After  the  freez- 
ing, secretions  were  again  collected  for  30 
days.  The  stimulus  for  the  secretion  was  a 
meal  of  450  gm  of  meat.  The  secretions 
were  studied  for  HCl  Levels  and  for  pepsin 
activity.  The  results  showed  that  freezing 
produced  no  demonstrable  depression  of 
either  HCl  secretion  or  of  pepsin  activity  in 
the  secretions  from  the  Heidenhain  pouch. 
Certain  complications  did  arise  in  the  gastric 
pouches  as  a result  of  freezing  which  were 
capable  of  upsetting  the  results  and  mimick- 
ing a reduction  in  acid  peptic  activity.  From 
this  it  was  deduced  that  freezing  does  not 


affect  the  functional  activity  of  either  the 
parietal  or  the  chief  cells  of  the  stomach. 

Surgical  Treatment  of  Congenital  Heart  Dis- 
ease in  the  Adult  — J.  C.  Coles  (450  Cen- 
tral Ave.,  London,  Ontario,  Canada),  N.  F. 
Gergely,  and  J.  B.  Buttigliero,  Arch  Surg 
89:130  (July)  1964. 

Twenty-five  adults  with  congenital  heart 
disease  operated  upon  over  a five-year  period 
are  reviewed.  Two  patients  died,  three  pa- 
tients have  residual  disability,  and  20  pa- 
tients (80%)  are  well.  The  postoperative 
follow-up  ranged  from  six  months  to  five 
years.  It  is  concluded  that  age  per  se  is 
not  a contraindication  to  operation,  that  co- 
arctation of  the  aorta  can  be  effectively 
treated  by  the  bypass  graft  principle,  that 
patients  with  severe  pulmonic  stenosis  should 
not  have  the  pulmonary  artery  catheterized, 
and  finally,  the  indications  for  renal  dialysis 
should  be  expanded  as  the  heart  traumatized 
by  recent  operation  poorly  tolerates  an  eleva- 
tion of  serum  potassium. 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  General  Practice 
Mr.  Mac  F.  Cahal 
Volker  at  Brookside 
Kansas  City  12,  Missouri 

American  Academy  of  Pediatrics 
E.  H.  Christopherson,  Secy. 

1801  Hinman  Ave. 

Evanston,  Illinois 

American  College  of  Legal  Medicine 
Glenn  W.  Bricker,  M.D.,  F.C.L.M.,  Secretary 
1003-06  Medical  Tower 
Philadelphia  3,  Pennsylvania 
American  College  of  Obstetricians  & Gynecologists 
Craig  W.  Muckle,  M.D. 

1806  Garrett  Road 
Lansdowne,  Pa. 

American  College  of  Physicians 
Edward  C.  Rosenow,  Jr.,  M.D.,  F.A.C.P.,  Secy. 
4200  Pine  St. 

Philadelphia  4,  Pennsylvania 
American  College  of  Radiology 
Mr.  W.  C.  Stronach 
20  North  Wacker  Drive 
Chicago  6,  Illinois 
American  College  of  Surgeons 
John  P.  North 
40  East  Erie  Street 
Chicago  11,  Illinois 
American  Diabetes  Association 
Laurentius  O.  Underdahl,  M.D. 

1 East  45  Street 
New  York  17,  New  York 


American  Heart  Association 
Mr.  Rome  A.  Betts,  Secy. 

44  East  23rd  Street 
New  York  10,  New  York 

American  Hospital  Association 
Edwin  L.  Crosby,  M.D.,  Director 
840  Lake  Shore  Drive 
Chicago  11,  Illinois 

American  Society  of  Anesthesiology 
Mr.  J.  W.  Andes 
515  Busse  Hy. 

Park  Ridge,  Illinois 
American  Society  of  Internal  Medicine 
Mr.  Albert  V.  Whitehall,  Executive  Secy. 
3410  Geary  Boulevard 
San  Francisco  18,  California 
The  American  Society  of  Clinical  Pathologists 
Miss  Eleanor  F.  Larson 
445  Lake  Shore  Drive 
Chicago  11,  Illinois 
American  Medical  Association 

F.  J.  L.  Blasingame,  Executive  Vice  Pres. 
535  North  Dearborn  Street 
Chicago  10,  Illinois 
Arthritis  and  Rheumatism  Foundation 
Floyd  B.  Odium,  Chairman 
10  Columbus  Circle 
New  York  19,  New  York 
International  College  of  Surgeons 
John  B.  O’Donoghue,  M.D. 

1516  North  Lake  Shore  Drive 
Chicago  10,  Illinois 

National  Multiple  Sclerosis  Society 
257  Park  Avenue  South,  New  York  10,  N.Y. 
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ORGANIZATIONS.  STATE = 

Alcoholics  Anonymous 
1345  N Street,  Lincoln 

American  Red  Cross 
W.  J.  Frenzel,  State  Representative 
2631  Garfield,  Lincoln 

Cerebral  Palsy  Association  of  Nebraska 
Mrs.  Ben  H.  Cosdery 
201  South  Elmwood  Road,  Omaha 

Creighton  University  School  of  Medicine 
Richard  Egan,  Dean 
302  North  14th 
Omaha,  Nebraska 

International  College  of  Surgeons 
James  J.  O’Neil,  M.D.,  Regent  for  Nebraska 
612  Medical  Arts  Building,  Omaha  2,  Nebraska 

Multiple  Sclerosis  Society 

Mrs.  Harold  Stoehr,  Executive  Secretary 
3648  Folsom  Street,  Lincoln,  Nebraska 

Muscular  Dystrophy  Society 

Mrs.  Marvin  Traeger,  President 
Fairbury,  Nebraska 

National  Foundation,  Inc. 

Clinton,Belknap 
State  House  Station 
Post  Office  Box  4813 
Lincoln,  Nebraska 

Nebraska  Chapter, 

Arthritis  and  Rheumatism  Foundation 
Lloyd  E.  Skinner,  President 
Box  2,  Elmwood  Station,  Omaha  6,  Nebraska 

Nebraska  Association  of  Pathologists 
Dr.  Robert  A.  Brooks,  Secy-Treas. 

1403  Sharp  Building,  Lincoln,  Nebraska 

Nebraska  Blue  Cross-Blue  Shield 
Wm.  H.  Heavey,  Executive  Director 
518  Kilpatrick  Building,  Omaha,  Nebraska 

Nebraska  Chapter 

American  Academy  of  General  Practice 
John  A.  Brown,  M.D.,  Secy. 

402  Lincoln  Liberty  Life  Building 
Lincoln,  Nebraska 

Nebraska  Chapter 

American  College  of  Physicians 

Henry  J.  Lehnhoff,  Jr.,  MD,  Governor  for  Nebr. 
720  Doctors  Building 
Omaha,  Nebraska  69131 
Nebraska  Chapter 
American  College  of  Surgeons 
John  D.  Coe,  M.D. 

409  Doctors  Building,  Omaha  31,  Nebraska 
Nebraska  Chapters 

National  Cystic  Fibrosis  Research  Foundation 
Greater  Omaha  Chapter 
Capt.  H.  S.  Glendenning,  President 
1301  Offutt  Boulevard 
Bellevue,  Nebraska 
Lancaster  County  Chapter 
Mr.  Art  Wigg,  President 
2440  South  35th  Street 
Lincoln  6,  Nebraska 
Nebraska  Dental  Association 
D.  W.  Edwards,  D.D.S.,  Secy. 

1220  Federal  Securities  Building 
Lincoln,  Nebraska 
Nebraska  Diabetes  Association 
J.  William  Hervert,  M.D.,  President 
Mr.  Tom  Skillman,  Secretary 
7611  Lawndale  Drive,  Omaha,  Nebraska 
Nebraska  Dietetic  Association 
Barbara  Holvick,  President 
26th  and  Dewey,  Omaha 


Nebraska  Division  American  Cancer  Society 
Ray  E.  Achelpohl,  Executive  Director 
4201  Dodge 
Omaha,  Nebraska 

Nebraska  Eye,  Ear,  Nose  & Throat  Society 
G.  T.  Alliband,  Secy. 

1020  Medical  Arts  Building 
Omaha,  Nebraska 
Nebraska  Heart  Association 

Paul  S.  Archambault,  Executive  Director 
514  South  40th  Street,  Omaha  5,  Nebraska 
Nebraska  Hospital  Association 
Stuart  Mount,  Executive  Director 
1335  “H”  Street,  Lincoln,  Nebraska 
Nebraska  Pediatric  Society 
Otto  G.  Rath,  Secretary 
3929  Harney,  Omaha 
Nebraska  Pharmaceutical  Association 
Miss  Cora  Mae  Briggs,  Executive  Secretary 
1001  Anderson  Building,  Lincoln  8,  Nebraska 
Nebraska  Psychiatric  Institute 
602-  South  44th  Avenue,  Omaha 
Nebraska  Public  Health  Association 
George  R.  Underwood,  M.D.,  President 
935  “R”  Street,  Lincoln,  Nebraska 
Nebraska  Radiological  Society 
Ronald  E.  Waggener,  M.D.,  Secy.-Treas. 
University  of  Nebraska  College  of  Medicine 
Omaha,  Nebraska 
Nebraska  Rheumatism  Association 
Robert  Heaney,  M.D.,  President 
Creighton  University  School  of  Medicine 
302  North  14th  Street,  Omaha,  Nebraska 
Nebraska  Society  for  Crippled  Children 
S.  Orson  Perkins,  Director 
402  South  17th,  Omaha,  Nebraska 
Nebraska  Society  for  Internal  Medicine 
Robert  S.  Long,  M.D.,  President 
8721  Shamrock  Road,  Omaha,  Nebraska 
Nebraska  State  Department  of  Health 
E.  A.  Rogers,M.D.,  Director 
State  Capitol  Building,  Lincoln,  Nebraska 

Nebraska  State  Medical  Association 
Ken  Neff,  Executive  Secy. 

1315  Sharp  Building 
Lincoln  8,  Nebraska 
Nebraska  State  Nurses  Association 
Mrs.  Zelda  Nelson,  Executive  Director 
510  Securities  Building 
Omaha,  Nebraska 

Nebraska  State  Obstetric  and  Gynecologic  Society 
W.  Riley  Kovar,  M.D.,  Secretary-Treasurer 
3610  Dodge  Street,  Omaha  31 
Nebraska  State  Pediatric  Society 
Otto  Rath,  M.D.,  Secretary-Treasurer 
3929  Harney,  Omaha,  Nebraska 
Nebraska  Tuberculosis  Association 
Delmer  Serafy,  Executive  Secy. 

406  W.O.W.  Building 
Omaha,  Nebraska 
Nebraska  Urological  Association 

Louis  W.  Gilbert,  MD,  Secretary-Treasurer 
903  Sharp  Building,  Lincoln  8,  Nebraska 
Omaha  Mid-West  Clinical  Society 
1613  Medical  Arts  Building 
Rita  M.  Crowell,  Executive  Secretary 
POISON  CONTROL  CENTER 
Children’s  Memorial  Hospital 
502  South  44th,  Omaha,  Nebraska 

University  of  Nebraska  College  of  Medicine 
J.  P.  Tollman,  M.D.,  Dean 
42nd  and  Dewey 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 

In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIC 


brand  of 

psyllium  hydrophilic  mucilloid 


“Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated^  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . .” 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 

1.  Welch,  C.  E.,  Diverticula  of  the  Alimentary  Tract,  in  Conn,  H.  (editor): 
Current  Therapy— 1961,  Philadelphia,  W.  B.  Saunders  Company,  1961, 
pp.  224-225. 

Research  in  the  Service  of  Medicine 


SEARLE 
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PHYSICIANS'  EXCHANGE 

Advertisements  in  this  column  are  at  a rate  of  ten  cents 
per  word  with  a minimum  of  $2.00  per  insertion.  Copy 
must  be  received  by  the  fifth  of  the  month  preceding:  date 
of  publication  and  should  not  exceed  40  words.  Advertise- 
ments from  members  of  the  Nebraska  State  Medical  Asso- 
ciation will  be  accepted  without  charge  for  two  issues. 
Each  advertisement  will  be  taken  out  following  its  second 
appearance  unless  otherwise  instructed.  Where  numbers 
follow  advertisements,  replies  should  be  addressed  in  care 
of  The  Nebraska  State  Medical  .Tournal.  1315  Sharp  Build- 
ing, Lincoln  8. 

CLINIC  AVAILABLE  — General  practice  in  fur- 
nished clinic.  County  seat  town,  SW  Nebraska,  3 
nursinp  homes  in  town,  good  tei'ritory.  Write  Box 
8,  Beaver  City,  Nebraska. 


GENERAL  PRACTITIONER  wanted  to  join  two- 
man  partnership  in  unopposed,  very  active,  north- 
eastern Nebraska  practice.  Twenty-four  bed  hos- 
pital. Starting  salary  open,  then  full  partnership. 
,T.  T.  Keown,  M.D.,  and  C.  G.  Muffly,  M.D.,  Pender, 
Nebraska. 

GENERAL  PRACTITIONER  — Good  opening  for 
young  G.P.  who  wants  good  permanent  location. 
New  hospital  in  town,  soon  to  be  enlarged.  Good 
schools.  Churches  and  Liberal  Arts  College.  Good 
office  space  available,  reasonable  rent.  Contact  Box 
368,  Crete,  Nebraska. 

GENERAL  PRACTITIONER  — Desires  asso- 
ciate; percentage  participation  to  ultimate  partner- 
ship. No  investment  needed.  Small  Northwest  Ne- 
braska town  with  approximately  6C00  to  8000  trade 
area.  Modem  hospital  and  office.  Gmss  $90  000. 
Write  Box  50,  Nebraska  State  Medical  Journal, 
1315  Sharp  Building,  Lincoln,  Nebraska. 

FOR  SALE  — Well  equipped  office  and  good 
practice.  Excellent  location  for  general  surgeon. 
New  Burton-Wheeler  hospital.  Contact:  Mason  E. 
Lathrop,  M.D.,  Wahoo,  Nebraska. 


LOCUM  TENENS  — Desired  by  young  board- 
eligible  pediatrician  during  November  and  Decem- 
ber while  waiting  office  construction.  Write  Box 
49,  Nebraska  State  Medical  Journal,  1315  Sharp 
Building,  Lincoln,  Nebraska. 


GENERAL  PRACTITIONER  and  INTERNIST— 
Needed  for  new  medical  center,  in  fastest  growing 
section  of  Albuquerque,  30,000  population.  A new 
area  with  good  income,  stable.  Other  physicians 
saturated  after  6 months  practice.  Write  Box  51, 
Nebraska  State  Medical  Journal,  1315  Sharp  Build- 
ing, Lincoln,  Nebraska. 


TWO  NEBRASKA  GRADS,  Robert  H.  Johnson 
’52  and  0.  Guy  Johnson  ’54  need  two  Doctors — GP, 
Internists  and/or  Pediatrician  for  organizing  new 
clinic  group  in  Maplewood,  east  side  of  St.  Paul, 
Minnesota.  Completely  modern  and  newly  equipped 
medical  clinic  building.  Contact  Johnson  Clinic  at 
739-5050  or  write  to  2716  Upper  Afton  Road,  St. 
Paul,  Minnesota. 


RESIDENCIES  in  Physical  Medicine  and  Re- 
habilitation offer  ideal  opportunity  to  general  prac- 
titioner considering  specialization.  Comprehensive 
training  utilizing  Mayo  Clinic  facilities  and  faculty. 
$3,600  - $8,000  stipend.  Attractive  community,  ex- 
cellent school  system,  cultural  advantages.  Contact 
E.  C.  Elkins,  M,D.,  Mayo  Foundation,  Rochester, 
Minnesota. 


RESIDENCIES  AVAILABLE  — January  1 and 
July  1,  1965.  Internal  Medicine  3 years,  Surgeiy 
4 years.  General  Practice  2 years.  American  physi- 
cians preferred.  Cooperative  medical  center  of  five 
private  hospitals  (1300  beds),  large  outpatient 
center  (50,000  annual  visits),  and  research  labora- 
tory. Total  complement  of  40  interns,  30  resi- 
dents, and  7 Directors  of  Medical  Education.  Stip- 
ends and  benefits  are  equivalent  to  6400-8200. 
Write  Dr.  W.  R.  Miller,  Medical  Director,  Saint 
Paul  Medical  Center,  279  Rice  Street,  Saint  Paul, 
Minnesota  55102. 


Are  Postoperative  Narcotics  Necessary?  — 

B.  B.  Roe,  Arch  Surg  87:912  (Dec)  1963. 

In  a study  of  600  patients,  a program  of 
management  was  directed  toward  avoiding 
the  potential  dangers  of  depressing  respir- 
atory reflexes  and  obscuring  manifestations 
of  shock  (restlessness)  with  narcotics.  Pa- 
tients in  genuine  pain  which  could  not  be 
relieved  by  reassurance  or  other  supportive 
measures  were  given  narcotics  as  needed, 
but  only  in  very  small  doses.  The  decision 
to  give  narcotics  was  made  in  all  cases  by 
the  attending  physician  or  resident,  and 
never  by  the  nursing  staff.  The  patient  was 
psychologically  prepared  preoperatively  by 


assuring  him  that  his  incision  would  be  se- 
curely closed,  that  some  discomfort  is  a 
normal  consequence  of  surgery,  that  early 
mobility  and  ventilatory  motion  are  essen- 
tial for  rapid  and  safe  convalescence,  and 
that  motion  in  the  operative  site  will  reduce 
over-all  discomfort  and  disability,  despite 
the  initial  pain.  A survey  of  the  nursing 
and  resident  staff  who  cared  for  these  pa- 
tients showed  that  in  most  cases  postopera- 
tive discomfort  was  not  increased  by  re- 
stricting or  withholding  narcotics,  and  that 
in  many  cases  the  postoperative  course  was 
considered  more  trouble  free  than  in  patients 
who  routinely  received  large  doses  of  nar- 
cotics. 
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following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  the  body 
mobilize  defenses  during  convalescence. ..aid  response  to  primary  therapy. 
The  patient  with  a severe  infection,  and  many  others  undergoing  physio- 
logic stress,  may  benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B;2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

ctes.  Supplied  in  decorative  “reminder” 

jars  of  30  (one  month’s  supply) 
(three  months'  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 
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Sharp  & Car-Park 
Buildings 

Lincoln's  Largest  Office 
and  Parking  Buildings 

560  Cor  Spaces 

You  and  your  pa- 
tients can  drive  to 
the  second  floor, 
walk  across  the 
bridge  into  the 
Sharp  Building. 


Free  Wheel  Chair  Service  from 
Car-Park  to  Physicians'  Offices 

We  Invite  Your  Inquiries 
for  Medical  Space 

C.  C.  Kimball  Company 
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Splint  & Brace 
SHOP... 


JACK  O.  CASEY,  Owner 
(Certified  Orthotist) 

Braces,  Belts 
and 

Artificial  Limbs 


We  Make  and 
Repair  All  Types 
of  Orthopedic  and 
Prosthetic  Appliances 
Shoe  Correction 
and  Extension 


Let  Us  Help  You  With  Your  Brace 
and  Artificial  Limb  Problems. 


1000  So.  13th  St.,  Lincoln,  Nebr. 
Phone  HE  2-1644 
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neither  tension,  nor  spasm, 
nor  stasis 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l.  COMPLAINTS 
have  biliary  implications 


Average  adult  dose:  1 or,  if  necessary,  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers 
against  possible  drowsiness.  Side  effects:  Oehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available:  Decholin-BB,  bottles  of  100  tablets.  Also:  Decholin®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  Decholin®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 


AMES 
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anxiety 


anxiety 

anxiety 

anxiety 

anxiety 

anxiety 

anxiety 


anxiety 

anxiety 


anxiety  reduced  to  its  proper  perspective 

ROCHE 


LIBRIUM’  . 

(chlordiazepoxide  HCI) 
the  successor 
to  the  tranquilizers 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  anxiety  and  tension,  5 or  10  mg  t.i.d.  or  q.i.d.;  severe  states,  20  or  25  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  5 mg  b.i.d.  to  q.i.d.  Cautions  — Occasional  side  effects,  often  dose-related,  are  drowsiness,  ataxia,  minor  skin  rashes,  menstrual  irregulanti^, 
nausea  and  constipation.  Paradoxical  reactions  may  occasionally  occur  in  psychiatric  patients.  Individual  maintenance  dosages  should  be  determined. 
Advise  patients  against  possibly  hazardous  procedures  until  maintenance  dosage  is  established.  Though  compatible  with  most  drugs,  use  care  in  com- 
bining with  other  psychotropics,  particularly  MAO  inhibitors  or  phenothiazines;  warn  patients  of  possible  combined  effects  with  alcohol.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function,  and  in  long-term  treatment.  Caution  should  be  exercised  in  prescribing  any  therapeutic  agent  tor 
pregnant  patients.  Supplied  — Capsules,  5 mg,  10  mg  and  25  mg,  bottles  of  50  and  500. 


“the  same  old  story,  doctor— indigestion” 


The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress. ..as  manifested  by  flatulence,  "nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM 15  mg  (Va  gr) 

(Warning:  May  be  habit  forming)  eaS6  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (l^  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Decholin-BB, 
bottles  of  100  tablets.  ?2664 


Ames  Company,  Inc.,  Elkhart,  Indiana,  ain/ies 
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When  psychic  tension  mounts 
Miliunr  (diazepam) 

useful  in  alleviating 

-psychic  tension  mixed  with  depressive  symptoms 
-psychic  tension  in  the  common  psychoneuroses 
-psychic  tension  intensified  by  concomitant 
somatic  disorders 


How  to  prescribe  Valium  (diazepam) 

Indications:  Valium  (diazepam)  is  of  use  in  dealing  with  anxiety  reac- 
tions stemming  from  stressful  circumstances  or  whenever  somatic  com- 
plaints are  concomitants  of  emotional  factors.  It  is  useful  in  psycho- 
neurotic states  manifested  by  anxiety,  tension,  fear  and  fatigue. 

Valium  (diazepam)  may  also  be  useful  in  acute  agitation  due  to  alcohol 
withdrawal. 

Valium  (diazepam)  may  be  of  use  to  alleviate  muscle  spasm  associated 
with  cerebral  palsy  and  athetosis. 


Dosage  and  administration 


Usual  daily  dose 


Mild  to  moderate  psychoneurotic  reactions:  Mani-  2 mg  to  5 mg, 
tested  by  anxiety-tension  alone  or  with  depressive  2 or  3 times 
symptomatology,  agitation,  restlessness,  psycho-  daily 
physiological  disturbances 


Severe  psychoneurotic  reactions:  Where  severe  5 mg  to  10  mg, 

anxiety,  fear,  agitation,  aggression  or  hostility  ex-  3 or  4 times 

ist  alone  or  with  depressive  symptoms  daily 


Alcoholism:  As  an  aid  in  symptomatic  relief  of 
acute  agitation,  tremor,  impending  or  acute  de- 
lirium tremens  and  hallucinosis 


10  mg,  3 or  4 
times  during  the 
first  24  hours; 
reducing  to  5 mg, 
3 or  4 times 
daily  as  needed 


Muscle  spasm  associated  with  cerebral  palsy  or  2 mg  to  10  mg, 
athetosis  3 or  4 times  daily 

Contraindications:  Valium  (diazepam)  is  contraindicated  in  infants,  pa- 
tients with  a history  of  convulsive  disorders  or  patients  with  a history  of 
glaucoma. 

Warning:  Valium  (diazepam)  is  not  of  value  in  the  treatmeht  of  psy- 
chotic patients,  and  for  this  reason  should  not  be  employed  in  lieu  of 
appropriate  treatment. 


Precautions:  In  elderly  or  debilitated  patients,  it  is  important  to  limit  the 
dosage  to  the  smallest  effective  amount  to  preclude  the  development  of 
ataxia  or  oversedation  (not  more  than  1 mg,  1 or  2 times  daily  initially, 
to  be  increased  gradually  as  needed  and  tolerated).  As  Is  true  of  all 
CNS-actIng  drugs,  until  the  correct  maintenance  dosage  is  established, 
patients  receiving  Valium  (diazepam)  should  be  advised  against  pos- 
sibly hazardous  procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  an  automobile  during  the  period  of  Valium 


(diazepam)  therapy  is  not  recommended.  In  general,  the  concurrent 
administration  of  Valium  (diazepam)  and  other  psychotropic  agents  is 
not  recommended.  If  such  combination  therapy  is  used,  careful  consid- 
eration should  be  given  to  the  pharmacology  of  the  agents  to  be  em- 
ployed with  Valium  (diazepam)  — particularly  with  known  compounds 
which  may  potentiate  the  action  of  Valium  (diazepam),  such  as  pheno- 
thiazines,  barbiturates,  MAO  inhibitors  and  other  antidepressants. 

Since  Valium  (diazepam)  has  a central  nervous  system  depressant  ef- 
fect, patients  should  be  advised  against  the  simultaneous  ingestion  of 
alcohol  and  other  central  nervous  system  depressant  drugs  during 
Valium  (diazepam)  therapy.  Safe  use  of  Valium  (diazepam)  during 
pregnancy  has  not  been  established.  The  usual  precautions  are  indi- 
cated when  Valium  (diazepam)  is  used  in  the  treatment  of  anxiety  states 
where  there  is  any  evidence  of  impending  dep-ession;  particularly  the 
recognition  that  suicidal  tendencies  may  be  present  and  protective 
measures  may  be  necessary.  The  usual  precautions  in  treating  patients 
with  impaired  renal  or  hepatic  function  should  be  observed. 

Side  effects:  In  clinical  use,  fatigue,  drowsiness  and  ataxia  have  been 
reported;  in  most  instances  these  are  dose-related  and  may  be  avoided 
by  proper  dosage  adjustment.  Mild  nausea  and  dizziness  may  occur  on 
occasion.  As  with  any  new  agent,  when  it  is  administered  for  protracted 
periods  of  time,  periodic  blood  counts  and  liver  function  tests  are  advis- 
able. Abrupt  cessation  after  prolonged  overdosage  may,  in  some  patients, 
produce  withdravral  symptoms  (e.g.,  convulsions,  tremor,  abdominal 
and  muscle  cramps,  vomiting,  sweating)  similar  to  those  seen  with  bar- 
biturates, meprobamate  and  Librium®  (chlordiazepoxide  HCI).  Changes 
in  EEC  patterns  have  been  observed  in  patients  during  and  after  Valium 
(diazepam)  treatment. 

Paradoxical  reactions,  such  as  excitement,  depression,  stimulation, 
sleep  disturbances,  acute  hyperexcited  states  and  hallucinations  have 
been  reported.  Other  side  effects  noted  have  been  blurred  vision,  di- 
plopia, headache,  incontinence,  slurred  speech,  tremor  and  skin  rash. 
Valium  (diazepam)  is  available  as  5-mg  and  2-mg  tablets.  For  conven- 
ience and  economy  in  prescribing,  both  strengths  are  supplied  in  bottles 
of  50. 

Roche  Laboratories  endorses  the  principle  of  caution  in  the  administra- 
tion of  any  therapeutic  agent  to  pregnant  patients. 


ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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